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“In adopting our title of the Journal of Mental Science, published by authority 
of the Medico-Psychological Association, we profess that we cultivate in our pages 
mental science of a particular kind, namely, such mental science as appertains to 
medical men who are engaged in the treatment of the insane. But it has been 
objected that the term mental science is inapplicable, and that the term mental 
physiology or mental pathology, or psychology, or psychiatry (a term much affected 
by our German brethren), would have been more correct and appropriate; and 
that, moreover, we do not deal in mental science, which is properly the sphere of 
the aspiring metaphvsical intellect. If mental science is strictly synonymous with 
metaphysics, these objections are certainly valid; for although we do not eschew 
metaphysicat. discussipn, the aim of this JOURNAL is certainly bent upon more 
attainable:objects than: thé: pursuit of those recondite inquiries which have occupied 
the most ambitious intellects from the time of Plato to the present, with so much 
labour-and-so little fésult: -Bitwhile we admit that metaphysics may be called 
one department òf ‘menteal‘sci4ncs, we maintain that mental physiology and mental 
pathology are also mental science under a different aspect. While metaphysics 
may be called speculative mental science, mental physiology and pathology, with 
their vast range of inquiry into insanity, education, crime, and all things which tend 
to preserve mental health, or to produce mental disease, are not less questions of 
mental science in its practical, that is in its sociological point of view. If it were 
not unjust to high mathematics to compare it in any way with abstruse metaphysics, 
it would illustrate our meaning to say that our practical mental science would 
fairly bear the same relation to the mental science of the metaphysicians as applied 
mathematics bears to the pure science. In both instances the aim of the pure 
science is the attainment of abstract truth; its utility, however, frequently going 
no further than to serve as a gymnasium for the intellect. In both instances the 
mixed science aims at, and, to a certain extent, attains immediate practical results 
of the greatest utility to the welfare of mankind ; we therefore maintain that our 
JOURNAL is not inaptly called the Journal of Mental Science, although the science 
may only attempt to deal with sociological and medical inquiries, relating either 
to the preservation of the health of the mind or to the amelioration or cure of its 
diseases ; and although not soaring to the height of abstruse metaphysics, we only 
aim at such metaphysical knowledge as may be available to our purposes, as the 
mechanician uses the formularies of mathematics. This is our view of the kind of 
mental science which physicians engaged in the grave responsibility of caring for 
the mental health of their fellow-men may, in all modesty, pretend to cultivate ; 
and while we cannot doubt that all additions to our certain knowledge in the 
speculative department of the science will be great gain, the necessities of duty and 
of danger must ever compel us to pursue that knowledge which is to be obtained in 
the practical departments of science with the earnestness of real workmen. The 
captain of a ship would be none the worse for being well acquainted with the higher 
branches of astronomical science, but it is the practical part of that science as it 
is applicable to navigation which he is compelled to study.’’—Sir J. C. Bucknull, 
M.D., F.R.S. (Journ. Ment. Sci., vol. vii, 1861, p. 137). 
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Bia-Chemistry), G. W. T. H. FLEMING (Clinical Psychiatry), A. E. EVANS (Study Tours 
and Post-Graduate Education). 


OTHER REPRESENTATIVES OF SUB-COMMITTEES. 
W. McCARTAN (Clinical), W. M. FORD-ROBERTSON (Pathology, etc.), M. E. FRANKLIN 
(Psycho- Pathology, etc.), H. G. L. HAYNES (Study Tours, etc.), W. D. NICOL (Clinical), 
G. DE M. RUDOLF (Infectious Diseases), T. W. DAVIDSON (Infectious Diseases), B. H. 


SHAW (Pathology, etc.), D. N. HARDCASTLE (Psycho-Pathology), C. W. FORSYTH 
(Study Tours), P. K. MCCOWAN (Clinical). 


REPRESENTATIVES OF MENTAL DEFICIENCY COMMITTEE. 


R. J. A. BERRY, E. O. LEWIS, W. REES THOMAS, F. D. TURNER. 
Chatrman.—F. L. GOLLA. Vice-Chairman. —A. A. W. PETRIE. 
Secretary.—P. K. McCOWAN. 


Mental Deficiency Committee. 


J.W. W. ADAMSON, M. A. ARCHDALE, W. R. ASHBY, G. A. AUDEN, J. R. BAILEY, 
R. M. BATES, H. E. BEASLEY, T. BEATON, E. BENJACAR, R. J. A. BERRY, H. C. 
BRISTOWE, D. C. BRUCE, N. H. M. BURKE, C. G. A. CHISLETT, R. D. CLARKSON, 
G. F. COBB, L. C. COOK, H. CORNER, W. H. COUPLAND, J. T. CURRAN, T. A. 
DANBY, C. W. S. DAVIES-JONES, C. J. C. EARL, W. NORWOOD EAST, A. E. EVANS, 
E. J. FITZGERALD, D. J. FORBES, J. TYLOR FOX, K. FRASER, S. E. GILL, T. 
SANTY GOOD, R. G. GORDON, C. H. G. GOSTWYCK, H. A. GRIERSON, R. 
HANDLEY, C. J. HENDERSON, C. P. H. HUNTER, F. E. INGALL, R. F. JARRETT, 
J-A. JENKINS, J. M. JOHNSTON, D. L. KELLY, J. V. KELLY, J. K.C. LAING, J. J. 
LANDERS, R. LANGDON-DOWN, P. S. B. LANGTON, E. LAVAL, E. O. LEWIS (Secre- 
tary), E. LEWIS, T. LINDSAY, E. S. LITTELJOHN, D. B. M. LOTHIAN, G. McCOULL, 
P. K. McCOWAN, A. M. McCUTCHEON, R. B. F. McKAIL, G. W. J. MACKAY, D. M. 
MACMILLAN, D. MAGRATH, R. G. B. MARSH, W. F. MENZIES, J. E. MIDDLEMISS, 
E. MILLER, D. H. F. MILMO, W. MOODIE, J. NICOLL, J. V. MORRIS, F. C. OSGOOD, 
K. C. L. PADDLE, D. PAYTON, K. Y. PEARSON, L. S. PENROSE, W. A. POTTS, 
G. DE M. RUDOLF, F. E. E. SCHNEIDER, E. B. SHERLOCK, R. S. S. SMITH, S. M. 
STEEL, H. FREIZE STEPHENS, R. M. STEWART, W. REES THOMAS (Vice-Chairman), 
A. F. TREDGOLD, C. E. H. TURNER, F. DOUGLAS TURNER (Chairman), A. WILSON, 
1. G. H. WILSON, W. WYATT, H. T. P. YOUNG. 


SPECIAL COMMITTEES. 


Mental Nursing Advisory Committee to the General Nursing Councils. 


England and Wales.—H. DOVE CORMAC, W.G. MASEFIELD, GEORGE W. SMITH, F. R.P 
TAYLOR, S. EDGAR MARTIN. 


Scotland.—W. M. BUCHANAN, R. D. HOTCHKIS, T. C. MACKENZIE, DOUGLAS McRAE, 
DONALD ROSS. 


Northern Ireland.—F. J. DEANE, DOROTHY GARDNER, N. B. GRAHAM, M. J. NOLAN, 


J. WATSON. 
Irish Free State.—S. BLAKE, J. O;CONOR DONELAN, L. GAVIN, R. R. LEEPER, J. C. 
MARTIN. 


Examiners for the Certificate in Psychological Medicine. 


EncLanp.—W. F. MENZIES, B.Sc., M.D., C.M.Edin., F.R.C.P.Lond.; W. A. POTTS, M.A. 
Camb., M.D.Edin. & Birm., M.R.C.S., L.R.C.P.Lond. 


ScoTLAND.—D. K. HENDERSON, M.D., Ch.B.Edin., F.R.F.P.S.Glasg.; ANGUS MacNIVEN, 
M.B., Ch.B.Glasg., M.R.C.P.Edin., D.P.M. 


IRELAND.—J. O’CONOR DONELAN, L.R.C.P.&S.Irel.; M. J. NOLAN, L.R.C.P.&S.Irel. 


e 


Examiners for the Nursing Certificates. 


MENTAL.—Preliminary : J. MACDONALD, M.B.; M. J. MCGRATH, M.B.: A.C. SINCLAIR, 
M.D., D.P.M.; J. E. W. LEECH, M.D.; C. B. MOLONEY, M.B. Final: 
K. K. DRURY, M.D.; W. D. CHAMBERS, M.D.; W. G. MASEFIELD, 
M.R.C.S.; JOHN FITZGERALD, M.B.; J. S. 1. SKOTTOWE, M.D. 


MENTAL DeFeEcTIVES.—Final; H. F. STEPHENS, M.R.C.S.; C. G. CHISLETT, M.B. ; 
EVELEEN O'BRIEN, M.B., B.Ch. 

NURSE EXAMINERS.—Miss C. M. MOORE, R.M.P.N.C., S.R.N.Eng.; Miss M. CHRISTIE, 
R.M.P.N.C., S.R-N.; Miss GUYATT, R.M.P.N.C., S.R.N.; Miss PIRIE, 

R.M.P.N.C., S.R.N.; Miss WILLIAMS, R.M.P.N.C., S.R.N. Irel. 


List of Examination Areas and Area Examination Secretaries for the 
Menta! Nursing Certificate. 


SOUTH-EASTERN Diviston: (1) Northern Area (North of Thames), W. J. T. KIMBER; (2) 
Southern Area (South of Thames), A. A. W. PETRIE. i 


SOUTH-WESTERN Division: (1) Bristol Area, E. BARTON WHITE; (2) Cardiff Area, 
N. MOULSON; (3) Exeter Area, D. MCKINLEY REID; (4) Oxford Area, J. F. W. 
LEECH; (5) Salisbury Area, C. W. S. DAVIES-JONES. 


NORTHERN AND MIDLAND Division: (1) Nottingham Area, J. BAIN; (2) Manchester Area, 
H. DOVE CORMAC; (3) Leeds Area, C. W. EWING; (4) York Area, T. M. DAVIE; 
(5) Newcastle Area, H. G. DRAKE-BROCKMAN; (6) Birmingham Area, C. W. 
FORSYTH. 


ScottisH Division: (One Area) A. M. DRYDEN. 
IrRtsuH Diviston (One Area): KATHLEEN DILLON. 


Vil 


Training Institutions for Nurses. 


For recognition as Training Schools, Mental Institutions and Institutions for Mental 
Defactives must be visited and reported on favourably by a referee or referees appointed by 
the Training Sub-Commnittee or Registrar. ] 


FOR TRAINING MENTAL NURSES. 


tt) ExGuaxnp asp WALES. 

1) All County, City, and Borough Mental Hospitals, including Tooting Bec Hospital. 

(41) Criminal Asylum: Broadmoor. 

iin) Registered Hospitals: St. Andrew's (Northampton), Manchester Royal, Holloway 
Sanatorium, Bethlem Royal, The Retreat, Barnwood House, Bootham Park, 
Coton Hill, Wonford House, The Warneford, The Coppice, The Lawn (for 
Female Nurses only). 

tiv; Special Hospitals: Netley (D Block) ; Roval Naval Hospital, Yarmouth ; Maudsley 
Hospital; St. George’s Retreat, Burgess Hill, Sussex (with the Hospital of St. 
John and St. Elizabeth, for Training in Medical and Surgical Nursing). 

(v) Private Mental Hospitals: The Old Manor, Camberwell House, Laverstock House, 
Peckham House, Brislington House, Ticehurst House, Northumberland House, 
The Priory, Middleton Hall, Bailbrook House, Brooke House (for Female 
Nurses only). k 

vi) Municipal Hospitals: Erdington House (Birmingham), Smithdown Road 
(Liverpool). 


i2) SCOTLAND. 
4) Royal Asvlums and Hospitals : Aberdeen, Crichton (Dumfries), Dundee, Edinburgh, 
Glasgow (Gartnavel), Montrose, James Murray’s (Perth). 
a All City and District Asylums and Mental Hospitals. 
nnu) Poor Law Asylum: Greenock. 
ivi Poor Law Hospital: Stobhill Hospital (Glasgow). 
(v; Private Mental Hospital: New Saughton Hall (Polton). 


13, IRELAND. 
(a) All County, City and District Asylums and Mental Hospitals. 
4a) Criminal Asvlum: Dundrum. 
(ni) Chartered Hospitals: St. Patrick’s. , 
(av) Private Mental Hospital: Farnham House (for Female Nurses only). 


(4) CHANNEL ISLANDS. 
Jersey Mental Hospital. 


is) FEDERATED MALAY STATES. 
Central Mental Hospital, Tanjong Rarnbutan, Perak. 


i16) Inpta. 
Ranchi Mental Hospital for Europeans, Kanké, Province of Bihar and Orissa. 


FOR TRAINING THOSE NURSING MENTAL DEFECTIVES. 
it} EXGLAND. 

i1) State Institutions: Rampton, Moss Side. 

(ii) Certified Institutions: Botlev’s Park, Surrey; Brentry ; Calderstones; Clerks Croft, 
Surrey; Cell Barnes Colony, Herts; Coldeast Colony, near Southampton ; Coles- 
hill Hall; Farmfield ; Great Barr Park Colony ; Hortham, Bristol; Leybourne 
Grange Colony; Monyhull Colony; Pewsey Colony, Wilts; Roval Albert 
Institution; Roval Earlswood ; Roval Eastern Counties; Sandhill Park (with 
ancillary premises); South Ockenden Colony, Essex; South Side, Streatham ; 
The Manor; Middlesex Colony, Shenley ; Western Counties Institution ; Little 
Plumstead Hall Colony (with Heckingham ancillary premises), Norfolk ; Stretton 
Hall, Leicester (for Female Nurses); Brockhall, Blackburn; Stoke Park 
Colony, Bristol ; Cranage Hall, Holmes Chapel, Cheshire. 

wi) Approved Institutions: Darenth, Leavesden, Caterham, Fountain (for Female 
Nurses only). 

tiv) Certified Houses: Normansfield. 

(2) SCOTLAND. 


Baldovan; Gogarburn, Edinburgh; Royal Scottish National Institution; 
Stoneyetts. 


Vill 


The Library and Secretary’s Office. . 


11, CHANDOS STREET, LONDON, W.1. 
Telephone: Langham 1495. 


Secretary and Assistant Librarian.—Miss M. HIGGINS. 


Publications. 
From Messrs. ADLARD & Son, Ltp.: 


Year Book of the Association. Price 6d. Post free. 

The Charter and Bye-Laws of the Association. Price 1/-. Post free. 

Engraved Book-Plate of the Association. Price 1/-. Post free. 

Portrait of Dr. Samuel Hitch. Price 1/-. Post free. 

“ The Clinical Study of Mental Disorders.” Price 6/-. Post free. 

“ First Report on the Comparative Incidence of Cancer in Mental Hospital Patients and in the 
General Population of England.” Price 9d. Post free. 

“ The State Registration of Mental Nurses.” Parts I and II. Price 6d. each. Post free. 

‘* An Account of a Tour of Dutch Mental Hospitals and Clinics.” Price 1/-. Post free. 


From Messrs. J. & A. CHURCHILL, LTD: 


“ The Journal of Mental Science.” Published Quarterly. Price 7/6. Postage extra. 

General Index of the Journal, vol. lv to lxviii (inclusive). Price 2/6. Post free. 

Binding Cases for the General Index, price 2/- (post free), are obtainable from Messrs. Adlard 
& Son, Ltd., who also undertake binding, including case, for 4/6. 

Catalogue of the Association’s Library. Price 2/-. Post free. 


+ 


From Messrs. BAILLIERE, TINDALL & Cox: 


“ Handbook for Mental Nurses.” yth edn. 1923. Price 6/- net. 
‘* Manual for Mental Deficiency Nurses.” 1931. Price 6/- net. 


From the REGISTRAR, St. Andrew’s Hospital, Northampton : 
6 h 9 
Regulations A the Examinations for the Certificates of Proficiency in Mental Nursing 


“ Rules ” : i i i 
and in Nursing Mental Defectives. Price 2d. each. Postage 3d. 


“ Syllabuses ” 


1X 


Honours Roll. 


Year. Gaskell Medal and Prize. Bronze Medal and Prize. 

1883 : = i J. Wiglesworth.® 

1884 ‘ —_ S. R. Macphail. 

1835 é — ; T. D. Greenlees.* 

1886 K == i ae 

1387 é J. E. D. Mortimer. ` J. Wiglesworth. 

1833 Í SE j = 

1885 : T. B. Hyslop. — 

1330 š G. M. Robertson. r J. C. Mackenzie. 
W. J. Smythe. 

1891 : — i = 

1892 è Nathan Raw. : G. M. Robertson. 

G. R. Wilson. 

1333 š — i A. W. Campbell. 

1834 ` — ` C. Beadles. 

1895 ; G. W. F. Macnaughton. ; — 

1896 : W. R. Dawson. R J. Turner. 

1597 ‘á C. Hubert Bond. ‘ — 

1898 > — k J. R. Lord. 

1899 P — ; F. G. Crookshank. 

1900 : Maurice Craig. . C. C. Easterbrook. 

t901 : W. H. B. Stoddart. g — 

1902 ; G. H. Grills. ; — 

1903 : == , e 

1904 s — ; A. A. D. Townsend. 

1995 : — . = 

1906 . J. M. Rutherford. s C. J. Shaw. 

1907 : = ; = 

1903 : — . S. C. Howard. 

1909 A H. Devine. ; C. F. F. McDowall. 

1910 — $ H. Morton. 

1911 J. G. P. Phillips. : G. H. Garnett. 

1912 W. Boyd. > — 

1913 W. R. Thomas. š D. McKinley Reid. 

1914 ‘ — ~ J.C. Wootton. 

1915 , == i Z 

1910 — aes 

1917 ; J. C. Woods. ‘ — 

1918 ` — $ — 

1G19 ‘ J. Walker. R. Eager 

1920 : — ; — 

192I . — i — 

1922 š — š W. S. Dawson. 

1623 : J. T. H. Madill. i — 

1524 Mary Barkas. — 

1525 a W. S. Dawson. : — 

1526 ; G. de M. Rudolf. , P. K. McCowan. 

1927 . Elizabeth Casson. 2 — 

1928 i F. R. Martin. A == 

1929 š Alexander Walk. = 

1930 g G. W. T. H. Fleming. Duncan Macmillan. 

1931 ° — J. H. Ewen. 

1932 A Muriel L. M. Northcote. W. R. Ashby. 

¢ Louis Minski. 

1933 : ¢ Desmond Curran. D..NPar att, 

1934 William Blyth. H. C. Beccle. 

19355 — Arthur Guirdham. 


° Prize only. 
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THE STANDING COMMITTEES. 


[The President, General Secretary, Treasurer, the Editors, and the Divisional Secretaries are 


ex-officio Members of al! Standing Committees.] 


D. BLAIR. 

J. SHAW BOLTON. 

Sır HUBERT BOND. 
W. BOWER. 
HELEN A. BOYLE. 
B. CAMPBELL. 

A. COLLINS. 

DOVE CORMAC. 

. H. COUPLAND. 

. R. DAWSON, O.B.E. 
EAGER. 

W. FORSYTH. 

R. GILMOUR. 
SAXTY GOOD. 


E EEFT ETES: 


W. B. JAMES. 


G. L. HAYNES (Secretary). 


Parliamentary Committee. 


R. F. JARRETT. 

W. BROOKS KEITH. 

NEIL T. KERR. 

T. C. MACKENZIE. 

E. MAPOTHER. 

HAMILTON MARR. 

W. F. MENZIES 
(Vice-Chairman). 

A. W. NEILL. 

NATHAN RAW (Chairman). 

W. ROBINSON. 

R. PERCY SMITH. 

R. MACKENZIE STEWART. 

F. R. P. TAYLOR. 

F. DOUGLAS TURNER. 

E. BARTON WHITE. 


Educational Committee. 


The Registrar, the Examiners, the Area Examination Secretaries and 


J. SHAW BOLTON. 

Sır HUBERT BOND. 
A. HELEN A. BOYLE. 
J. BRANDER. 

R. B. CAMPBELL. 
ELIZABETH CASSON. 
M. A. COLLINS. 

H. DOVE CORMAC. 

W. H. COUPLAND. 

A. W. DANIEL. 

W. R. DAWSON, O.B.E. 
F. DIXON. 

. EAGER. 

R. GILMOUR. 

. SAXTY GOOD. 

J. GRAHAM. 

. H. GRILLS. 

K. HENDERSON. 

. FITZROY JARRETT. 
NEIL T. KERR. 

W. J. T. KIMBER. 


AIA wo 


A. HELEN A. BOYLE. 
A. J. LEWIS. 

E. MAPOTHER. 
COLIN McDOWALL 


(Secretary). 


W. McWILLIAM. 


| 
| 
| 
| 


Library Committee. 


| 


‘ H. B. LEECH. 


E. S. LITTELJOHN. 
J. MACARTHUR. 
T. C. MACKENZIE. 
DOUGLAS McRAE 
(Vice-Chairman). 
E. MAPOTHER. 
W. G. MASEFIELD 
(Secretary). 
W. F. MENZIES. 
W. NEILL. 
. J. NOLAN. 
A. W. PETRIE 
(Chairman). 
M. RODGERS. 
PERCY SMITH. 
R. P. TAYLOR. 
J. THOMAS. 
©. REES THOMAS. 
DOUGLAS TURNER. 
.- BARTON WHITE. 


mazama >z 


J. E. NICOLE. 

WILLIAM STARKEY. 

W. H. B. STODDART. 

R. STROM-OLSEN. 

J. R. WHITWELL 
(Chairman). 


Research and Clinical Committee. 


ELECTED MEMBERS. 


Sir HUBERT BOND, HAMILTON MARR, D. K. HENDERSON, W. F. MENZIES, M. J. 
NOLAN, J. G. PORTER PHILLIPS, C. W. BOWER, J. N. GLAISTER, W. NORWOOD 
EAST, M. HAMBLIN SMITH, W. A. POTTS, E. MAPOTHER, J. SHAW BOLTON, 
A. NINIAN BRUCE, E. GOODALL, W. H. B. STODDART. 


SECRETARIES OF SUB-COMMITTEES. 


J. E. NICOLE (Psychotherapy and Psycho-Pathology), M. J. MCGRATH (Infectious Diseases 
in Mental Hospitals), K. K. DRURY, F. A. PICKWORTH (Pathology, Bacteriology and 
Bio-Chemistry), G. W. T. H. FLEMING (Clinical Psychiatry), A. E. EVANS (Study Tours 
and Post-Graduate Education). 


OTHER REPRESENTATIVES OF SUB-COMMITTEES. 


W. McCARTAN (Clinscal), W. M. FORD-ROBERTSON (Pathology, etc.), M. E. FRANKLIN 
(Psycho- Pathology, etc.), H. G. L. HAYNES (Study Tours, etc.), W. D. NICOL (Clinical), 
G. DE M. RUDOLF (Infectious Diseases), T. W. DAVIDSON (Infectious Diseases), B. H. 
SHAW (Pathology, etc.), D. N. HARDCASTLE (Psycho-Pathology), C. W. FORSYTH 
(Study Tours), P. K. MCCOWAN (Clinical). 


REPRESENTATIVES OF MENTAL DEFICIENCY COMMITTEE. 


R. J. A. BERRY, E. O. LEWIS, W. REES THOMAS, F. D. TURNER. 
Chatrman.—F. L. GOLLA. Vice-Chatrman.—A. A. W. PETRIE. 
Secretary.—P. K. MCCOWAN. 


Mental Deficiency Committee. 


J. W. W. ADAMSON, M. A. ARCHDALE, W. R. ASHBY, G. A. AUDEN, J. R. BAILEY, 
R. M. BATES, H. E. BEASLEY, T. BEATON, E. BENJACAR, R. J. A. BERRY, H. C. 
BRISTOWE, D. C. BRUCE, N. H. M. BURKE, C. G. A. CHISLETT, R. D. CLARKSON, 
G. F. COBB, L. C. COOK, H. CORNER, W. H. COUPLAND, J. T. CURRAN, T. A. 
DANBY, C. W. S. DAVIES-JONES, C. J.C. EARL, W. NORWOOD EAST, A. E. EVANS, 
E. J. FITZGERALD, D. J. FORBES, J. TYLOR FOX, K. FRASER, S. E. GILL, T. 
SAXTY GOOD, R. G. GORDON, C. H. G. GOSTWYCK, H. A. GRIERSON, R. 
HANDLEY, C. J. HENDERSON, C. P. H. HUNTER, F. E. INGALL, R. F. JARRETT, 
J. A. JENKINS, J. M. JOHNSTON, D. L. KELLY, J. V. KELLY, J. K.C. LAING, J. J. 
LANDERS, R. LANGDON-DOWN, P. S. B. LANGTON, E. LAVAL, E. O. LEWIS (Secre- 
tary), E. LEWIS, T. LINDSAY, E. S. LITTELJOHN, D. B. M. LOTHIAN, G. McCOULL, 
P. K. MCCOWAN, A. M. McCUTCHEON, R. B. F. McKAIL, G. W. J. MACKAY, D. M. 
MACMILLAN, D. MAGRATH, R. G. B. MARSH, W. F. MENZIES, J. E. MIDDLEMISS, 
E. MILLER, D. H. F. MILMO, W. MOODIE, J. NICOLL, J. V. MORRIS, F. C. OSGOOD, 
K. C. L. PADDLE, D. PAYTON, K. Y. PEARSON, L. S. PENROSE, W. A. POTTS, 
G. DE M. RUDOLF, F. E. E. SCHNEIDER, E. B. SHERLOCK, R. S. S. SMITH, S. M. 
STEEL, H. FREIZE STEPHENS, R. M. STEWART, W. REES THOMAS (Vice-Chairman), 
A. F. TREDGOLD, C. E. H. TURNER, F. DOUGLAS TURNER (Chairman), A. WILSON, 
I. G. H. WILSON, W. WYATT, H. T. P. YOUNG. 
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SPECIAL COMMITTEES. 


Mental Nursing Advisory Committee to the General Nursing Councils. 
England and Wales. —H. DOVE CORMAC, W.G. MASEFIELD, GEORGE W. SMITH, F. R.P 
TAYLOR, S. EDGAR MARTIN. 


Scotland.—W. M. BUCHANAN, R. D. HOTCHKIS, T. C. MACKENZIE, DOUGLAS McRAE, 
DONALD ROSS. 


Northern Ireland.—F. J. DEANE, DOROTHY GARDNER, N. B. GRAHAM, M. J. NOLAN, 
J. WATSON. 


Irish Free State.—S. BLAKE, J. OCOCONOR DONELAN, L. GAVIN, R. R. LEEPER, J.C. 
MARTIN. 


Examiners for the Certificate in Psychological Medicine. 
ENGLAND.—W. F. MENZIES, B.Sc., M.D., C.M.Edin., F.R.C.P.Lond.; W. A. POTTS, M.A. 
Camb., M.D.Edin. & Birm., M.R.C.S., L.R.C.P. Lond. 


ScoTLAND.—D. K. HENDERSON, M.D., Ch.B.Edin., F.R.F.P.S.Glasg.; ANGUS MacNIVEN, 
M.B., Ch.B.Glasg., M.R.C.P.Edin., D.P.M. 


IRELAND.—J. O'CONOR DONELAN, L.R.C.P.&S.Irel.; M. J. NOLAN, L.R.C.P.&S.Irel. 


Examiners for the Nursing Certificates. 


MENTAaL.— Preliminary: J. MACDONALD, M.B.; M. J. McGRATH, M.B.: A.C. SINCLAIR, 
M.D., D.P.M.; J. F. W. LEECH, M.D.; C. B. MOLONEY, M.B. Final: 
K. K. DRURY, M.D.; W. D. CHAMBERS, M.D.; W. G. MASEFIELD, 
M.R.C.S.; JOHN FITZGERALD, M.B.; J. S. L SKOTTOWE, M.D. 


Mestac DEFECTIVES. Final: H. F. STEPHENS, M.R.C.S.; C. G. CHISLETT, M.B.; 
EVELEEN O'BRIEN, M.B., B.Ch. 

NURSE EXAMINERS.—Miss C. M. MOORE, R.M.P.N.C., S.R.N.Eng.; Miss M. CHRISTIE, 
R.M.P.N.C., SRN.; Miss GUYATT, R.M.PLN.C., S.R.N.; Miss PIRIE, 
R.M.P.N.C., S.R.N.; Miss WILLIAMS, R.M.P.N.C., S.R.N. Irel. 


List of Examination Areas and Area Examination Secretaries for the 
Mentai Nursing Certificate. 


SOUTH-EASTERN Division: (1) Northern Area (North of Thames), W. J. T. KIMBER; (2) 
Southern Area (South of Thames), A. A. W. PETRIE. 


SOUTH-WESTERN Division: (1) Bristol Area, E. BARTON WHITE; (2) Cardiff Area, 
N. MOULSON; (3) Exeter Area, D. MCKINLEY REID; (4) Oxford Area, J. F. W. 
LEECH; (5) Salisbury Area, C. W. S. DAVIES-JONES. 


NORTHERN AND MIDLAND Division: (1) Nottingham Area, J. BAIN; (2) Manchester Area, 
H. DOVE CORMAC; (3) Leeds Area, C. W. EWING; (4) York Area, T. M. DAVIE; 
(5) Newcastle Area, H. G. DRAKE-BROCKMAN; (6) Birmingham Area, C. W. 
FORSYTH. 

Scottisn Division: (One Area) A. M. DRYDEN. 

IRtsH Division (One Area): KATHLEEN DILLON. 


Training Institutions for Nurses. 


‘For recognition as Training Schools, Mental Institutions and Institutions for Mental 
Defectives must be visited and reported on favourably by a referee or referees appointed by 
the Training Sub-Commnittee or Registrar. ] 


FOR TRAINING MENTAL NURSES. 


(1) ENGLAND aND WALES. 

(1) All County, Citv, and Borough Mental Hospitals, including Tooting Bec Hospital. 

(ti) Criminal Asylum: Broadmoor. 

(iii) Registered Hospitals: St. Andrew’s (Northampton), Manchester Royal, Holloway 
Sanatorium, Bethlem Roval, The Retreat, Barnwood House, Bootham Park, 
Coton Hill, Wonford House, The Warneford, The Coppice, The Lawn (for 
Female Nurses only). 

iiv) Special Hospitals: Netley (D Block); Royal Naval Hospital, Yarmouth ; Maudsley 
Hospital; St. George's Retreat, Burgess Hill, Sussex (with the Hospital of St. 
John and St. Elizabeth, for Training in Medical and Surgical Nursing). 

(v) Private Mental Hospitals: The Old Manor, Camberwell House, Laverstock House, 
Peckham House, Brislington House, Ticehurst House, Northumberland House, 
The Priory, Middleton Hall, Bailbrook House, Brooke House (for Female 
Nurses only). 

(vi) Municipal Hospitals: Erdington House (Birmingham), Smithdown Road 
(Liverpool). 


2) SCOTLAND. 
ü} Royal Asvlums and Hospitals : Aberdeen, Crichton (Dumfries), Dundee, Edinburgh, 
Glasgow (Gartnavel), Montrose, James Murray’s (Perth). 
fii) All City and District Asylums and Mental Hospitals. 
iii) Poor Law Asvlum: Greenock. 
(iv) Poor Law Hospital: Stobhill Hospital (Glasgow). 
tyv} Private Mental Hospital: New Saughton Hall (Polton). 


(3, IRELAND. 
(i) All County, City and District Asylums and Mental Hospitals. 
(i) Criminal Asylum : Dundrum. 
(iii) Chartered Hospitals: St. Patrick's. : 
(iv) Private Mental Hospital: Farnham House (for Female Nurses only). 


(9) CHANNEL ISLANDS. 
Jersey Mental Hospital. 


(5) FEDERATED MALAY STATES. 
Central Mental Hospital, Tanjong Rambutan, Perak. 


(6) INDIA. 
Ranchi Mental Hospital for Europeans, Kanke, Province of Bihar and Orissa. 


FOR TRAINING THOSE NURSING MENTAL DEFECTIVES. 


(1) ENGLAND. 

(i) State Institutions: Rampton, Moss Side. 

(ii) Certified Institutions: Botley’s Park, Surrey; Brentry ; Calderstones; Clerks Croft, 
Surrey; Cell Barnes Colony, Herts; Coldeast Colony, near Southampton ; Coles- 
hill Hall; Farmfield ; Great Barr Park Colony ; Hortham, Bristol; Leybourne 
Grange Colony; Monyhull Colony; Pewsey Colony, Wilts; Roval Albert 
Institution; Roval Earlswood ; Roval Eastern Counties; Sandhill Park (with 
ancillary premises) ; South Ockenden Colony, Essex ; South Side, Streatham ; 
The Manor; Middlesex Colony, Shenley ; Western Counties Institution ; Little 
Plumstead Hall Colony (with Heckingham ancillary premises), Norfolk ; Stretton 
Hall, Leicester (for Female Nurses); Brockhall, Blackburn; Stoke Park 
Colonv, Bristol; Cranage Hall, Holmes Chapel, Cheshire. 

üii) Approved Institutions: Darenth, Leavesden, Caterham, Fountain (for Female 
Nurses only). 

(iv) Certified Houses: Normansfield. 


(2) SCOTLAND. 
Baldovan; Gogarburn, Edinburgh; Royal Scottish National Institution; 
Stoneyetts. 


Vill 


The Library and Secretary’s Office. . 


11, CHANDOS STREET, Lonpon, W.r. 
Telephone: Langham 1495. 


Secretary and Assistant Librarian.—Miss M. HIGGINS. 


Publications. 
From Messrs. ADLARD & Son, LTD.: 


Year Book of the Association. Price 6d. Post free. 

The Charter and Bye-Laws of the Association. Price 1/-. Post free. 

Engraved Book-Plate of the Association. Price 1/-. Post free. 

Portrait of Dr. Samuel Hitch. Price r/-. Post free. 

“ The Clinical Study of Mental Disorders.” Price 6/-. Post free. 

“ First Report on the Comparative Incidence of Cancer in Mental Hospital Patients and in the 
General Population of England.” Price 9d. Post free. 

“The State Registration of Mental Nurses.” Parts l and II. Price 6d. each. Post free. 

“ An Account of a Tour of Dutch Mental Hospitals and Clinics.” Price 1/-. Post free. 


From Messrs. J. & A. CHURCHILL, LTD: 


“ The Journal of Mental Science.” Published Quarterly. Price 7/6. Postage extra. 

General Index of the Journal, vol. Iv to lxviii (inclusive). Price 2/6. Post free. 

Binding Cases for the General Index, price 2/- (post free), are obtainable from Messrs. Adlard 
& Son, Ltd., who also undertake binding, including case, for 4/6. 

Catalogue of the Association’s Library. Price 2/-. Post free. 


° 


From Messrs. BAILLIERE, TINDALL & Cox: 


‘* Handbook for Mental Nurses.” 7th edn. 1923. Price 6/- net. 
‘* Manual for Mental Deficiency Nurses.” 1931. Price 6/- net. 


From the REGISTRAR, St. Andrew’s Hospital, Northampton : 
6¢ Py 99 
Regülations - the Examinations for the Certificates of Proficiency in Mental Nursing 


ee and in Nursing Mental Defectives. Price 2d. each. Postage 4d. 


** Syllabuses ” 
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Honours Roll. 


Year. Gaskell Medal and Prize. Bronze Medal and Prize. 

1883 > = i J. Wiglesworth.® 

1884 ` — S. R. Macphail. 

1885 A — T. D. Greenlees.* 

1886 ; — E — 

1887 : J. E. D. Mortimer. : J. Wiglesworth. 

1888 e — i — 

1889 ‘ T. B. Hyslop. = 

1890 P G. M. Robertson. ; J. C. Mackenzie. 
W. J. Smythe. 

1891 ; aer . ane 

1892 > Nathan Raw. ` G. M. Robertson. 

G. R. Wilson. 

1893 z — : A. W. Campbell. 

1894 è — : C. Beadles. 

1895 3 G. W. F. Macnaughton. : — 

1896 é W. R. Dawson. á J. Turner. 

1897 è C. Hubert Bond. P — 

1898 : — ; J. R. Lord. 

1899 ` — x F. G. Crookshank. 

1900 j Maurice Craig. ; C. C. Easterbrook. 

1901 : W. H. B. Stoddart. ; — 

1902 ; G. H. Grills. f — 

1903 ; — i — 

1904 . — : A. A. D. Townsend. 

1905 : = . =a 

1906 ; J. M. Rutherford. A C. J. Shaw. 

1907 A — . z 

1908 a — è S. C. Howard. 

1909 ; H. Devine. ‘< C. F. F. McDowall. 

1910 — g H. Morton. 

1911 ; J. G. P. Phillips. . G. H. Garnett. 

1912 P W. Boyd. í — 

1913 ; W. R. Thomas. ‘ D. McKinley Reid. 

1914 i — : J.C. Wootton. 

1915 i =. . ak 

1916 — : — 

1917 A J. C. Woods. è — 

1918 P — . — 

1919 ` J. Walker. R. Eager. 

1920 : — ` — 

1921 : — ‘ — 

1922 ‘ — : W. S. Dawson. 

1923 é J. T. H. Madill. — 

1924 : Mary Barkas. — 

1925 å W. S. Dawson. : — 

1926 ‘ G. de M. Rudolf. R P. K. McCowan. 

1927 : Elizabeth Casson. ‘ — 

1928 : F. R. Martin. A — 

1929 ‘ Alexander Walk. ‘ — 

1930 : G. W. T. H. Fleming. Duncan Macmillan. 

193! . — J. H. Ewen. 

1932 ; Muriel L. M. Northcote. W. R. Ashby. 

4 Louis Minski. 

1933 š 1 Deshiond Curran, D. N. Parfitt. 

1934 William Blyth. H. C. Beccle. 

1935 — Arthur Guirdham. 


* Prize only. 


Medals and Prizes. 


The Gaskell Gold Medal and Prize. 


(Value not less than £30.) 


This Medal and Prize was established, at the Annual Mecting held on August 9, 
1886, in honour of Samuel Gaskell, Esq., F.R.C.S., at one time Medical Super- 
intendent of the County Asylum, Lancaster, and afterwards for 17 years a 
Commissioner in Lunacy. Upon his death on March 16, 1886, his sister, Mrs. 
Holland, gave {£1000 to the Association, and other members of the family contributed 
further sums amounting to £340. The interest of this sum is given annually as a 
prize to the candidate who most distinguishes himself in an Examination tn the 
subjects hereunder mentioned. 


The examination must be held in England according to the terms of the Trust. 

(1) Candidates must produce evidence: (a) Of having attained the age of 23. (b) Of having 
been qualified Medical Officers in one or more mental hospitals or clinics in psychiatry in the 
United Kingdom or elsewhere in the British Empire for at least two years. (c) Of possessing the 
Certificate in Psychological Medicine of this Association or a degree or diploma in Psychological 
Medicine of one of the Universities or Examining Boards having the power to grant medical 
qualifications registrable in the British Isles or elsewhere in the British Empire. 

(2) Candidates will be examined in: (a) Psychology. (b) Anatomy, Histology and Physiology 
of the Nervous System, reproductive and endocrine glands; Pathology of the above, especially 
in relation to mental disorders. (c) The diagnosis, prognosis, treatment and legal relations of 
mental disorders. (d) Clinical cases. 


The Bronze Medal and Prize. 


(Value Ten Guineas.) 


The Bronze Medal and Prize was established at the Annual Mecting held on 
August 2, 1882, and ts awarded to any assistant medical officer of a mental hospital 


(public or private) for the best dissertation on a clinical or pathological subject 
relating to mental disorders. 


The foNowing is an abstract of the conditions : 


fr} The dissertation to be written in English. 

‘2; Each dissertation to be distinguished by a motto or device, and accompanied by a sealed 
envelope containing the name and residence of the author, and having on the outside a motto 
or device corresponding with that on the dissertation. 

'3) The dissertation shall not exceed 10,000 words in length. 

14) The dissertation and every accompanying drawing and preparation will become the 
property of the Association, to be published in the Journal at the discretion of the Editors. 

(3) The dissertations not approved, with their accompanying drawings and preparations, 
will, upon application within one vear, be returned, together with the sealed envelopes unopened : 
if not claimed within one vear they will become the property of the Association. 

(6) The dissertations for the year must be delivered to the Registrar before April 30. 

(7) No prize will be awarded if none of the dissertations is of sufficient merit. 
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Divisional Prizes for Assistant Medical Officers. 
: (Two Prizes of £10 and £5 respectively.) 


The proposal to award Divisional Prizes under the conditions set out below emanated from the 
Irish Division and was adopted at the Annual Meeting held on July 13, 1911. 


(1) Two prizes of {ro and £5 respectively will be awarded annually by the Association (pro- 
vided sufficient merit be shown) for the best paper read during the preceding calendar year at a 
Divisional Meeting by an Assistant Medical Officer or Assistant Physician in a Psychiatric or 
Neurological Institution or Service. (See also Regulation No. 7.) 


(2) Competitors must be members of the Association. 


(3) Only one paper by a competitor can be entered during any competitive year. The same 
applies to a paper entered by more than one author.* 


(4) Only papers certified by the Secretary of the Division (in the absence of the Secretary, 
the Chairman of the Meeting) to have been read at a meeting of the Division and to be eligible 
for this competition can be entered. Divisional Secretaries are to withhold their certificates in 
cases where there has occurred material alterations or additions. 


(5) Papers certified as eligible for the competition shall be forwarded to the Registrar not later 
than April 30 of the following year. They shall be submitted to the Examiners for the Certificate 
in Psychological Medicine for report and then adjudicated on by the President. Publication 
shall not invalidate a paper for adjudication.t 


(6) The results shall be announced, and the prizes awarded, if any, by the President at the 
Annual Meeting in the year following the competitive year. 


(7) Papers by more than one author can be entered and any prize awarded be divided among 
the authors. 


(8) If in any competitive year one or two papers only are submitted for competition the 
Council may withhold either or both prizes; or it may, after considering the report of the 
Adjudicator, and if in its opinion the paper or papers are of outstanding merit, award a first 
or second or both prizes, at its discretion. 


The Certificate in Psychological Medicine. 


This Certificate was founded at the Annual Mecting held on August 4, 1885, and the first 
examinations were held in 1886. 


Candidates must be at least twenty-one years of age, and must produce a certificate of having 
at least three months’ clinical experience of mental disorders, or of having attended a course of 
lectures on insanity and the practice of a mental hospital (where there is clinical teaching) for a 


like period, or they shall give such proof of experience in mental disorders as shall, in the opinion 
of the President, be sufficient. 


The examination is held yearly, and is in three parts: (1) Written. (2) Oral. (3) Practical. 
Candidates must be registered under the Medical Act (1858) before the certificate is bestowed. 


The fee for the examination is £3 3s., and intending candidates should communicate with the 
Registrar, who will supply date and place of examination. 


Candidates failing in the examination may present themselves at the next or subsequent 
examinations on payment of a fee of £1 Is. 


* This means that toe joint authors (though separately eligible) cannot enter another paper in the competitive 
yeer na ERE ; 
t The original MS., certified in accordance with Regulation No. 4, is to be submitted. Only under exceptional 


circumstances can a certified reprint of a published paper be accepted, but a reprint, where possible, should 
accompany the certified original MS. 
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The Insignia of the Nursing Certificate. 


The Certificate of Proficiency in Mental Nursing was founded at the Annual 
Mecting held on Fuly 24, 1890. 


The Nursing Medal. 


The Nursing Badge. 


The Nursing Badge was founded at the Annual Meeting held on 
July 11, 1928. 
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Honorary Certificate in Mental Nursing. 


1028. H.R.H. THe Princess Royac. 


The Campbell Clark Gold Medal and Prize. 


This Prize was tnstituted in 1933 in memory of the late Dr. Campbell Clark, 
and ts awarded in May and November of each vear to the candidate, whether male 
or female, who obtains the highest number of marks at the Examination for the 
Certificate of Proficiency in Mental Nursing. It is provided that only candidates 
who have completed the whole of their training in one institution are eligible. The 
value of the prize ts Three Guineas, together with the Medal. 


Winners of the Campbell Clark Medal. 


1933, Mav. Arthur Barnett Hindson, Cambridge Mental Hospital. 
», Nov. Florence Barber, Maudsley Hospital. 

1934, Mav. Cissie Morris. Bexley Mental Hospital. 
», Nov. John Humphries, Belfast Mental Hospital. 

1935, May. Thelina Mary Preece, Powick Mental Hospital. 
» Nov. Ronald Nears, Clayvbury Mental Hospital. 
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List of Chairmen. 


tarn Dr. Blake, Nottingham General Asylum. 
w Dr. de Vitré, Lancaster Asylum. 

18493 Dr. Conolly, Hanwell Asylum., 

tty, Dr. Thurnam, The Retreat. 

w. Dr. Wantle, Warneford House. 

1848, William Lev, M.R.C.S., Littlemore Asylum. 
st, Dr. Conoliy, Hanwell Asylum. 

wis. Dr. Wintle, Warneford House. 


ry 
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ie 


List of Presidents. 


sy. A. J. Sutherland, M.D., St. Luke’s Hospital, London. 
c, J. Thurnam, M.D., Wilts County Asylum. 
J. Hitchman, M.D., Derby County Asylum. 
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nn. Forbes Winslow, M.D., Sussex House, Hammersmith. 
m5. Tchn Conolly, M.D., Hanwell Asylum. 
rss. Sir Charles Hastings, D.C.L., Worcester. 
J.C. Bucknill, M.D., Devon County Asylum. 
tr. Joseph Lalor, M.D., Richmond Asylum, Dublin. 
Da Jonn Kirkman, M.D., Suffolk County Asylum. 

3. David Skae, M.D., Roval Asylum, Edinburgh. 
ihg Henry Munro, M.D., Brook House. 

no Wm. Wood, M.D., Kensington House. 
WW. A. F. Browne, M.D., Commissioner in Lunacy for Scotland. 
€. A. Lockhart Robertson, M.D., Haywards Heath Asylum. 
W. H. O. Sankey, M.D., Sandywell Park, Cheltenham. 

T. Laveock, M.D., Edinburgh. 

RKotert Boyd, M.D., Wells Asylum. 

Henry Maudsiev, M.D., The Lawn, Hanwell. 
UTO Mr James Coxe, M.D., Commissioner in Lunacy for Scotland. 
873. Harington Tuke, M.D., Chiswick House. 


Rit 
es, 
Ties, 
LSA. 
Tan 


Hainan 


wa. T L. Rogers, M.D., Rainhill Asylum. 

rs, J.F. Duncan, M.D., Dublin. 

>T.. W.H. Parsey, M.D., Warwick County Asylum. 
ASE 


G. Melding Blandford, M.D., London. 


ve St J. Crichton-Browne, M.D., Lord Chancellor’s Visitor in Lunacy. 
1ST J. A, Lush, M.D., Fisherton House. 


13S. G.W. Mould, MLR.C.S., Royal Asylum, Cheadle. 

13o D Hack Tuke, M.D., London. 

a Si W.T. Gardner, M.D., Glasgow. 

aS W. Orange, M.D., State Criminal Lunatic Asylum, Broadmoor. 
oe Henry Rayner, M.D., Hanwell Asylum. 

n J.A. Eames, M.D., District Asylum, Cork. 

o a Geo. H. Savage, M.D., Bethlem Royal Hospital. 
o wt Fred. Needham, M.D., Barnwood House. 

pris SOT. §, Clouston, M.D., Royal Asylum, Edinburgh. 

a ja ue Newington, F.R.C.P., Ticehurst House. 

ao avid Yellowlees, M.D., Royal Asyluin, Glasgow. 

ae Vhitcombe, M.R.C.S., City Asvlum, Birmingham. 
: . Robert Baker, M.D., The Retreat. 


ay. H Lindsay, M.D., Derby County Asylum. 
ae A F.R.C. P.I., Richmond Asylum, Dublin. 
raun Wilhan icokon, C.B., M.D., State Criminal Lunatic Asylum, Broadmoor. 
i man Julius Mickle, M.D., Grove Hall. J 
res A “has W, McDowall, M.D., Northumberland Asylum. 
S TES tquhart, M.D., James Murray’s Royal Asylum, Perth. 
Pa Mac” 0.B.E., M.D., Burntwood Asvlum, Lichfield. 
coe a iet Beach, M.B., London. 
ae : Woods, M.D., District Asylum, Cork. 
sesWorth, M.D., Rainhill Asylum. 
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1903. Ernest W. White, C.B.E., M.B., City of London Asvlum, Stone. 

1904. R. Percy Smith, M.D., London. 

1905. T. Outterson Wood, M.D., London. 

1906. Sir Robert Armstrong-Jones, C.B.E., M.D., Clavbury Asylum. 

1907. P. W. MacDonald, M.D., Dorchester County Asylum. 

1908. Chas. A. Mercier, M.D., Flower House. 

1909. W. Bevan-Lewis, M.Sc., West Riding Asylum, Wakefield. 

1910. Sir John Macpherson, M.D., Commissioner in Lunacy for Scotland. 

1911. Wm. R. Dawson, O.B.E., M.D., Inspector of Lunatic Asylums, Dublin. 

1912. J. Greig Soutar, M.B., Barnwood House. 

1913. James Chambers, M.D., The Priory. 

1914-18. David G. Thomson, C.B.E., M.D., Norfolk County Asylum. 

1918. John Keay, C.B.E., M.D., Bangour Village. 

1919. Bedford Pierce, M. D. , The Retreat. 

1920. William F. Menzies, M. D., Cheddleton Mental Hospital: 

1921. Sir Hubert Bond, K.B.E., M.D., Commissioner, Board of Control. 

1922. G. M. Robertson, M.D., Royal Mental Hospital, Morningside, Edinburgh. 

1923. Edwin Goodall, C.B.E., M.D., Cardiff City Mental Hospital. ` 

1924. Michael J. Nolan, L.R.C.P.&S.Irel., Downpatrick Asylum. 

1925. Sir Frederick W. Mott, K.B.E., M.D., London. 

1926. John R. Lord, C.B.E., M.D., Horton Mental Hospital, Epsom. 

1927. Hamilton Marr, C.B., M.D., Commissioner, General Board of Control for Scotland. 

1928. J. Shaw Bolton, D.Sc., M.D., West Riding Mental Hospital, Wakefield. 

1929. Nathan Raw, C.M.G., M.D., F.R.C.S.E., F.R.S.E., Lord Chancellor’s Visitor in Lunacy. 

1930. T. Saxty Good, O.B.E., M.A., M.R.C.S., L.R.C.P., Oxford County and City Mental 
Hospital, Littlemore. 

1931. R. R. Leeper, L.R.C.P.L., F.R.C.S.1., St. Patrick’s Hospital, Dublin. 

1932. R. B. Campbell, M.D., F.R.C.P.E., Stirling District Mental Hospital, Larbert. 

1933. Frank Douglas Turner, M.B., M.R.C.S., L.R.C.P., Royal Eastern Counties Institution, 
Colchester. 

1934. Daniel F. Rambaut, M.A., M.D., St. Andrew’s Hospital, Northampton. 

1935. Reginald Worth, O.B.E., M.B., Springheld Mental Hospital. 


List of Maudsley Lecturers. 


1920. Sir J. Crichton-Browne, LL.D., D.Sc., M.D., F.R.S. 
1921. Sir F. W. Mott, K.B.E., LL.D., M.D., F.R.C.P., F.R.S. 
1922. Sir M. Craig, C.B.E., M.A., M.D., F.R.C.P. 

1923. Charles Kirk Clarke, LL.D., M.D. 
1924. J. Carswell, F.R.F.P.S. 

1925. Joseph Shaw Bolton, D.Sc., M.D., 
1926. George M. Robertson, M.D., F.R.C. 
1927. Edwin Goodall, C.B.E., M.D., F.R. 
1928. Sir John Macpherson, C. B., M.D. 
1929. Charles E. Spearman, Ph. D. , F.R.S. 

1930. The Hon. Mr. Justice McCardie. 

1931. Sir Hubert Bond, K.B.E., LL.B., D.Sc., M.D., F.R.C.P. 

1932. Sir Edward Farquhar Buzzard, Bart., K.C.V.0., M.A., M.D., F.R.C.P. 
1933. Adolf Meyer, M.D. 

1934. The Right Hon. Lord Macmillan, M.A., LL.D., Lord of Appeal in Ordinary 
1935. Lewis C. Bruce, M.C., M.D., F.R.C.P.E., M.P.C. 

1936. Sir Walter Langdon Brown, M.A., M.D., F.R.C.P. 
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Membership of the Association. 


SOUTH-EASTERN DIVISION : 


Honorary . : : 
Ordinary . : : 


SovuTH-WESTERN Division: 
Honorary . : : 
Ordinary . e ‘ 

NORTHERN AND MIDLAND Division: 
Honorary . . : ; š 
Ordinary . : : i ; 

Scorttisu Division: 


Honorary . : è 
Ordinary . 


Irisw Division: 


Honorary . : : 
Ordinary . : ; ; 


ABROAD: 


Honorary . 
Corresponding 
Ordinary . 


TotaL MEMBERSHIP: 
Honorary . ; . ‘ : 
Corresponding . ‘ ; > 
Ordinary . 


324 


138 


187 


100 


67 


942 


xviii 


1932. 


1928. 
1900. 


1928. 


1900. 


19 32. 


1934. 


1925. 
1931. 
1909. 


1876. 


1930. 


1924. 


1923. 


1922. 


1930. 


1930. 
1935. 


1924. 
1932. 
1928. 
1910. 


1935. 


Honorary Members. 


HONORARY MEMBERS. 


Armstrong-Jones, Sir Robert, C.B.E., D.Sc., M.D., B.S., F.R.C.P., F.R.C.S., F.S.A., 
D.L., J-P., 27, Phillimore Gardens, W. 8 (and Plas Dinas, Carnarvon, North Wales). 
(Ord. Mem. since 1882; Gen. Sec., 1897-1906 ; PRESIDENT, 1906-7.) 


Bleuler, Eugen, Prof. Dr., Zollikerstrasse 98, Zollikon bei Zürich, Switzerland. 

Blumer, G. Alder, M.D., L.R.C.P.Edin., Superintendent-Emeritus, Butler Hospital; 
196, Blackstone Boulevard, Providence, R.1., U.S.A. (Ord. Mem., 1890.) 

Bond, Sir Hubert, K.B.E., D.Sc., M.D.Edin., LL.B.Lond., F.R.C.P., M.P.C., 
Senior Commissioner, Board of Control, Caxton House West, Tothill Street, SW. 1. 
(Emeritus Lect. on Psychiat., Middix. Hosp.) (Ord. Mem., 1892; General 
Secretary, 1906-12 ; PRESIDENT, 1921-22. 

Bresler, Johannes, Sanitatsrat Dr., Director of the Provincial Mental Hospital, Kreuz- 
burg, Oberschlesien, Germany; Editor, Psychiatrisch-neurologische Wochenschrift. 
(Corr. Mem., 1890.) 

Briggs, L. Vernon, M.D., 64, Beacon Street, Boston, Mass., U.S.A. (Corr. Mem. since 
1923.) 

Brock, Sir L. G., K.B.E., Chairinan of the Board of Control, Caxton House West, Tothill 
Street, Westminster, S.W. 1. 


Chamberlain, Rt. Hon. Arthur Neville, M.P., 37, Eaton Square, London, S.W. I. 

Chambers, James, M.A., M.D., “ Estia’’, Highdown Road, Roehampton, S.W. 15. 
(Ord. Mem. since 1888; Asst. Editor, 1900-05, and Co-Editor of Journal, 
1905—14 ; PRESIDENT, 1913-14; Treasurer, 1917-31.) 

Collins, Sir Wm. Job, A.C.V.O., B.Sc., M.D., M.S., F.R.C.S., 1, Albert Terrace, Regent’s 
Park, London, N.W. 1. 

Crichton-Browne, Sir J., LL.D., D.Sc., M.D.Edin., F.R.S., 45, Hans Place, London, 
S.W. 1. (Ord. Mem., 1863; PRESIDENT, 1878.) 

Cushing, Harvey, C.B., A.M., LL.D., Sc.D., Litt.D., M.D., M.Ch., F.R.C.S., Professor of 
Surgery, The Yale Medical School, New Haven, Connecticut, U.S.A. 


Dawson, Lt.-Col. W. R., O.B.E., B.A., M.D., B.Ch.Dubl., F.R.C.P.Irel., D.P.H., M.P.C., 
18, Brock Street, Bath. (Ord. Mem., 1894; PRESIDENT, 1911-12; Co-Editor of 
Journal, 1920-21.) 


Ellis, Henry Havelock, L.S.A., 24, Holmdene Avenue, Herne Hill, S.E. 24. 


l'Hermitte, Dr. Jacques Jean, Médecin de l'Hospice Paul Brousse, Paris; 9, rue Marbeuf, 
Paris (VIII*), France. 


Janet, Pierre, M.D., Member of the Institute of France; Professor of Psychology, 
College of France; 54, Rue de Varenne, Paris (V118). 

von Jauregg, Hofrat Prof. Julius R. Wagner, M.D., late Professor of Psychiatry, Univer- 
sity of Vienna; 1, Landesgerichtstr. 18, Vienna. 


Keay, John, C.B.F., M.D., C.M., F.R.C.P., “ Champions ”, Beaminster, Dorset. (Ord. 
Mem. 18860; PRESIDENT, 1918; Chairman, Educational Committee, 1920-27.) 


McDougall, Wiliam, LL.D., M.B., F.R.S., Professor of Psychology in Duke University, 
Durham, North Carolina, U.S.A. 

McDowall, Thomas W., M.D., L.R.C.S., “ Burwood ”’, Wadhurst, Sussex. (Ord. Mem. 
since 1870; PRESIDENT, 1897-8.) 

Macniullan, Rt. Hon. Lord, M.A., LL.D., Lord of Appeal in Ordinary ; 44, Grosvenor 
Road, Westmunster, S.W. 1. 

Macpherson, Sir John, C.B., M.D., C.M., F.R.C.P.Edin., “ Hillside ’’, Cleeve, nr. Bristol. 
(Ord. Mem., 1886; PRESIDENT, IQIO-IIL,) 

Marr, Hamilton C., C.B., M.D., C.M., F.R.F.P.S., M.P.C., Commissioner, General Board 
of Control for Scotland; 10, Succoth Avenue, Edinburgh. (Ord. Mem. 1806 ; 
Secretary, Scottish Division, 1907-10; PRESIDENT, 1927-28.) 
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Maudsley, Sir Henry Carr, K.C.M.G., C.B.E., M.D., B.S., F.R.C.P., Consulting Physician, 
Melbourne Hospital, Victoria; 8, Collins Street, Melbourne. 

Meyer, Adolf, M.D., Psychiatrist in Chief, Phipps Psychiatric Clinic, Johns Hopkins 
Hospital, Baltimore, Md., U.S.A. 

Nolan, Michael James, L.R.C.P.I., L.R.C.S.L., J.P., Consulting Visitor-in-Lunacy to the 

` Lord Chief Justice of Northern Ireland, and to the Chief Justice, Irish Free State ; 

Slieve Dhu, Brvansford Road, Newcastle, Belfast, Ireland. (Ord. Mem. since 1888 ; 
PRESIDENT, 1924-5.) 


Pactet. Dr. Francois Florentin, Médecin en chef de |’Asile de Villejuif; 94, Avenue de la 
Republique, Villejuif, Seine, France. 

Paviov, Ivan Petrovitch, M.D., Director of the Physiological Laboratories, Institute of 
Experimental Medicine and Academy of Science, Leningrad; Leningrad, v.o., 
7 ligne, No. 2, U.S.S.R. 


Roleston, Sir Humphry Davy, BLE, G.C.V.0., K.C.B., D.C.L., LL.D., D.Sc., M.D., 
F.R.C.P., Physician Extraordinary to H.M. the King; *‘ Martins ”, Scotlands 
Lane. Haslemere, Surrey. 

Rose, Lt.-Col. Sir Arthur, Bt., D.S.O., Chairman, General Board of Control for Scotland, 
25, Palmerston Place, Edinburgh. 


Sherrington, Sir Charles Scott, O.M., G.B.E., M.A., LL.D., D.Sc., M.D., F.R.C.P., 
F.R.C.S., F.R.S., Waynflete Professor of Physiology, Oxford ; 9, Chadlington Road, 
Oxford. 

Smith, Robert Percy, M.D., B.S.Lond., F.R.C.P., 42, Albion Street, London, W. 2. 
(Ord. Mem., 1885; General Secretary, 1896-97; Chairman, Educational Committee, 
1899-1903; PRESIDENT, 1904-05.) 


Toulouse, Dr. Edouard, Médecin des Asiles de la Seine; 1, Rue Cabanis, Paris (XIV*), 
France. 


Willis. Sir Frederick James, K.B.E., C.B., Church House, Bramley, Guildford. 

Winkler, C.. M.D., 35, Heerenstraat, Utrecht, Holland. (Corr. Mem., 1924.) 

Whitwell, James Richard, M.B.Edin., 66, York Mansions, Battersea Park, S.W. 11. 
(Ord. Mem. since 1889; Acting Hon. Librarian and Chairman, Library Committee, 
since 1927; Hon. Librarian since 1928.) 


Divisional Prizes for Assistant Medical Officers. 
(Two Prizes of Lro and £5 respectively.) 


The proposal to award Divisional Prizes under the conditions set out below emanated from the 
Irish Division and was adopted at the Annual Meeting held on July 13, 1911. 


(1) Two prizes of £to and £5 respectively will be awarded annually by the Association (pro- 
vided sufficient merit be shown) for the best paper read during the preceding calendar year ata 
Divisional Meeting by an Assistant Medical Officer or Assistant Physician in a Psychiatric or 
Neurological Institution or Service. (See also Regulation No. 7.) 


(2) Competitors must be members of the Association. 


(3) Only one paper by a competitor can be entered during any competitive year. The same 
applies to a paper entered by more than one author.* 


(4) Only papers certified by the Secretary of the Division (in the absence of the Secretary, 
the Chairman of the Meeting) to have been read at a meeting of the Division and to be eligible 
for this competition can be entered. Divisional Secretaries are to withhold their certificates in 
cases where there has occurred material alterations or additions. 


(5) Papers certified as eligible for the competition shall be forwarded to the Registrar not later 
than April 30 of the following year. They shall be submitted to the Examiners for the Certificate 
in Psychological Medicine for report and then adjudicated on by the President. Publication 
shall not invalidate a paper for adjudication.tf 


(6) The results shall be announced, and the prizes awarded, if any, by the President at the 
Annual Meeting in the year following the competitive year. 


(7) Papers by more than one author can be entered and any prize awarded be divided among 
the authors. 


(8) If in any competitive year one or two papers only are submitted for competition the 
Council may withhold either or both prizes; or it may, after considering the report of the 
Adjudicator, and if in its opinion the paper or papers are of outstanding merit, award a first 
or second or both prizes, at its discretion. 


The Certificate in Psychological Medicine. 


This Certificate was founded at the Annual Meeting held on August 4, 1885, and the first 
examinations were held in 1886. 


Candidates must be at least twenty-one years of age, and must produce a certificate of having 
at least three months’ clinical experience of mental disorders, or of having attended a course of 
lectures on insanity and the practice of a mental hospital (where there is clinical teaching) for a 


like period, or they shall give such proof of experience in mental disorders as shall, in the opinion 
of the President, be sufficient. 


The examination is held yearly, and is in three parts: (1) Written. (2) Oral. (3) Practical. 
Candidates must be registered under the Medical Act (1858) before the certificate is bestowed. 


The fee for the examination is £3 3s., and intending candidates should communicate with the 
Registrar, who will supply date and place of examination. 


Candidates failing in the examination may present themselves at the next or subsequent 
examinations on payment of a fee of £1 Is. 


* This means that tre joint authors (though separately eligible) cannot enter another paper in the competitive 
year, , 
+ The original MS., certified in accordance with Regulation No. 4, is to be submitted. Only under exceptional 


circumstances can a certified reprint of a pubbshed paper be accepted, but a ieprint, where possible, should 
accompany the certified original MS. 
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The insignia of the Nursing Certificate. 


The Certificate of Proficiency in Mental Nursing was founded at the Annual 
Mecting held on Fuly 24, 1890. 


The Nursing Medal. 


The Nursing Badge. 


The Nursing Badge was founded at the Annual Meeting held on 
July 11, 1928. 
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Honorary Certificate in Mental Nursing. 


1028. H.R.H. THE Princess Royat. 


The Campbell Clark Gold Medal and Prize. 


This Prize was instituted in 1933 in memory of the late Dr. Campbell Clark. 
and is awarded in May and November of each year to the candidate, whether male 
or female, who obtains the highest number of marks at the Examination for the 
Certificate of Proficiency in Mental Nursing. Itis provided that only candidates 
who have completed the whole of their training in one institution are eligible, The 
value of the prise is Three Guineas, together with the Medal. 


Winners of the Campbell Clark Medal. 


1933, Mav. Arthur Barnett Hindson, Cambridge Mental Hospital. 


» Nov. Florence Barber, Maudsley Hospital. 

1934, Mav. Cissie Morris, Bexley Mental Hospital. 
v Nov. John Humphries, Belfast Mental Hospital. 

1935, May. Thelma Mary Preece, Powick Mental Hospital. 
» Nov. Ronald Nears, Clavbury Mental Hospital. 
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List of Chairmen. 


Dr. Blake, Nottingham General Asylum. 
Dr. de Vitrée, Lancaster Asylum. 

Dr. Conollv, Hanwell Asylum. 

Dr. Thurnam, The Retreat. 

Dr. Wintle, Warneford House. 

William Lev, M.R.C.S., Litthemore Asylum. 
Dr. Conolly, Hanwell Asvium. 

Dr. Wintle, Warneford House. 


List of Presidents. 


A. J. Sutherland, M.D., St. Luke’s Hospital, London. 
J. Thurnam, M.D., Wilts County Asylum. 

J. Hitchman, M.D., Derby County Asylum, 
Forbes Winslow, M.D., Sussex House, Harmmersmith. 
John Conolly, M.D., Hanwell Asylum. 

Sir Charles Hastings, D.C.L., Worcester. 

J. C. Buckmll, M.D., Devon County Asylum. 
Joseph Lalor, M.D., Richmond Asylum, Dublin. 
Jobn Kirkman, M.D., Sutfolk County Asylum. 
David Skae, M.D., Roval Asvlum, Edinburgh. 
Henry Munro, M.D., Brook House. 

Wm. Wood, M.D., Kensington House. 

W. A. F. Browne, M.D., Commissioner in Lunacy for Scotland. 
C. A. Lockhart Robertson, M.D., Haywards Heath Asylum. 
W. H. O. Sankey, M.D., Sandywell Park, Cheltenham. 

T. Laycock, M.D., Edinburgh. 

Robert Bovd, M.D., Wells Asylum. 

Henry Maudsley, M.D., The Lawn, Hanwell. 

Sir James Coxe, M.D., Commissioner in Lunacy for Scotland. 
Harrington Tuke, M.D., Chiswick House. 

T. L. Rogers, M.D., Rainhill Asylum. 

J. F. Duncan, M.D., Dublin. 

W. H. Parsey, M.D., Warwick County Asylum. 

G. Fielding Blandford, M.D., London. 

Sir J. Crichton-Browne, M.D., Lord Chancellor’s Visitor in Lunacy. 
J. A. Lush, M.D., Fisherton House. 

G. W. Mould, M.R.C.S., Roval Asylum, Cheadle. 

D. Hack Tuke, M.D., London. 

Sir W. T. Gairdner, M.D., Glasgow. 

W. Orange, M.D., State Criminal Lunatic Asylum, Broadmoor. 
Henry Rayner, M.D., Hanwell Asylum. 

J. A. Eames, M.D., District Asylum, Cork. 

Sir Geo. H. Savage, M.D., Bethlem Royal Hospital. 

Sir Fred. Needham, M.D., Barnwood House. 

Sir T. S. Clouston, M.D., Royal Asylum, Edinburgh. 

H. Haves Newington, F.R.C.P., Ticehurst House. 

David Yellowlees, M.D., Royal Asvlum, Glasgow. 

E. B. Whitcombe, M.R.C.S., City Asylum, Birmingham. 
Robert Baker, M.D., The Retreat. 

J. Murray Lindsay, M.D., Derby County Asylum. 

Conolly Norman, F.R.C.P.I., Richmond Asylum, Dublin. 


David Nicolson, C.B., M.D., State Criminal Lunatic Asylum, Broadmoor. 


William Julius Mickle, M.D., Grove Hall. ž 
Tbomas W. McDowall, M.D., Northumberland Asylum. 

A. R. Urquhart, M.D., James Murray's Royal Asylum, Perth. 
J. B. Spence, O.B.E., M.D., Burntwood Asvlum, Lichfield. 
Fletcher Beach, M.B., London. 

Oscar T. Woods, M.D., District Asylum, Cork. 

J. Wiglesworth, M.D., Rainhill Asylum. 
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1903. Ernest W. White, C.B.E., M.B., City of London Asvlum, Stone. 

1904. R. Percy Smith, M.D., London. 

1905. T. Outterson Wood, M.D., London. 

1906. Sir Robert Armstrong-Jones, C.B.E., M.D., Clavbury Asylum. 

1907. P. W. MacDonald, M.D., Dorchester County Asylum. 

1908. Chas. A. Mercier, M.D., Flower House. 

1909. W. Bevan-Lewis, M.Sc., West Riding Asylum, Wakefield. 

1910. Sir John Macpherson, M.D., Commissioner in Lunacy for Scotland. 

191r. Wm. R. Dawson, 0.B.E., M.D., Inspector of Lunatic Asylums, Dublin. 

1912. J. Greig Soutar, M.B., Barnwood House. 

1913. James Chambers, M.D., The Priory. 

1914-18. David G. Thomson, C.B.E., M.D., Norfolk County Asylum. 

1918. John Keay, C.B.E., M.D., Bangour Village. 

1919. Bedford Pierce, M. D., The Retreat. 

1920. William F. Menzies, M. D., Cheddleton Mental Hospital: 

1921. Sir Hubert Bond, K. B.E., M.D., Commissioner, Board of Control. 

1922. G. M. Robertson, M.D., Royal Mental Hospital, Morningside, Edinburgh. 

1923. Edwin Goodall, C.B.E., M.D., Cardiff City Mental Hospital. 

1924. Michael J. Nolan, L.R.C.P.&S.Irel., Downpatrick Asylum. 

1925. Sir Frederick W. Mott, K.B.E., M.D., London. 

1926. John R. Lord, C.B.E., M.D., Horton Mental Hospital, Epsom. 

1927. Hamilton Marr, C.B., M.D., Commissioner, General Board of Control for Scotland. 

1928.. J. Shaw Bolton, D.Sc., M.D., West Riding Mental Hospital, Wakefield. 

1929. Nathan Raw, C.M.G., M.D., F.R.C.S.E., F.R.S.E., Lord Chancellor’s Visitor in Lunacy. 

1930. T. Saxty Good, O.B.E., M.A., M.R.C.S., L.R.C.P., Oxford County and City Mental 
Hospital, Littlemore. 

1931. R. R. Leeper, L.R.C.P.1., F.R.C.S.1., St. Patrick’s Hospital, Dublin. 

1932. R. B. Campbell, M.D., F.R.C.P.E., Stirling District Mental Hospital, Larbert. 

1933. Frank Douglas Turner, M.B., M.R.C.S., L.R.C.P., Royal Eastern Counties Institution, 
Colchester. 

1934. Daniel F. Rambaut, M.A., M.D., St. Andrew’s Hospital, Northampton. 

1935. Reginald Worth, O.B.E., M.B., Springħeld Mental Hospital. 


List of Maudsley Lecturers. 


1920. Sir J. Crichton-Browne, LL.D., D.Sc., M.D., F.R.S. 
1921. Sir F. W. Mott, K.B.E., LL.D., M.D., F.R.C.P., F.R.S. 
1922. Sir M. Craig, C.B.E., M.A., M.D., F.R.C.P. 


1923. Charles Kirk Clarke, LL.D., M.D 

1924. J. Carswell, F.R.F.P.S. 

1925. Joseph Shaw Bolton, D.Sc., M.D., F.R.C.P. 

1926. George M. Robertson, M.D., F.R.C.P.E., F.R.C.S.E 
1927. Edwin Goodall, C.B.E., M. D., F.R.C.P. 

1928. Sir John Macpherson, C. B. M. D., F.R.C.P.E. 


1929. Charles E. Spearman, Ph. D., F.R.S. 

1930. The Hon. Mr. Justice McCardie. 

1931. Sir Hubert Bond, K.B.E., LL.B., D.Sc., M.D., F.R.C.P. 

1932. Sir Edward Farquhar Buzzard, Bart., K.C.V.0., M.A., M.D., F.R.C.P. 
1933. Adolf Mever, M.D. 

1934. The Right Hon. Lord Macmillan, M.A., LL.D., Lord of Appeal in Ordinary 
1935. Lewis C. Bruce, M.C., M.D., F.R.C.P.E., M.P.C. 

1936. Sir Walter Langdon Brown, M.A., M.D., F.R.C.P. 
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H onorary Members. 


HONORARY MEMBERS. 


Armstrong-Jones, Sir Robert, C.B.E., D.Sc., M.D.. B.S., F.R.C.P., F.R.C.S., F.S.A., 
D.L., J.P., 27, Phillimore Gardens, W. 8 (and Plas Dinas, Carnarvon, North Wales). 
(Ord. Mem. since 1882; Gen. Sec., 1897-1906 ; PRESIDENT, 1906-7.) 


Bleuler, Eugen, Prof. Dr., Zollikerstrasse 98, Zollikon bei Ziirich, Switzerland. 

Blumer, G. Alder, M.D., L.R.C.P.Edin., Superintendent-Emeritus, Butler Hospital; 
196, Blackstone Boulevard, Providence, R.I., U.S.A. (Ord. Mem., 1890.) 

Bond, Sir Hubert, K.B.E., D.Sc., M.D.Edin., LL.B.Lond., F.R.C.P.,  M.P.C., 
Senior Commissioner, Board of Control, Caxton House West, Tothill Street, S.W. 1. 
(Emeritus Lect. on Psychiat., Middlx. Hosp.) (Ord. Mem., 1892; General 
Secretary, 1906-12; PRESIDENT, 1921-22.) 

Bresler, Johannes, Sanitatsrat Dr., Director of the Provincial Mental Hospital, Kreuz- 
burg, Oberschlesien, Germany ; Editor, Psvchiatrisch-neurologische Wochenschrift. 
(Corr. Mem., 1896.) 

Briggs, L. Vernon, M.D., 64, Beacon Street, Boston, Mass., U.S.A. (Corr. Mem. since 
1923.) 

Brock, Sir L. G., A.B.F., Chairman of the Board of Control, Caxton House West, Tothill 
Street, Westminster, S.W. 1. 


Chamberlain, Rt. Hon. Arthur Neville, M.P., 37, Eaton Square, London, S.W. I. 

Chambers, James, M.A., M.D., “ Estia ”, Highdown Road, Roehampton, S.W. 15. 
(Ord. Mem. since 1888; Asst. Editor, 1900—05, and Co-Edttor of Journal, 
1905-14; PRESIDENT, 1913-14; Treasurer, 1917-31.) 

Collins, Sir Wm. Job, K.C.V.0., B.Sc., M.D., M.S., F.R.C.S., 1, Albert Terrace, Regent's 
Park, London, N.W. 1. 

Crichton-Browne, Sir J., LL.D., D.Sc., M.D.Edin., F.R.S., 45, Hans Place, London, 
S.W. 1. (Ord. Mem., 1863; PRESIDENT, 1878.) 

Cushing, Harvey, C.B., A.M., LL.D., Sc.D., Litt.D., M.D., M.Ch., F.R.C.S., Professor of 
Surgery, The Yale Medical School, New Haven, Connecticut, U.S.A. 


Dawson, Lt.-Col. W. R., O.B.E., B.A., M.D., B.Ch.Dubl., F.R.C.P.Irel., D.P.H., M.P.C., 
18, Brock Street, Bath. (Ord. Mem., 1894; PRESIDENT, 19r1-12; Co-Editor of 
Journal, 1920-21.) 


Ellis, Henry Havelock, L.S.A., 24, Holmdene Avenue, Herne Hill, S.E. 24. 


l’Hermitte, Dr. Jacques Jean, Médecin de l'Hospice Paul Brousse, Paris; 9, rue Marbeuf, 
Paris (VII1*), France. 


Janet, Pierre, M.D., Member of the Institute of France; Professor of Psychology, 
College of France; 54, Rue de Varenne, Paris (VIIS). 

von Jauregg, Hofrat Prof. Julius R. Wagner, M.D., late Professor of Psychiatry, Univer- 
sity of Vienna; 1, Landesgerichtstr. 18, Vienna. 


Keay, John, C.B.F., M.D., C.M., F.R.C.P., “ Champions ”, Beaminster, Dorset. (Ord. 
Mem. 1886; PRESIDENT, 1918; Chairman, Educational Committee, 1920-27.) 


McDougall, William, LI..D., M.B., F.R.S., Professor of Psychology in Duke University, 
Durham, North Carolina, U.S.A. 

McDowall, Fhomas W., M.D., L.R.C.S., "“ Burwood ”, Wadhurst, Sussex. (Ord. Mem. 
since 1870; PRESIDENT, 1897-8.) 

Macmillan, Rt. Hon. Lord, M.A., LL.D., Lord of Appeal in Ordinary ; 44, Grosvenor 
Road, Westminster, S.W. 1. 

Macpherson, Sir John, C.B., M.D., C.M., F.R.C.P.Edin., ‘* Hillside’’, Cleeve, nr. Bristol. 
(Ord. Mem., 1886; PRESIDENT, IQ10-11.) 

Marr, Hamilton C., C.B., M.D., C.M., F.R.F. P.S., M.P.C., Commissioner, General Board 
of Control for Scotland; ro, Succoth Avenue, Edinburgh. (Ord. Mem. 1890; 
Secretary, Scottish Division, 1907-10; PRESIDENT, 1927-28.) 
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Maudslev, Sir Henry Carr, K.C.M.G., C.B.E., M.D., B.S., F.R.C.P., Consulting Physician, 
Melbourne Hospital, Victoria; 8, Collins Street, Melbourne. 

Mever, Adolf, M.D., Psychiatrist in Chief, Phipps Psychiatric Clinic, Johns Hopkins 
Hospital. Baltimore, Md., U.S.A. 

Nolan, Michael James, L.R.C.P.I., L.R.C.S.I., J.P., Consulting Visitor-in-Lunacy to the 

` Lord Chief Justice of Northern Ireland, and to the Chief Justice, Irish Free State ; 

Slieve Dhu, Brvansford Road, Newcastle, Belfast, Ireland. (Ord. Mem. since 1888; 
PRESIDENT, 1924-5.) 


Pactet, Dr. Francois Florentin, Médecin en chef de I’Asile de Villejuif; 94, Avenue de la 
Republique, Villejuif, Seine, France. 

Pavlov, Ivan Petrovitch, M.D., Director of the Physiological Laboratories, Institute of 
Experimental Medicine and Academy of Science, Leningrad; Leningrad, v.o., 
7 ligne, No. 2, U.S.S.R. 


Rolleston, Sir Humphry Davy, BL., G.C.V.0O., K.C.B., D.C.L., LL.D., D.Sc., M.D., 
F.R.C.P., Physician Extraordinary to H.M. the King; ‘* Martins ”, Scotlands 


Lane. Haslemere, Surrey. 
Rose, Lt.-Col. Sir Arthur, Bt., D.S.O., Chairman, General Board of Control for Scotland, 


25, Palmerston Place, Edinburgh. 


Sherrington, Sir Charles Scott, O.M., G.B.E., M.A., LL.D., D.Sc., M.D., F.R.C.P., 
F.R.C.S., F.R.S., Wayntlete Professor of Physiology, Oxford ; 9, Chadlington Road, 
Oxford. 

Smith, Robert Percy, M.D., B.S.Lond., F.R.C.P., 42, Albion Street, London, W. 2. 
(Ord. Mem., 1885; General Secretary, 1896-97 ; Chairman, Educational Committee, 
1899-1903; PRESIDENT, 1904-05.) 


Toulouse, Dr. Edouard, Médecin des Asiles de la Seine; 1, Rue Cabanis, Paris (X1V°*), 
France. 


Willis, Sir Frederick James, K.B.E., C.B., Church House, Bramlev, Guildford. 

Winkler, C.. M.D., 35, Heerenstraat, Utrecht, Holland. (Corr. Mem., 1924.) 

Whitwell, James Richard, M.B.Edin., 66, York Mansions, Battersea Park, S.W. 11. 
(Ord. Mem, since 1889; Acting Hon. Librarian and Chairman, Library Committee, 
since 1927; Hon. Librarian since 1928.) 
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Corresponding Members. 


CORRESPONDING MEMBERS. 


Bliss, Malcolm Andrews, M.D., Consultant in Neuro-Psychiatry, St. Luke’s Hospital ; 
301, Himboldt Buildings, St. Louis, Minn., U.S.A. 

Boedeker, Geheimer Sanitatsrat, Prof. Justus Kar] Edmund, Director, Zehlenhof 
Asylum; 18, Kolnrigs-Allee, Berlin-Grunewald. 

Bouman, K. Herman, M.D., Professor of Psychiatry and Director of the University 
Psychiatric Clinic, Jan Luykenstraat 24, Amsterdam. 

Buscaino, V. M., M.D., Professor of Psychiatry, University of Catania, Sicily. 

Buschan, Sanitatsrat Dr. med. et phil. G., Friedrich Carlstrasse 7, Stettin, Germany. 


Campbell, Charles Macfie, M.D., Professor of Psychiatry, Harvard Medical School ; 


Director, Boston Psychopathic Hospital; 74, Fenwood Road, Boston, Massachu- 
setts, U.S.A. 


‘Charpentier, René, M.D., Secrétaire Général de la Société Medico-Psychologique de 


Paris; 119, rue Perrouet, Neuilly s/Seine (Seine), France. 

Combemale, Pierre, Professor of Psychiatry in the University of Lille, Médecin-Chef a 
l’Asile de Bailleul, Nord, France. 

Coroleň, Wilfrid, Medico forense del distrito de la Barceloneta, Aribau, 31, Barcelona, 
Spain. 

Cowan, F. M., M.D., 109, Perponcherstraat, The Hague, Holland. 


Ebaugh, Franklin G., A.B., M.D., Professor of Psychiatry, University of Colorado ; 
Director, Colorado Psychiatric Hospital; 4200, East Ninth Avenue, Denver, 
Colorado, U.S.A. 

Evensen, Dr. Hans, Medical Director, Gaustad State Hospital, Vinderen, Norway ; 


Commissioner in Legal Medicine for Norway; President, Norwegian Psychiatric 
Society. 


Falkenberg, Sanitatsrat, Dr. Wilhelm, Berlin-Friedenau, Ringstr. 5. 
Ferrari, Giulio Cesare, M.D., Director, Manicomio Provinciale, Imola, Bologna, Italy. 
Flournoy, Dr. Henri, 6, Rue de Mounetier, Geneva, Switzerland. 


Friedlander, Prof. Dr. Adolf Albrecht, Haus Sonnblick, Littenweiler, bei Freiburg i/Baden, 
Germany. 


Genil-Perrin, Dr., Chief-Physician, Seine Department Mental Hospitals; General Secre- 


tary, French League for Mental Hygiene; 99, Avenue de la Bourdonnais, Paris. 
Gommes, Dr. Marcel, 5, Rue Parrot, Paris (XII*). 


Haskovec, Prof. Dr. Ladislav, Professor of Nervous Diseases in the Charles University, 
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Part I.—Original Articles. 


ON THE CAUSATION OF MENTAL SYMPTOMS: 


AN INOUIRY INTO THE PSYCHIATRIC APPLICATION OF HUGHLINGS 
JACKSON'S VIEWS ON THE CAUSATION OF NERVOUS SYMPTOMS, 
WITH PARTICULAR REFERENCE TO THEIR APPLICATION 
TO DELIRIUM AND SCHIZOPHRENIA. 


By Max Levin, M.D., 
Harrisburg, Pa. 


WHEN one compares the present state of psychiatric research with that 
of neurological research, one finds, in the former, an astonishing confusion of 
contradictory viewpoints. This confusion would, I believe, be resolved if 
research workers in psychiatry embodied in their creed certain of the principles 
which Hughlings Jackson unceasingly laboured to establish. 

A single example, schizophrenia, will illustrate the kind of confusion with 
which this paper will deal. Physicians are generally in agreement on the 
diaznosis of schizophrenia, but differ sharply in their views regarding its 
causes. One group of physicians hold that schizophrenia is due to organic 
changes in the brain. Another group hold that the primary disturbance 
is in the endocrine system. A third group believe that the primary cause 
consists of faulty training (using training in its broadest sense). It 1s important 
for this discussion to note that these three views are by many regarded as 
irreconcilable. One purpose of this paper is to show that these seemingly 
conflicting viewpoints do not conflict at all when the problem at issue is 
formulated according to Jackson's principles. 

This paper will be concerned chiefly with those of Jackson’s theories which 
deal with localization of function and with the causation of nervous symptoms. 


LANNII. I 


2 ON THE CAUSATION OF MENTAL SYMPTOMS, [Jan., 

2° First F Skaù “briefly outline his theories, illustrating their application to 

.. hemiplegia and. to ‘epilepsy, after which I shall consider their application to 
:* .etitain mental ‘symptoms. 

Jackson emphasized that the study of a nervous symptom should include 
three lines of inquiry. One of his many statements on this point may be 
quoted (i, 112) : * 

“ It is an anatomical inquiry to seek the organ or part damaged (the seat 
of disease, the localization as it is more technically called). It is a physiological 
inquiry to search into the defective working of the nervous tissue of the organ 
damaged—the functional affection. It is a pathological inquiry to trace the 
processes by which the nutrition of nervous tissue is altered.” 

To illustrate this threefold inquiry Jackson cited the example of hemiplegia 
(i, 206) : | 

‘Anatomical investigation (organ damaged—seat of lesion—localization, 
etc.).—We find that the face, tongue, arm and leg are affected on one side. 
This points to the organ damaged, which is the corpus striatum. 

“ This kind of evidence points to nothing more. It tells us only that the 
corpus striatum is damaged, but tells us nothing as to the functional nature 
of the lesion, nor as to the pathological process by which it is brought about. 

‘““ Physiological investigation (affection of function—‘ destroying’ or 
‘ discharging ’ lesion) —We find that the parts affected are paralysed. We 
can now say that the functional affection of the corpus striatum is loss of 
function—that nerve-fibres are destroyed 

“ Pathological investigation (alteration of nutrition)—On inquiry we 
discover that the palsy came on suddenly, and that there was deep coma. 
Further, we examine the patient and conclude that he has chronic renal 
disease, atheromatous arteries, and hypertrophy of the left ventricle of the 
heart. We now say that the loss of function was the rest of breaking up of 
fibres and cells by irruption of blood.” 

As the above quotation shows, Jackson recognized two types of functional 
alteration of nervous tissue: tissue may be destroyed (“ destroying lesion ”’) 
or irritated (“discharging lesion ’’). The following paragraph beautifully 
expresses Jackson's views (i, 251) : 

‘In localizing we shall not specially concern ourselves with the condition 
of the muscles in the range affected by convulsion. The condition of muscles 
tells us plainly what the functional nature of a lesion is—whether it be a 
destroying lesion or a discharging lesion. It is the regional affection which 
localizes. It matters little for purposes of localization how the muscles in any 
region are affected. Thus paralysis of the face, arm, and leg (hemiplegia), 
irregular movements of the face, arm and leg (hemichorea), occasional spasm 
of the face, arm and leg (hemispasm), all point to lesions of the same cerebral 


* Bracketed figures refer to volume and page of the Selected Writings of John Hughlings 
Jackson. 
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region. We say that hemiplegia and hemispasm both depend on lesion of 
the same cerebral region, because the muscles affected are the same. We 
sav, too, that the functional nature of the lesion in each is different, because 
in the hemiplegia, since the muscles are palsied, nerve tissue is destroyed, 
whilst in the hemispasm, since the muscles are in occasional spasm, that nerve 
tissue cannot be destroyed, but is unstable, and discharges occasionally.’ 

In accordance with the foregoing views, Jackson emphasized that neuro- 
logical symptoms must call to mind the localization and the functional nature 
of the lesion rather than the cause of the lesion. Hemiplegia, for example, 
should make one think of a destructive lesion of the pyramidal tract, without 
reference to the pathological nature of the lesion. Thus he said (i, 220) : 

“ Just as convulsion points only to the abnormal physiological state of 
instability, so paralysis points only to the abnormal physiological state of 
loss of function. It points to no pathological process in particular. Thus 
there is hemiplegia of exactly the same kind from clot, softening, or a tumour 
affecting the corpus striatum. Hence the hemiplegia is not a symptom of 
cerebral hemorrhage or of softening ; it is a symptom resulting from loss of 
function (destruction) of the corpus striatum by these or any other pathological 
processes. It is a symptom of the abnormal physiological condition of loss of 
function of the corpus striatum.”’ 

Jackson appended the following characteristically pungent footnote 
i, 221, first footnote) : 

* Mr. Squire, of Plymouth, has mentioned to me a case in which hemiplegia 
and aphasia followed accidental injury to the brain by the tooth of a rake. 
It is from a scientific point of view as absurd to say that hemiplegia is ‘a 
symptom of cerebral hemorrhage’ as it would be to say that the hemiplegia 
and aphasia of Mr. Squire’s patient were ‘symptoms of rake-tooth’. The 
clot does just what the rake-tooth did K 

In estimating the influence which Jackson’s teachings have had on 
neurology, one may say that they have had great influence on the study of 
paralytic affections. Every physician to-day agrees that when confronted 
with a case of paralysis, one must first, by taking into account the regional 
distribution of the paralysis, ascertain the site of the lesion; then, by 
taking into account the patient’s general condition and certain other data, 
one may determine the pathological nature of the lesion. This approach is 
also employed in cases of sensory loss. 

By contrast, in the study of epilepsy, Jackson’s teachings have made 
relatively little headway. In the study of a patient suffering from fits it is 
customary to ask, “ Are the fits organic or hysterical? ” To this end phy- 
sicians, bearing in mind the commonly accepted definition of the “ genuine ” 
major epileptic fit, customarily inquire into the loss or retention of conscious- 
ness ; the pupillary response to light ; the response to plantar stimulation ; 
the state of the deep reflexes ; the occurrence of urinary and fecal incontinence 
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and of biting of the tongue, etc. When these inquiries show the fits to be 
organic, it is then customary to ask, “ Does the patient have a tumour, neuro- 
syphilis, etc., or is his epilepsy ‘idiopathic’ ?’’ Now Jackson insisted that 
while this kind of approach is adequate as a starting-point for the treatment 
of patients, it falls short as an approach to the scientific study of fits. He 
emphasized that in the scientific study of convulsive disorders it is not enough 
to inquire whether a patient's fits do or do not resemble those typical of 
“ genuine ” epilepsy ; rather, the aim should be, from painstaking study of 
the sequence of phenomena during the fit, to try to determine what particular 
region of the brain may be assumed to be the seat of a discharging lesion. 
Thus he wrote (i, 201) : 

‘In the scientific investigation of a case in which there is loss of conscious- 
ness, vertigo, convulsion, or any symptom whatever presented paroxysmally, 
the endeavour is not to determine if there be any approach to or departure 
from any clinical standard—to, or from, what has been described as genuine 
epilepsy, for example. There being occasionally a paroxysmal presentation 
of symptoms, an internal and local discharging lesion is inferred. Since anv 
part of the convolutional surface of the brain may become unstable—mav 
become the seat of a ‘discharging lesion "—there will be many varieties of 
epilepsy. Since the size of the discharging lesion will vary, and as probably 
the grey matter affected differs in degree of instability, there will be seizures 
not only of all kinds, but of all degrees. Not only will the paroxysms of 
different patients differ in that, for example, the paroxysms in one affect 
first the leg, in another, first the arm, but there will be such differences as 
that of two fits beginning in the hand: one is limited to the arm, and the 
other spreads all over the body. 

° This method necessitates a precise study of what occurs in the 
paroxysm in each case on its own merits, regardless of whether it approaches 
any arbitrary standard.”’ 

Elsewhere Jackson stated the same point of view, e. g., i, 25I. 

Jackson's theories have now been before the medical profession more 
than fifty years, yet many instances could be cited of the disregard in which 
they are still held. Thus, the term “ Jacksonian epilepsy ” is frequently 
regarded as synonymous with “ focal epilepsy ’’ and again with “ cortical 
epilepsy ’’—terms which, in their implication, are incompatible with Jackson's 
views. To define middle-level (‘‘ Jacksonian ’’) epilepsy as “focal” is to 
imply that highest-level (“ordinary ’’) epilepsy is not focal—a negation of 
Jackson's central idea that every epilepsy results from a discharging focus. 
Similarly, to define Jacksonisn epilepsy as “ cortical ”’ is to imply that ordinary 
epilepsy is not cortical—a negation of Jackson’s view that ordinary epilepsy 
results from a discharging lesion in the Aighest centres, while Jacksonian 
epilepsy results from a discharging lesion in middle centres. Jackson said 
(i, 415): “ I do not use the term ‘cortical epilepsy ’, because both epilepfre 
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and epilepfiform seizures are, to my thinking, cortical fits” (italics in 
original). 

There are two noteworthy exceptions : Jackson’s views have been accepted 
in so far as they apply to Jacksonian fits and uncinate fits, it being universally 
agreed that these two varieties have localizing value. Aside from these 
exceptions, Jackson’s views on epilepsy have been ignored by all but a few. 
Jackson, were he alive to-day, would, I believe, endorse (except for one detail, 
unimportant here) a paragraph which he wrote sixty years ago (i, 249): 

“In no case of nervous disease of any kind is there any rational clue to 
the seat of the internal lesion other than that furnished by observing the 
external symptoms. The principle, which seems, and indeed I think is, a 
m<re truism, is not fully acted on in practice. It is carried to its logical 
conclusion in cases of paralysis of muscles, but not in cases of mobile affection 
of muscles, chorea, convulsion, etc. Most careful attempts are made to 
describe the regions affected in palsies. But there is little, if any, attempt 
made to note the regions affected in cases of chorea and convulsion. We 
are told that disease of the surface of the brain ‘ causes epilepsy’, but we 
are often not told what regions of the body are first in spasm in the paroxysm, 
or that one side is convulsed, or convulsed first and most. No one could 
imagine that there was any other way of finding out the seat of the internal 
lesion in a case of paralysis than by studying carefully the external region 
paralvsed. If the face, arm and leg are paralysed on the left side, the arm 
suffering much more than the leg, we can infer that the lesion is in the right 
corpus striatum. If the face is paralysed on the right side, and the arm and 
leg on the left, we declare the lesion to be on the right side of the pons Varolli. 
And if we were asked to declare the seat of a lesion when told simply that the 
patient ‘was paralysed’, we should think the question a strange one and 
reply that we could not tell. But no such minute work is attempted in cases 
of convulsion. It does not appear to most people at all a strange thing to be 
asked, “ Where is the seat of epilepsy ?’ For ‘ epilepsy ’ is to them an entity, 
and it appears a fair question to ask where is the seat of the change causing 
it. It is often taken as proved that the seat of the discharging lesion in general 
convulsion is the medulla oblongata. But this assumption, granting for 
the moment its correctness, is no justification for the neglect of a minute study 
of the paroxysm.” 


COMA. 


In proceeding to a discussion of certain mental symptoms, it is convenient 
to begin with coma, which will serve as a paradigm of the discussion to follow. 
Following Jackson’s teaching, one must ask three questions : 

(1) What part of the brain is affected during coma? Obviously the 
answer is, the highest cerebral centres. According to Jackson there is, in 
coma, loss of the “ most special of all nervous processes ’’ (i, 186). 
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(2) The highest centres being affected, what is the functional nature of 
the affection: loss of function ? or excess of function? The obvious answer 
is, loss of function. There is, in other words, paralysis of the highest centres. 

(3) What factors or influences, operating on the highest centres, may 
cause their paralysis? This question pertains to etiology in its narrower 
sense.* The etiological factors are diverse. Some of them are the following : 

(a) Trauma of the brain. 

(b) Increase in intracranial pressure. 

(c) Exhaustion following an epileptic discharge. 

(d) Deprivation of food, as in extreme inanition and in hypoglycemic 
crises, and of oxygen, as in syncope. 

(e) Intoxication: endogenous, as in uremia and diabetic acidosis ; 
and exogenous, as in alcohol poisoning. _ 

At the risk of triteness, it should be noted that a formulation of the causes 
of coma should include not only the etiological factors just mentioned, but 
also the underlying paralytic affection of the highest centres. To say that 
the syncopal patient’s unconsciousness is due to failure of blood-supply is 
objectionable for the same reason as to say that a patient’s hemiplegia is due 
to cerebral hemorrhage. From a practical point of view it may be sufficient 
to attribute the unconsciousness to failure of blood-supply. Certainly the 
physician, in talking to a patient upon his emerging from a syncopal attack, 
will have no intimation that there was anything wrong with the brain. 
Nevertheless from a scientific point of view the syncopal patient must be 
regarded as having paralysis of the highest centres, however transitory. 


DELIRIUM. 


Empirically, delirium may be defined as a condition in which the patient 
is restless, lacking in alertness, disorientated and hallucinated. Scientifically, 
delirium, like coma, must be regarded as a condition in which there 1s paralysis 
of the highest cerebral centres. The difference between delirium and coma 
lies in the extent of this paralysis. 

In a scientific study of delirium, it is important to make a distinction, 
emphasized by Jackson, between negative and positive symptoms (I, 370). 
Thus when the delirious man mistakes the nurse for his wife, there are two 
symptoms to be considered. The negative symptom is that he lacks the 
ability to identify the nurse correctly; the positive symptom is that he 
‘mistakenly identifies her as his wife. A physician who ignores this distinction 
might conceivably indulge in the following reflection: “ I can understand 
that coma arises from paralysis of the highest centres. The comatose patient 


* Throughout the rest of this paper I shall use “ atiology ” in this narrower sense. Thus 
in the section on delirium I shall consider the parts affected, the functional nature of the 
affection, and the ‘f wtiological factors ”? producing the affection. 
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is obviously paralysed—he does not move and, as far as we can tell, does not 
think. But the delirious patient is different. Nothing in his behaviour 
suggests paralysis. Far from not moving, he is restless and overactive. Far 
from not thinking, his mind seems constantly at work. He is prey to a 
thousand shifting phantasies and terrors. He sees snakes where there are 
none. Surely we are dealing here, not with paralysis, but with over-stimulation 
of the highest centres. I therefore cannot imagine how one may account for 
the occurrence of delirium in senile dementia and in general paralysis, diseases 
in which there is obvious cortical destruction.” This seeming discrepancy 
vanishes in the light of Jackson’s insistence (ii, 50) that the delirious patient’s 
positive symptoms arise from the unchecked activity of healthy lower centres, 
in consequence of paralysis of higher controlling centres. 

In the paragraphs that follow I shall consider the negative phase of the 
more important symptoms of delirium. 

Disorientation, being the sine qua non of delirium, may be considered 
nrst. Jackson devoted two important passages to the question of the negative 
and positive phases of disorientation. One of them occurs in the Croonian 
Lectures (11, 50) : 

“The (delirious) patient’s condition is partly negative and partly positive. 
Negatively, he ceases to know that he is in hospital, and ceases to recognize 
persons about him. . . . The negative mental state signifies, on the 
phvsical side, exhaustion, or loss of function somehow caused, of some highest 
nervous arrangements of his highest centres. We may say conveniently that 
it shows loss of function of the topmost ‘layer’ of his highest centres. No 
one, of course, believes that the highest centres, or any other centres, are in 
lavers;: but the supposition will simplify exposition. The other half of his 
condition is positive. Besides his not knowings, there are his wrong knowings. 
He imayines himself to be at home or at work, and acts, as far as practicable, 
as if he were. Ceasing to recognize his nurse as a nurse, he takes her to be 
his wife. This, the positive part of his condition, shows activity of the second 
laver of his highest centres, but which, now that the normal topmost layer is 
out of function, is the then highest layer. His delirium is the ‘ survival of 
the fittest states’ on his then highest evolutionary level. Plainly he is 
reduced to a more automatic condition.’ | 

The other passage appears in the first instalment of his paper “ On 
Affections of Speech from Disease of the Brain ” (ii, 168) : 

“ In simple cases of delirium . . . as when a patient takes his nurse 
to be his wife, we find, I think, a going down to and a revelation of what would 
have been when he was sane, the lower and earlier step towards his true 
recognition or perception of the nurse. 

‘The first step towards his recognition of her when he was sane would 
be the unconscious, or subconscious, and automatic reproduction of his, or 
one of his, well-organized symbol-images of woman; the one most or much 
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organized in him would be his wife. To say what a thing is is to say what it 
is like; he would not have known the nurse even as a woman, unless he had 
already an organized image of at least one woman. The popular notion is, 
that by a sort of faculty of perception, he would recognize her without a prior 
stage in which, he being passive, an organized image was roused in him by 
the mere presence of the nurse; the popular notion almost seems to imply 
the contradiction that he first sees her, in the sense of recognizing her, and 
then sees her as like his already acquired or organized image of some woman. 
We seem to ourselves to perceive, as also to will and to remember, without 
prior stages, because these prior ‘stages are unconscious or subconscious. It 
seems to me that in delirium the patient is reduced to conditions which are 
revelations of, or of parts of, the lower earlier and prior stages ; the lower or 
earlier stages are then conscious. They are the then highest or latest conscious 
states. When the patient becomes delirious, he takes the nurse to be his 
wife. _ More or fewer of the highest nervous arrangements being then exhausted, 
the final stage is not possible ; there is only the first stage ; the reproduction 
of his well-organized symbol-image is all there is, and that is all the nurse 
can be to him; she is, to him, his wife. The symbol-image is then vividly 
reproduced because the centres next lower than those exhausted are in 
abnormally great activity (note that there are two conditions, one negative 
and the other positive).”’ 

It is possible that readers who have not studied Jackson's writings may 
find this passage hard to understand, especially as it is lifted from its context. 
The clue to its proper understanding hes in the meaning of the words 
‘organized ” and “‘ automatic’’. It would unduly lengthen this paper to 
discuss adequately the concepts embodied in these terms. It would, in any 
event, be far better if the reader consulted Jackson's papers directly. Assuming, 
that the reader is acquainted with Jackson's views on automatic action, I 
shall discuss briefly his interpretation of the negative and positive phases of 
disorientation. 

Nervous arrangements become more and more automatic the more 
frequently they are called into action. There is, obviously, a nervous substrate 
for each object and person in our environment, indeed, for each concept that 
we have. In the case of the average man, the nervous substrate representing 
his wife is more automatic than those representing other women. He has 
seen, heard and thought of his wife an infinite number of times ; the number 
of times he has seen, etc., any other woman is small in comparison. The 
image of his wife is, for him, the “ symbol-image ” (Jackson) of woman in 
general. Speaking crudely, it requires less “ mental effort ’’ to have an image 
of his wife than of another woman. When he sees and recognizes another 
woman, an act of discrimination is necessary—as if he must say to himself, 
“ Here is a woman (‘ woman’ being a general concept symbolized by the special 
concept ‘my wife’): she is not my wife, but Mrs. Smith ”. This takes place 
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unconsciously, of course; the non-delirious man instantly recognizes the 
woman as Mrs. Smith and is completely unaware of the act of discrimination. 
Jackson’s suggestion is that in delirium this act of discrimination fails to 
occur; the identification of the nurse occurs, in consequence, on a more 
automatic level. 

The following analogy may be helpful: if it is not helpful it is, at any 
rate, I think, a valid analogy. Suppose an Englishman who has a smattering 
of French. In his brain the nervous substrates of English words are highly 
automatic ; those of French words are, in comparison, vtry slightly automatic. 
When he thinks of speech, he automatically thinks of English speech ; it 
would require “ mental effort” to think of French speech. To him the 
specific concept “the English language” is the “ symbol-image’”’ of the 
general concept “‘language’’. As long as he is sane, he instantly recognizes 
spoken French as French, even if spoken by one who is typically English in 
appearance, manner and gesture. If, however, while in a delirium he is 
addressed in French, he might, if sufficiently befuddled, think he is being 
addressed in English. He now has not the ability to recognize French with 
the same degree of ease as when sane. When sane he could correctly recognize 
French even under difficulties, e. g., when spoken by a stranger at the other 
end of a long room; during a delirium, under the same external conditions, 
he might think he is hearing English. His failure to recognize French as 
French is, I think, comparable to his failure to recognize the nurse as a nurse ; 
his misidentification of French as English (the language with which he is 
most familiar, his symbol-image of language) is comparable to his misidentifica-. 
tion of the nurse as his wife (the woman with whom he is most familiar, his 
svmbol-image of woman). 

Besides disorientation, it is necessary to consis two ather symptoms 
which are prominent in delirium. One is a symptom which will merely be 
mentioned here: the reduction in the patient’s ability to think complexly. 
Because of the dramatic quality of certain other symptoms, the importance 
of this symptom is often overlooked. Its occurrence may be demonstrated 
bv asking the patient to explain a relatively difficult concept which, when 
normal, he could explain easily. A delirious mathematician, for example, 
would find it dificult to elucidate propositions of the calculus. In my paper 
on bromide delirium (8) I gave several examples of -false reasoning closely 
simulating the association disturbances of schizophrenia. I shall refer to 
this matter again in the next section. 

The other symptom to be considered is hallucination. In order to account 
for the pathogenesis of hallucination, it will be necessary to consider certain 
aspects of imagery and of the problem of the “ independence of the highest 
cerebral centres”. As I have already discussed this topic at some length in 
an earlier paper (9), I shall here limit myself to a brief statement of the 
problem. l 
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Jackson drew a distinction between “‘ vivid images ” and “ faint images ”’ 
(ii, 70). When one, for example, sees a brick, one has a “ vivid image ”' ; 
when one thinks of a brick, one has a “ faint image ”. (“ Faint image,” 
then, and “ representation ° refer to the same thing.) According to his 
views, a vivid image is concomitant with excitation of all orders of sensory 
and motor centres, lowest, middle and highest ; a faint image is concomitant 
with excitation of only the highest sensory and motor centres. 

If Jackson’s views are correct, one may say that during silent thinking the 
highest centres are acting independently of the lowest. (For the sake of 
convenience I shall speak of only the highest and the lowest centres, omitting 
the middle.) Now it is important to note that this independence is, onto- 
genetically, a comparatively late acquisition. In infancy and early childhood 
the highest centres seem relatively unable to act save when the lowest also 
are in action. Examples will illustrate this dependence. 

Dependence of the highest centres on the lowest motor centres. —Everyone is 
familiar with the tendency of young children to “ think out loud’. Observing 
what is going on about him, the child will keep up a stream of chatter 
apparently in correspondence with the objects and events coming within the 
scope of his observation. As he grows more mature, this tendency constantly 
diminishes, until the point is reached when he can think without talking. 
It is to be noted that complete independence is never attained, since even in 
the adult it is possible to demonstrate rudimentary laryngeal movements 
during silent thinking. 

_ Dependence of the highest centres on the lowest sensory centres.—Children 
are relatively incapabłe of thinking of things which are not being presented 
to their senses. An example is seen in the habit which chiłdren have of 
requesting that. a favourite story be read to them over and over again. Some 
adults mistakenly assume that the child asks for the repetition of the story 
because he has no clear recollection of it. The truth is quite the contrarv. 
The child often knows every word of the story, and if the reader should omit 
only one word the child will correct him. Why, then, does the child ask for 
so many repetitions of a story which he already knows word for word? I 
suggest that the answer lies in the fact that in young children the faculty of 
representation is not yet fully developed—not yet fully differentiated from 
the faculty of perception. The child, liking the story, wants to enjoy over 
and over again the pleasure of thinking it through as a phantasy. An adult, 
in whom representation has become independent of perception, would, in a 
similar situation, be able to think of the events of the story without external 
aid. The young child, by contrast, must kear the story in order to be able to 
think it. 

These and other data not cited here support the conclusion that the highest 
centres, in the earlier stages of their evolution, are not functionally isolated 
from the lowest centres; on the contrary, they are most intimately linked 
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up with them. As they evolve, they achieve complete, or nearly complete, 
independence. Starting as crude undeveloped mechanisms, incapable of 
detached activity, they become highly complex, capable of activity so detached 
that during silent thinking signs of activity of the lowest centres may be 
demonstrated only with instruments of the finest precision. (This conclusion 
on the early dependence and later independence of the highest centres is in 
accord with Jackson’s views. Reference may be made to his paper, “On 
Post-epileptic States ’’, especially Section VI, “On Degrees of Detachment 
and Degrees of Independence of Levels of Evolution ’’: i, 375.) 

For each manifestation of evolution of the brain there may be expected 
to be corresponding manifestations of dissolution. In fulfilment of this 
expectation, there are cases in which, as a result of paralysis of the highest 
centres, the patient reverts to the stage in which he cannot think without 
speaking. The loose-tongued drunkard is a common instance. A less common 
instance is represented by a case given on p. 866 of my earlier paper (9). These 
cases illustrate the return of the highest centres to a condition of dependence 
on the lowest motor centres. Cases of hallucination, I submit, illustrate the 
return of the highest centres to a condition of dependence on the lowest 
sensorv centres. | 

In this discussion I am not concerned with “ elementary ” hallucinations, 
such as flashes of light, but only with more complex hallucinations, in which 
the patient hears words and sentences or sees formed objects. It may be 
taken for granted that the content of such hallucinations is related to topics 
which enter into his conscious or unconscious mentation. The proposition 
submitted here is that a train of thought which in a healthy person leads to 
certain faint images may, in a patient with cerebral disease, lead to the 
corresponding vivid images. One may consider the case of a sailor who has 
on hisforearm a tattooed figure of his sweetheart. Looking at the figure 
provokes in him representations (faint images) of her: he will think of her, 
will visualize her as she appeared when he last saw her, will recall the sound of 
her voice. He will not actually kear her voice (vivid image) ; he will merely 
think of it (faint image). His highest centres, being intact, are capable of 
detached activity—they are capable of acting even when lower centres are 
inactive ; concomitantly, he can have faint images, can imagine her voice 
without actually hearing it. Suppose now that the sailor looks at the tattooed 
hgure while delirious. His highest centres, being now diseased, are relatively 
incapable of detached activity. Their activity is apt to be accompanied by 
activity of lower centres. Concomitantly, the patient is relatively unable to 
imagine ; instead of imagining his sweetheart’s voice, he hears it. (The 
word “‘ imagine’’ is here used in its technical, and not its popular, sense. 
According to popular usage, the delirious man imagines the voice ; technically, 
he does not imagine it, but hears it.) 

In delirium, as in health, a mental state acting as a stimulus may lead 


I2 ON THE CAUSATION OF MENTAL SYMPTOMS, - [Jan., 


to another mental state acting as a response. (To be strictly accurate, one 
should, in conformity with Jackson’s doctrine of concomitance (ii, 84), say 
that the nervous state concomitant with one mental state may act as a 
stimulus leading to the nervous state concomitant with another mental state.) 
The stimulus being the same, the response will vary according to whether 
the subject is delirious or healthy. Comparison may be made with the response 
obtained when one blows into a wind instrument ; the response will be a 
soft whistling sound or a sharp strident sound, depending on whether the 
instrument is a flute or trumpet. Similarly, a given train of thought may, 
in a healthy person, lead to a certain idea ; when he is delirious it will lead 
to the corresponding hallucination, since now the highest centres are unable 
to act independently of lower centres. 

What factor determines the capacity of the highest centres to act indepen- 
dently ? Why is this capacity present in adults and missing in children and 
in delirious patients ? Without presuming to answer these questions finally, 
I suggest that the determining factor relates to the degree of organization 
of the highest centres. It may be stated as a general rule that the more 
highly organized a nervous centre becomes, the more capable it is of acting 
= independently. A child just learning to walk must concentrate his attention 
on every step that he takes. Later, after much practice, he is able to walk 
so well that he may think of other things while walking : his walking is now 
automatic. We may say that during the earlier stage the nervous centres 
engaged during walking are so unorganized that they cannot act independently. 
Later, in consequence of continued use, they become sufficiently organized— 
sufficiently stable—to function automatically. 

On this basis it seems proper to conclude that the occurrence of hallucina- 
tions signifies partial dissolution of the highest centres, with attendant diminu- 
tion in the degree of organization of those centres. I purposely say partial 
dissolution. Complete dissolution of the highest centres would cause the 
patient to be unable to think at all; he would then be, not hallucinated, but 
comatose. In hallucinatory states the patient is able to think (not, it is 
true, in as complex a manner as when he is well) ; his difficulty is an abnormal 
tendency for his thoughts to take perceptual form. 

Partial dissolution of the highest centres means, more specifically, dissolu- 
tion of the highest Javers of the highest centres. (Jackson’s hypothesis of 
“layers ” will be considered more fully in the next section.) 

To summarize: in hallucination, as in disorientation, one must distinguish 
the negative phase of the symptom from the positive. The positive phase 
is obvious: the patient hears an imaginary voice, etc. The negative phase 
may be defined as the loss of that stability which enables the highest centres 
to function independently of lower sensory centres. 

The conclusion, then, is that the major symptoms of delirium arise directly 
or indirectly from paralysis of the highest lavers of the highest centres. The 
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paralysis leads directly to negative symptoms—(a) diminution in the ability to 
identify one’s surroundings correctly, (b) diminution in the ability to have 
faint images, and (c) diminution in the ability to think complexly. By 
permitting lower layers to function without hindrance it leads indirectly to 
the corresponding positive symptoms—(a) mistakes in orientation, (b) 
hallucinations, and (c) mistakes in thinking. 

Having concluded that in delirium there is, anatomically, an affection of 
the highest centres, and, physiologically, a paralytic affection of those centres, 
we now need to consider the ztiological factors that may cause this affection. 
Since this is not primarily a paper on delirium, I shail not attempt to discuss 
these factors exhaustively. 

The etiological factors of delirium coincide largely with those of coma. 
Thus, delirium may occur in injury to the head, in conditions in which there 
is increased intracranial pressure, in the period of exhaustion following an 
epileptic fit, in inanition, and in a variety of intoxications. 

It is especially significant that delirium may occur in senile dementia and 
in general paralvsis, in the absence of discoverable toxic factors. I have 
seen several cases of delirium in elderly persons in which it was at first 
impossible to tell whether the delirium was symptomatic of senile dementia 
or of some intoxication. In most cases of this sort careful study will eventually 
enable one to answer the question. If, for example, the history shows that 
the patient has been taking large quantities of bromide, and that the delirium 
began after he had been taking the drug for a long time ; if the blood examina- 
tion shows a large concentration of bromide ; and if the delirium clears up a few 
davs or weeks after the drug has been discontinued—one may conclude that 
it resulted from bromide intoxication. If, on the other hand, the history 
shows that the elderly patient's memory has been failing for many years, 
and that he has been deteriorating gradually; if no toxic factors can be 
discovered ; and if the delirium continues, in spite of treatment, until the 
patient's death a year later—one may conclude that he had a senile delirium. 
From the delirium alone it is impossible to differentiate the two conditions. 

It may seem marvellous that a clinical picture such as delirium may in 
one case be due to senile dementia (a chronic condition) and in another to 
drug intoxication (a transitory condition). In the light of Jackson’s theories 
this is not marvellous at all. The existence of delirium means only that the 
highest layers of the highest centres are paralysed: this is all one may infer 
from the mere fact of the existence of delirium, just as from the existence of 
hemiplegia all one may infer is an interruption of the pyramidal tract. Inter- 
ruption of the pyramidal tract may be due to permanent injury, such as that 
resulting from a large hemorrhage, or to transitory injury, as in the exhaustion 
following an epileptic fit. Similarly, the paralysis of the highest centres 
responsible for delirium may be due to permanent injury, as in senile dementia 
and in general paralysis, or to transitory injury, as in bromide intoxication. 
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THE ASSOCIATION DISTURBANCES OF SCHIZOPHRENIA. 


We have seen, so far, that the reasoning which applies to a relatively simple 
disturbance, such as hemiplegia, applies also to a relatively complex disturbance 
such as delirium. I shall now try to show that it applies also to one of the 
most complex symptoms known to psychiatry—the association disturbances 
of schizophrenia. ° 

The best description of schizophrenic association disturbances will be 
found in Bleuler’s monograph (1). Bleuler showed that these and certain 
other symptoms, which need not be considered here, may be regarded as the 
“basic °’ symptoms of schizophrenia. Delusions, hallucinations and other 
symptoms commonly regarded as fundamental in this psychosis are, according 
to him, merely “ accessory ” to the basic disturbance. 

The question to be considered in this section is, How may one formulate 
these association disturbances in terms of Jackson’s theory of dissolution ? 

It will be necessary to examine the relation of schizophrenic mentation 
to infantile mentation. The ‘ thinking apparatus ” of the adult is developed 
from that of the child. The child’s thinking apparatus is inferior—inferior 
when compared with that of the adult. It gains certain qualities as it evolves 
into that of the adult. These qualities, I shall try to show, are lost when the 
adult becomes schizophrenic. In other words, the infantile thinking apparatus 
and the schizophrenic thinking apparatus represent imperfect stages in the 
development of the adult thinking apparatus, the one being imperfect through 
incomplete evolution, the other through dissolution. 

There is still another instance of an imperfect stage, represented by the 
thinking apparatus of primitive peoples. I do not mean to imply that the 
brain of the savage is innately inferior to that of civilized man. It may be 
that savages, if properly educated from infancy, would prove capable of 
duplicating the mental performances of civilized races. But under the 
conditions in which they actually live, savages reason inferiorly as compared 
with civilized adults. 

When a civilized man becomes schizophrenic his thinking may be shown 
to be similar to that of savages and of children. Before attempting more 
systematic proof of this proposition, I offer the following preliminary illustra- 
tion. When I say that I once watched a person acting toward a certain 
inanimate object as if it were animate, the reader, if given no further details, 
would be unable to determine whether the person watched was a savage, 
a child, or a civilized but schizophrenic adult. The actual incident concerned 
a bright child of twenty months. She was playing with a ball which rolled 
away from her ; she beckoned to it, held out her arms, and said to it coaxingly, 
‘“ Here, ball”. She evidently laboured under the mistaken impression that 
laws obeyed by animate objects are necessarily obeyed by inanimate objects 
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as well. The same mistake may be discerned in the thinking of savages and 
of civilized schizophrenic adults. 

What are the characteristics which the thinking apparatus gains as the 
child becomes an adult, and which it then loses as the adult becomes schizo- 
phrenic ? Speaking generally, these characteristics may be defined in terms 
of complexity of thought. The thinking of children and of schizophrenics 
is less complex than that of healthy adults. Speaking more specifically, 
they may, as I shall try to show, be defined as follows : 

(1) The ability to think abstractly —This ability is poorly developed in the 
child, well developed in the adult. It is lost in the schizophrenic, who, in 
consequence, shows an abnormal tendency to confuse abstract and concrete 
concepts. 

(2) The ability to think symbolically—We shall be concerned here with 
the ability to differentiate symbols and the objects which they symbolize. 

(3) The ability to differentiate ideas according as they are relevant or irrelevant 
to the proposition under consideration. 

Each of these characteristics will now be discussed in detail. 

The ability to think abstractly ; the ability to differentiate abstract and concrete 
concepts.—The nature of this characteristic can best be illustrated by citing 
several instances of schizophrenic thinking marked by lack of it. 

An intelligent schizophrenic at the Harrisburg State Hospital, following 
the subsidence of an acute catatonic excitement, explained to me why one 
night, during the excitement, he had walked in a circle round his bed con- 
tinuously for many minutes: “ I felt that if no one stopped me and I walked 
on and on and on for a period of a few days, I would eventually meet my 
friends on some understanding.” This man had confused the abstract and 
hgurative concept of meeting his friends on a basis of common understanding 
with the concrete and literal concept of meeting them physically by walking 
to where they were. 

In an earlier paper (7) I gave the example of a schizophrenic boy who 
hoped to become an author. He kept a notebook in which he wrote out the 
stories of moving pictures he had seen, and entertained the thought of sending 
them to a publisher, although he realized they were commercially worthless. 
When he brought me the notebook, I saw that the stories were written, not 
in script, but in neatly printed capital letters, evidently at the expense of 
much time and effort. My first thought was that perhaps his handwriting 
was poor, and therefore he preferred to print. However, a sample of his 
handwnting proved to be unusually neat, and I remarked, “ You write so 
neatly, I wonder why you don’t write your stories instead of printing them ”’. 
In a tone of discouragement he replied, “ Aw, what’s the use of writing them 
when I can’t get them printed!” Here I had used the words writing and 
printing in a concrete sense, while the patient in his reply used them in an 
abstract sense. 
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These examples illustrate the schizophrenic patient’s (relative) inability 
to differentiate abstract and concrete ideas, hence his (relative) inability to 
think abstractly. It is now necessary to show that this inability characterizes 
infantile mentation. Everyone knows that children are able to acquire 
concrete ideas long before abstract ideas. The following is an illustration : 

In a conversation with a bright boy, Robert, aged seven years and three 
months, we were discussing the shape of the earth. The boy had a globe, 
which he knew was supposed to represent the earth. Although he knew 
this, he could not grasp the idea that the earth has the shape of a globe. He 
‘pointed out that the earth, as he actually saw it outdoors, is flat. He felt 
sure that if one travelled in a straight line long enough one would come to an 
edge. Showing me the globe he asked me to indicate the location of this edge. 
I could not persuade him that one would come to no edge. Six months later, 
when I talked to him again, he at last seemed to understand that the earth 
is a sphere. This illustrates the difficulty children have in forming abstract 
concepts. The idea of a flat earth is a relatively concrete concept, since the 
earth, as we actually see it, is flat. The idea of the earth as a sphere is highly 
abstract, since we cannot see a spherical earth, but can only imagine it. To 
conceive of the earth as a sphere requires a high degree of abstract thinking, 
since it contradicts the plain evidence of the senses. 

An excellent illustration is taken from Galton (5). Galton was discussing 
the faculty of imagery : 

“ Suppose a person suddenly to accost another with the following words : 
‘I want to tell you about a boat.’ What is the idea that the word ‘ boat ’ 
would be likely to call up? I tried the experiment with this result. One 
person, a young lady, said that she immediately saw the image of a rather 
large boat pushing off from the shore, and that it was full of ladies and gentle- 
men, the ladies being dressed in white and blue. It is obvious that a tendency 
to give so specific an interpretation to a general word is absolutely opposed 
to philosophic thought. Another person, who was accustomed to philosophize, 
said that the word ‘ boat’ had aroused no definite image, because he had 
purposely held his mind in suspense. He had exerted himself not to lapse 
into any one of the special ideas that he felt the word boat was ready to call 
up, such as a skiff, wherry, barge, launch, punt, or dinghy. Much more did 
he refuse to think of any one of these with any particular freight or from any 
particular point of view.” 

The generic concept “ boat ’’ is an abstract concept. The concept of a 
particular boat is, by comparison, a concrete concept. The quotation from 
Galton illustrates the average person’s tendency to think in concrete terms 
in situations calling for a more abstract kind of thought. This tendency 
harks back to the infant's inability to think abstractly. A young child is 
unable to form abstract concepts. As he grows older he becomes more and 
more capable of abstract thought, but he continues to have the tendency to 
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think concretely in preference to abstractly. It may be said that one measure 
of a person’s evolution is the degree to which this tendency is capable of 
being, when necessary, inhibited. 

Savages resemble children in their inability to form abstract concepts. 
For example, Spencer (10, p. 371) mentions that the language of the lowest 
races “* has not even a general word for tree, as considered apart from particular 


kinds of trees”. I have read somewhere—I no longer remember where— 
that some savage races have words denoting “a man’’, “ two men’”’, “ three 
men ”, etc., but not words denoting the abstract concepts “ one ”, “ two ”', 
and “ three '’. | 


The ability to think symbolically ; the ability to differentiate symbols from 
the objects which they symbolize.—The ability to think symbolically pre-supposes 
the ability to keep clearly in mind the distinction between symbols and the 
objects which they represent. Again I begin by illustrating the absence of 
these abilities in a case of schizophrenia, after which I shall show their absence 
in children and in savages. 

A middle-aged woman patient, speaking of the actor Warner Oland, whom 
she admired, said, ‘‘ He was smiling at me’’. When asked about the details 
of this occurrence she said that, looking at the back cover of a moving picture 
magazine (held a few feet away by a fellow-patient), she had seen a picture 
of the smiling Mr. Oland. Here we see that the patient confused a picture, 
the symbol of Mr. Oland, with the man himself. 

To illustrate the same kind of occurrence in children, reference will be 
made to another portion of the conversation reported above with the child 
Robert, when he and I discussed the shape of the earth. (The conversation 
alluded to is the one we had when he was seven years and three months old). 
The child lived in New York and had made many trips to Philadelphia. In 
connection with my statement that the earth is shaped like a sphere, I showed 
him the dots on the globe representing New York and Philadelphia. I then 
said that if, being in New York, he went out into the street and tried to see 
Philadelphia, he would be unable to do so, even if he had the strongest eyes, 
because the earth is curved and one cannot see around a curve. In the 
ensuing discussion I had occasion to mention that he would even be unable 
to see in its entirety the area represented by the dot marked New York. He 
immediately objected, ‘‘ But if I went outside I could see more than a teeny 
dot! I could see for a mile!” I replied, “ You must remember that on 
this globe a small dot stands for a great deal of land. You know what a long 
nde it is from New York to Philadelphia: well, look here (globe) and see 
what a small space there is between the two.’ Robert continued to protest : 
“It’s not true that it’s so small! Is New York only as small as this dot 
(sarcastically)? Why, this room is much bigger than New York—I mean 
much bigger than thts New York (pointing to the dot on the globe), not the 
real New York.” 
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This illustrates the difficulty which children have in thinking symbolically. 
It was easy for Robert to conceive of New York as a large city, but he could 
not conceive of its being represented by a small symbol, a dot. 

Inability to think symbolically is a prominent characteristic of the menta- 
tion of savages. This fact is so well known that I shall give only one example. 
Two travellers (3) reported the efforts of some Siamese natives to trap a man- 
eating tiger. The natives told the authors: “The tiger will eat only man. 
So we got a big coloured picture of a man and put it in the trap each night for 
many nights. But the tiger never came, so we knew it would be useless to 
bait it with only a dog or a pig.” 

Even for civilized adults it is sometimes hard to differentiate a symbol 
and the object which it symbolizes. The more primitive the person, the 
more frequently is this seen. Several years ago it was reported that the 
inhabitants of a European village were attending their first moving picture 
performance. The picture showed a train coming from a distance and rushing 
at high speed toward the audience, giving the illusion of an impending collision. 
As the train drew nearer and nearer, the audience were thrown into a panic 
and stampeded for the doors, several being injured. 

The ability to differentiate relevant and irrelevant ideas ——One of the most 
striking qualities of schizophrenic thinking is the patient’s frequent failure 
to respond with relevant associations to the topic which is at the moment 
engaging his attention. Thus he falsely associates ideas which are but 
superficially connected, sometimes “ pseudo-logically ’’ connected. 

An example of a superficial association is the following: A young white 
woman was admitted to the psychiatric department of a general hospital. 
She was placed in a ward with only white patients. During the examination, 
when asked “ Where are you ?’’ she correctly named the hospital. (What 
part of the hospital is this?) ‘‘ This is the coloured ward.” (Why do you 
think that ?) “Because I was brought here by Miss Brown.” (Miss Brown 
was the nurse who had accompanied her to the hospital.) We see here that 
the answer to the question was influenced by the superficial association 
between “ Miss Brown” and “coloured”. Such superficial associations 
might conceivably occur in the mind of a healthy person, but would quickly 
be dismissed as trivial. 

The following example illustrates an association which is rather more logical, 
though incorrect. It occurred in a case of bromide delirium—Case 2 in mv 
paper on bromide delirium (8). The patient, disorientated, thought he was 
at the moment in the north-eastern part of Philadelphia. When asked. 
“ How do you know it’s the north-eastern part ?’’ he replied, “ From the 
way the sun shines into my room ”. Here there is “ pseudo-logic’’ in the 
patient’s reply. The way the sun shines into the room does, to be sure, have 
something to do with the points of the compass, but it indicates only the 
way the house is facing, and not which quarter of the city the house is in. 
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One example will suffice to illustrate the occurrence of irrelevant associations 
in the mentation of children. I was talking to a bright six-year-old boy about 
twins. He asked whether twins are always boys—whether they may be 
girls. I replied, “ They may be either boys, or girls, or a girl and a boy”. 
Upon hearing this he asked, “ Then (i.e., when they are a girl and a boy) 
how could they wear the same clothes’? ’’ He evidently had seen a pair of 
identical twins dressed alike, and his concept of twins included an irrelevant 
detail, identity of raiment.* 

These examples, and many others that could be given, show that there are 
similarities between schizophrenic and infantile mentation. In answer to the 
question put earlier in this section, one may say that the evolution of the 
infantile mind is characterized by growth in the ability to think abstractly, 
the ability to think symbolically and the ability to associate ideas with relevance 
and precision. In schizophrenia there is diminution of these abilities. 

This answer, while it describes some of the psychological features of 
schizophrenic mentation, does not enable one to formulate the problem of 
schizophrenic mentation as a manifestation of dissolution. In order to 
attempt this formulation, it will be necessary to approach schizophrenic 
mentation from the standpoint of the concomitant changes in the substrate 
of the mind. As a prelude to such an approach, I shall consider an aspect of 
infantile mentation so far ignored in this paper. Three examples are offered 
in illustration. 

Ellen, soon after beginning to talk, looked out of the window one winter 
morning, and seeing an expanse of fresh snow, exclaimed, “ Look! Sugar!” 
I do not know the exact age at which this occurred ; it was during her second 
vear. 

Roger, two and a half years old, followed the custom of the household in 
addressing his father, mother and baby brother as “ Bush’’—a nickname 
denved from their polysyllabic surname. At the same time he similarly 
addressed everyone else, including the coloured housemaid and the people 
next door. 

Ralph, three years old, had a small gramophone with records of nursery 
rhymes set to music. One day he played me ‘ Twinkle, Twinkle, Little 
Star". The next time I saw him (one week later) it occurred to me to sing 
the tune without the words and see whether he could supply the words. I 
therefore sang the tune using the syllable “la”, and then asked, ‘ What 
are the words to that ?’’ Ralph thought this whole procedure very strange 

* It mav be objected that this example is not comparable to the two preceding examples, 
site the two patients in question reasoned falsely through disease, while the child did so 
merely through ignorance. But this is nota valid objection. It is astatement of the proposition 
I am trying to prove, viz., that the child thinks illogically owing to incomplete evolution of the 
brain, while the schizophrenic does so owing to dissolution of the brain. Education is one of 
the factors which make for increased evolution of the brain. When a child, starting from 


an inexact notion of twins, receives instruction which enables him to attain an exact notion, 
his brain passes, by that much, from a lower to a higher level of evolution. 
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and, deeply puzzled, said nothing. He later asked his father, “ Why did 
Max sing ‘La la la la’? ” The father explained that a song consists of two 
things, the words and the tune; he said I had evidently remembered the 
tune but not the words. On several subsequent days Ralph asked his father 
the same question, showing that he had failed to comprehend the answer. 

What these three examples reveal is that the ideas of a child are general 
rather than special. I shall try to show what I mean by referring to each 
example in turn. 

Ellen, seeing an expanse of fresh snow, thought it was sugar. At this 
stage of her life her concept of sugar is a general concept of a white granular 
substance. As time goes on, and as she gains experience, this general concept 
becomes differentiated into the more special concepts of sugar, salt and snow. 

Roger, in the second example, hearing the members of his family address 
each other as “ Bush ”, assumed that this is the way everyone should be 
addressed. At this stage he has a general concept of “ Bush ” as a universal 
surname. As time goes on he learns that each family has its own surname. 
The general concept thus gives way to innumerable special concepts. 

The example of Ralph and the song “ Twinkle, Twinkle, Little Star’’ is 
especially illuminating. He hears and sings a song many times. At first 
it does not dawn on him that he may, if he wishes, recite the words without 
the tune, or hum the tune without the words. His original concept of ‘‘ song ”’ 
is an undifferentiated, general concept ; later it is differentiated into the 
special concepts “ verse’ and “ tune ”’ 

This process of the differentiation of general concepts is one which plays 
an important role in the acquisition of knowledge—even long after the stage 
of infancy. Several examples will be given to show the operation of this 
process in later life. A man with little musical education is apt to be un- 
familiar with the special concepts of flute, oboe and clarinet. Any long thin 
instrument applied to the mouth he calls a flute. His idea of a flute is not 
the same as a musician’s idea. The ignorant man’s idea of a flute is a general 
concept ; the musician's idea is a special concept. When the untutored man 
is taught the difference between the three instruments, he acquires three 
special concepts stemming from his earlier rude concept. 

The concept of typhus fever which was prevalent two hundred years ago 
was a general concept. It has since been differentiated into the modern 
special concepts of typhus fever and typhoid fever.* 

I have already pointed out that the evolution of the infantile mind is 


* | General’ and “ generic ” should not be confused. Earlier in this section it was pointed 
out that an immature person is relatively unable to grasp generic concepts, while he grasps 
specific concepts with relative ease. This does not conflict with my present statement that 
he tends to employ general concepts which, as he matures, become increasingly special. For 
a more comprehensive and, of course, vastly more lucid exposition of generality and specialit y 
the reader should consult Herbert Spencer's The Principles of Psychology (Part II: ‘* General 
Synthesis ”). Spencer used “ generality’? in two senses—as the opposite of ‘ speciality ” 
and the opposite of “ specificity’. If this is borne in mind, there will, I think, be no conflict 
between Spencer's opinions and anything I have set down here. 
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characterized by growth in the ability to think abstractly, the ability to think 
symbolically and the ability to think precisely. I now submit that these 
propositions are subsumed under the statement that mental evolution is 
characterized by growth in the ability to employ special, in preference to 
general, concepts. When, for example, a child fails to understand the distinc- 
tion between New York City and the dot which represents it on a map, he 
shows that he is not yet able to grasp special concepts. Symbols imply 
special concepts. When a child looks at a cat and recognizes it as such, he 
employs a primitive concept of cat. It is called a primitive concept because 
it appears very early in life: long before the child can read, he can recognize 
cats. When he grows older and learns to read, he learns that a certain word 
“c-a-t ” stands for cat. Though reading is taken by adults as a matter of 
course, it is really a complex achievement. One must have evolved to a 
point far beyond that of the infant to be able to grasp the idea that a few 
ink-marks stand for an object. Therefore to grasp the symbol “ c-a-t ”’ is to 
have a special concept. There is another symbol that is even more special. 
Suppose the child grows up and takes a course in zoology. He is told about 
phyla, genera, etc., and learns that the common cat occupies its own place 
in an elaborate evolutionary tree where it goes by the name Felis domestica— 
a symbol which implies much more, and is much more special, than the symbol 
‘““c-a-t’’. These remarks about the speciality of symbols apply to all 
abstract ideas. The idea of an abstract something is more special than that 
of a concrete thing. The figurative use of a word is more special than its 
literal use. 

The conclusion is offered that as the infantile mind evolves, it becomes 
increasingly capable of forming special concepts; specifically, there is growth 
in the ability to think abstractly, symbolically and precisely. In view of 
the similarities, as shown above, between schizophrenic and infantile mentation, 
the corresponding opposite conclusion is offered in regard to schizophrenic 
thinking, which is characterized by decrease in the ability to form special 
concepts, specitically by decrease in the ability to think abstractly, symbolically 
and precisely. 

The statement that evolution proceeds in the direction from generality 
to speciality applies not only to mentation but also to motility. The move- 
ments of the infant are diffuse, involving large parts of the body; they are 
lacking in precision. As the child evolves, he becomes capable of making 
movements less and less diffuse and more and more precise. The finger 
movements of the violinist’s left hand, marvellously fine and precise, are 
characteristic of the developed, rather than the undeveloped, nervous system. 
In this connection it is pertinent to refer to the work of Coghill (2) on Amblv- 
stoma and of other investigators who have studied the movements of the very 
immature human foetus. These investigators have shown that stimulation of 
immature organisms is followed by movements that are comparatively diffuse. 
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It may be thought that an analogy between mentation and motility is 
necessarily trivial. This objection is opposed to one of Jackson's most 
fundamental teachings. Jackson (ii, 399) maintained that the entire central 
nervous system—highest centres no less than lowest—is organized as a 
sensori-motor mechanism. The highest centres are infinitely more complex 
than the lowest, but they obey the same basic laws. He often drew analogies 
between disturbances of the highest centres, such as insanity, and disturbances 
of lower centres, such as hemiplegia and progressive muscular atrophy (1, 66 ; 
li, 51). 

The increasing speciality in the mentation of the growing individual would 
therefore seem to be comparable to the increasing speciality in his movements. 
Correspondingly, the loss of speciality in the mentation of schizophrenic 
patients is comparable to the loss of speciality in the movements of patients 
with cerebral disease. Jackson (i, 63) showed that in hemiplegia the move- 
ments lost are the most special. Inthesame way I suggest that in schizophrenia 
the mental functions lost or impaired are the most special. 

Mental states and physical states must not be confused. Jackson (ii, 156) 
emphasized the distinction between the physiology of the highest centres on 
the one hand and psychology on the other. The one deals with states of 
nervous tissue, the other with mental states concomitant therewith. Every 
mental act—every thought, recollection, etc.—is concomitant with a physical 
state of the nervous system. (I have gone into this matter more fully in an 
earlier paper (9).) The conclusion given at the end of the last paragraph 
must therefore be stated as follows: In schizophrenia there is, physically, 
loss of the most special nervous processes in the highest centres, and, con- 
comitantly, loss (or impairment) of the most special mental functions. 

The disturbance of the thinking apparatus in schizophrenia may be 
compared with a disturbance observed by Goltz in dogs in which the cortex 
has been destroyed. The following quotation is from Ferrier (4) : 

“ Goltz found that, though a dog's paw is not permanently paralysed as 
an organ of locomotion by destruction of the cortex, yet it remains permanently 
paralysed for all those actions in which it is employed as á hand.” (The italics 
are Ferner’s.) 

The nervous mechanism governing the paw may be said to consist of two 
levels: a lower level which subserves the more automatic functions of the 
paw, as in locomotion, and a higher level, which subserves the more special 
functions, as when the paw is used as a hand. Destruction of the higher level 
will result in loss of the more special functions, the more automatic functions 
being retained. Except for one circumstance to be noted presently, this is 
an exact analogy to the cerebral disturbance which results in schizophrenic 
thinking. The substrate of mentation—highest cerebral centres—-may, 
according to Jackson (i, 380; ii, 437; 1, 480), be assumed to consist of an 
indeterminate number of layers. (These, of course, are physiological and not 
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morphological layers.) Lower layers form the substrate of a primitive kind 
of mentation, higher layers of a more advanced (a more special) kind of 
mentation. When the highest layers are paralysed, the thinking apparatus 
is reduced to a more primitive type of organization. In children and in 
savages the very highest layers have not yet developed ; in civilized schizo- 
phrenic adults they have attained some degree of development, but. have 
subsequently been reduced by disease to a lower level. 

In the last paragraph an exceptional circumstance was noted. The 
analogy of Goltz’s dogs applies qualitatively, and not quantitatively. In 
his dogs, use of the paw as a hand was completely lost. In most schizophrenics, 
ie., in all but the most démented, the use of the thinking apparatus as a 
complex instrument is not completely, but only partially, lost. The schizo- 
phrenic in whom the disease is only moderately advanced may be able to 
think abstractly, etc., to a moderate degree. In principle, however, the law 
revealed by Goltz’s dogs applies also to schizophrenia, as indeed to all disease 
of the highest centres. 

The conclusion that in schizophrenia there is paralysis of the highest 
lavers of the highest centres may be objected to on the ground that post-mortem 
examinations have revealed no constant pathological alterations in the cortex. 
This objection may be dismissed, since the crudity of present-day histological 
methods prevents one from using them decisively in testing the validity of 
hypotheses relating to cortical function. The crudity of present-day methods 
may be illustrated: (1) A young man is stricken with diabetic coma and, 
after being in coma for an hour, dies. Careful histological examination of 
the brain discloses no deviation from the normal. I submit that if our methods 
were more refined than they are now, they would disclose a very pronounced 
alteration of the cortex, for the patient was in coma (paralysis of the highest 
centres) for an hour before he died. It would not do to say that the coma 
was due to metabolic rather than cerebral disease; there must have been 
cerebral disease to account for the coma. (2) Consider the case of a healthy 
man who is asleep. During sleep the highest cerebral centres are in a state 
of inhibition (Pavlov). Assuming an opportunity to examine histologically — 
the brain of a sleeping person (suppose, for example, while lying asleep he 
was struck by a moving object and instantly killed, the head being uninjured), 
what would the examination reveal? It would be easy to investigate this 
problem in lower animals. Knowing of no such studies, I cannot say they 
would yield negative results, but I should expect they would: if present-day 
methods fail to reveal changes in the brain of a comatose patient, it is reason- 
able to expect that, @ fortiori, they would fail in the case of a person merely 
asleep, since in sleep the deviation from the normal is less than in coma. 
(The sleeping man can be roused, but not the comatose man. The sleeping 
man is capable of a low grade of mentation—he dreams—but not the comatose 
man.) One may view the matter thus: in comparing a man awake and a 
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man asleep, one may infer an enormous difference in the condition of their 
highest centres,* yet it is unlikely that with present-day methods one could 
demonstrate this difference histologically. The crudity of these methods 
being thus evident, it would not be fair (at least for the present) to use negative 
post-mortem data in refutation of the conclusions submitted in this paper. t 

It will be noted that the conclusion reached on the pathogenesis of schizo- 
phrenia is verbally identical with that on the pathogenesis of delirium : in 
each case the conclusion is that there is a paralytic affection of the highest 
layers of the highest centres. It must not be thought that the verbal identity 
of these conclusions is in conflict with the well-known fact that clinically 
delirium and schizophrenia are usually easily distirfguished. 

In view of the conclusion that both delirium and schizophrenia are manifes- 
tations of paralysis of the highest centres, it is of interest to note that associa- 
tion disturbances similar to those occurring in schizophrenia are sometimes 
found in delirium. In my paper on bromide delirium (8, p. 1146) I gave 
several such instances. Other features common to the two psychoses are 
hallucinations and delusions. I suggest that the discussion offered in the 
previous section regarding the mechanism of hallucinations in delirium applies 
also to hallucinations in schizophrenia. I suggest also that the same reasoning 
applies to the occurrence of delusions: elsewhere (9, p. 872) I have tried to 
show that delusions and hallucinations are congeneric, and that, notwith- 
standing external dissimilarities, they differ, physiologically, only in degree. 

There are many symptoms of schizophrenia which will not be considered 
here; among them are disturbances in affectivity and catatonic motor 
disturbances. I have purposely confined myself to a discussion of those 
symptoms which illustrate most conveniently the application of Jackson’s 
views to the study of schizophrenia. | 

Bearing in mind the scheme of this paper, we have reached the conclusion 
that in schizophrenia there is, anatomically speaking, an affection of the 
highest layers of the highest cerebral centres. Physiologically speaking, 
this affection is paralytic in type. Corresponding to the paralysis there is a 
negative symptom—loss of the most special mental functions, viz., diminution 
in the ability to reason and to associate ideas properly. The thinking which 
the patient is still able to perform is an inferior kind of thinking, and is 
concomitant with activity of lower, uninjured pathways (positive symptom). 


* Even if one disagrees with Pavlov in his theory of the identity of sleep and inhibition, 
one must adimit that there is some kind of difference between the state of the brain during sleep 
and the awake state. Jackson believed in the existence of this difference. He wrote (ii, 442) : 
“There is (during sleep) loss of function of, I will suppose, the highest ‘laver’, answering to 
the negative part of the sleeper’s mental condition.” Again (i, 356, footnote): Sleep “is, 
among other things, the going out of function of the highest nervous arrangements (a normal 
dissolution). 

t For an excellent discussion of the relative insignificance of negative histological evidence, 
and of the artinciality of the commonly drawn distinction between ‘ organic " and “ functional `’, 
see the chapter on “ Problems in Cerebral Anatomy and Physiology ’, by Stanley Cobb, in 
Lhe Problem of Mental Disorder. 
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It is now necessary to consider the ætiological factors which may cause 
this paralysis. Since this paper does not deal primarily with schizophrenia, 
but only with a mode of approach to the study of mental symptoms, the 
ætiological factors will be considered only in a sketchy way. Mention of 
the following will be sufficient : 

(1) There probably is, in many if not in all cases, an inherent weakness 
of the highest layers of the highest centres, so that even when they have 
developed normally, they are prone to early destruction. 

(2) Some cases of schizophrenia remain “latent” for many years, later 
becoming manifest in consequence of some destructive disease such as syphilis 
of the brain. It is, therefore, obvious that the highest layers may be impaired 
by any disease capable of destroying brain-tissue. 

(3) Schizophrenia may become manifest following a severe intoxication, 
as in typhoid fever. One therefore concludes that the highest layers may 
be impaired by certain toxins reaching them. i 

(4) Endocrinopathies often accompany schizophrenia. Here there are two 
possibilities: (a) Faulty endocrine glands may in some way be associated 
with faulty development of the highest centres, so that these are more suscep- 
tible to breakdown. (b) Asa result of endocrine disease there may be liberated 
into the blood chemical substances which exert a harmful effect on the highest 
centres. 

(5) An important question is whether schizophrenia may be caused by 
“psychic trauma’’. According to the view of many physicians to-day, 
schizophrenia “ need not be an organic disease '’, but may in some cases be 
due solely to harmful emotional situations. Thus a young woman suffers 
a disappointment in love, shortly after which she begins to show the symptoms 
of schizophrenia. In cases of this sort, in keeping with the viewpoint of this 
paper, I think it would be proper to insist that, no matter how plausible the 
psychic causes may seem, we must still assume a paralytic affection of 
the highest cerebral centres. Without a particular degree of paralysis of the 
highest centres the patient cannot be schizophrenic. The occurrence of the 
psychosis soon after a disappointment in love should not lead to the conclusion 
that some cases are “ functional’ or “ psychogenic °. It should lead only 
to the question—certain nervous processes being concomitant with psychic 
shock, how may these processes produce a particular degree of paralysis in 
the highest centres ? 

On this point two quotations from Jackson may be offered, each dealing 
with the relation of fright to epilepsy. In one place (ii, 390) he wrote: 

E I no more believe that fright, overwork, indigestion, masturba- 
tion, etc., ‘cause epilepsy ’ than I believe that they cause hemiplegia ; all 
that anybody can know is that such ‘causes’ sometimes precede the first 
epileptic fit. Taking but one of these so-called causes, fright: if a patient 
has his first epileptic fit directly after a fright, I should conclude that there 
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had been produced by some pathological process a ‘ discharging lesion’, one 
nearly ready to discharge, and that the physical disturbance during the 
emotion, fright, was only the determining cause of the first ‘ explosion ’.’’ 

In another place (i, 207) Jackson wrote : 

“ If we are told that a patient’s epilepsy has been ‘ caused’ by anxiety 
or fright, we gladly accept the important fact that the first epileptic paroxysm 
was preceded by fright. But the paroxysms continuing to occur, we still 
ask—Where is the discharging lesion in this case? If it be replied, ‘In the 
medulla oblongata’, we may, for the sake of putting a further necessary 
question, provisionally accept this, and next ask—By what pathological 
process does fright lead to such instability of nerve tissue in the medulla 
oblongata, that it occasionally discharges excessively ? ”’ 

The justice of this viewpoint becomes obvious when one considers that 
psychic traumata which are sometimes regarded as causes of epilepsy, schizo- 
phrenia, etc., occur frequently in thousands of healthy people without producing 
harmful results. Thus, many people are frightened who do not develop 
epilepsy. Similarly, the painful emotional situations which precede the 
onset of many cases of schizophrenia occur also in even more people who do 
not become schizophrenic. 

Jackson’s principle applies no matter whether the trauma occurs a short 
or a long time before the onset of schizophrenic symptoms, also no matter 
whether it is circumscribed or diffuse. In one case the trauma may consist 
of a sudden disappointment occurring a short time before the onset. In 
another it may consist of unwholesome environmental influences existing for 
many years before the onset. In the latter case Jackson’s principle applies 
no less than in the former. The physician must ask himself: How can a faulty 
environment lead to those changes in the highest centres which are concomitant 
with the symptoms of schizophrenia ? 

Medical men should not limit themselves to a psychological study of mental 
derangement. As medical men, it behoves them to view mental derangement 
as the external manifestation of disease of cerebral centres. In so doing, 
it is of the utmost importance to differentiate symptoms into the negative 
and the positive. In Jackson's words (ii, 46) : 

“ Disease is said to ‘cause’ the symptoms of insanity. I submit that 
disease only produces negative mental symptoms answering to the dissolution, 
and that all elaborate positive mental symptoms (illusions, hallucinations, 
delusions, and extravagant conduct) are the outcome of activity of nervous 
elements untouched by any pathological process; that they arise during 
activity on the lower level of evolution remaining.” 

The main body of this paper is closed with another quotation from Jackson 
(i, 323). It may well be taken by psychiatrists as their creed : 

“ I believe that in every case of insanity, however slight it may be, there 
is, so long as it lasts, defect of consciousness. I believe, too, that there is 
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necessarily correlative with this negative psychical condition a negative 
physical condition of the highest nervous arrangements.’’* 


REMARKS ON RESEARCH IN PSYCHIATRY. 


From the foregoing it is evident that psychiatric research includes much 
more than an inquiry into the etiology of mental symptoms (“ etiology ”’ 
as hereinbefore defined). There are some to whom “research” connotes 
labvratory studies—studies in chemistry, serology, bacteriology, etc. This 
is too narrow a view. 

I do not under-estimate the importance of laboratory research, but the most 
marvellous advances in biochemistry and bacteriology will illumine only the 
ætiology of psychoses and not their pathogenesis. Suppose a future investi- 
gator should discover some toxin which could be shown to be a cause of 
schizophrenia. This discovery would of necessity lead to the following 
reflections: ‘‘In schizophrenia there are negative and positive symptoms, 
the negative resulting from paralysis of certain parts of the brain, the positive 
from the action of healthy parts. What are the pathways whose paralysis 
oi which results in the negative symptoms ? How does the newly-discovered 
toxin act so as to paralyse them ?” The same questions apply, mutatis 
mutandis, to the fruits of research on environmental influences as causative 
factors of mental disease. 

Only when they face these questions will psychiatrists have profited from 
the labours of Hughlings Jackson. 
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Deuticke, rar1.— (2) Coghill, G. E., ‘‘ The Early Development of Behaviour in Amblystoma and 
in Man”, Arch. Neurol. and Psychiat., 1929, xxi, p. 989.—(3) Cooper, M. C., and Shoedsack, 
E. B., “The Warfare of the Jungle Folk ’’, National Geographic Magazine (Washington, D.C.), 
February, 1928, p. 238.—(4) Ferrier, D., The Localization of Cerebral Disease, London, Smith, 
Elder & Co., 1878, p. 23.—(5) Galton, F., Inquiries into Human Faculty and its Development, 
London & New York, Macmillan & Co., 1883, p. tog.—(6) Jackson, J. H., Selected Writings of 
Jokn Hugklings Jackson, edited by James Taylor; London, Hodder & Stoughton, 1931-1932. 
—' 7! Levin, M., ‘* The Basic Svinptoms of Schizophrenia", Amer. Journ. Psychiat., 1931, xi, 
p. 215.— 8) Idem, “ Bromide Delirium and Other Bromide Psychoses”, tbid., 1933, xu, 
p- rr2s.—ia; Idem, “ Hughlings Jackson’s Views on Mentation; their Value for the 
Psvchiatrist “°, Arch. Neurol. and Psychiat., 1933, Xxx, p. 848.—(10) Spencer, H., Principles 
of Psveholezy, ii. 


* By * defect of consciousness ’? Jackson did not mean merely insensibility. He appended 


this footnote; “ I dare say it may be denied that in some slight cases of insanity there is any 
dete t of consciousness, partly because it is erroneously inferred that what is clinically called 
IMmsensitulity is meant. Yet probably some of those who would deny defect of consciousness 
in a slight case of insanity would tacitly admit it by saving that the patient's judgment, power 
of attention, emotional control or will was defective. A person has not got a consciousness in 
addition to will, memory and emotion ; these are only names applied to artificially distinguished 
aspects of consciousness ; defective judgment, etc., is defect of consciousness.” 
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SINUS SEPSIS AND MENTAL DISORDER.* 


By R. E. Jowett, M.D., M.R.C.P.Lond., D.L.O.Lond., 


Hon. Laryngologist, etc., Sunderland Royal Infirmary; Visiting Laryngologist, 
Sunderland Mental Hospital. 


In the consideration of sinus sepsis in mental disorder it is first necessary 
to define in our own minds what we understand by the tetms used, and their 
joint significance. A short summary of work already done is therefore 
given. 

At the British Medical Association Meeting in Leeds in 1889, Guye of 
Amsterdam, coined the word ‘‘ aprosexia ” to describe the condition of mental 
dullness and stupidity associated with nasal obstruction due to adenoids. 
This symptom, however, could hardly be called a mental disease. Deafness 
and the misery of a blocked and running nose would easily account for it, 
and it clears up directly on the removal of the cause. 

We are not concerned with the conditions of intracranial disease caused 
by fulminating sinus disorder : conditions such as meningitis, sinus thrombosis 
and brain abscess, were fully described by Macewen (20), and considered in 
detail by StClair Thomson in 1906 (1). Cases were recorded in which signs 
of mental disorder accompanied brain abscess. Such cases are not under 
discussion in this paper. Such infections are gross, and often spread by 
direct contact. They are ably considered in a careful and elaborate monograph 
recently written by Logan Turner and F. E. Reynolds (2). 

We are to consider the infections which spread by what Atkinson has called 
preformed paths (3, 4)—the connections of the pia-arachnoid with nerve-sheaths 
at the exits of a nerve, and perivascular spread along blood-vessels. Now- 
adays, the existence of a lymphatic system in the brain and membranes, a 
system comparable to, and in connection with, the extracranial lymph-stream, 
is doubted. Yates and Eden (5) showed that indigo-carmine dye placed in 
accessory sinuses was rapidly absorbed—presumably by lymphatics—and 
appeared in the urine within fifteen minutes. In the other direction, Le Gros 
Clark (6) and others found that dyes absorbed by the nasal mucous membrane 
appeared within the cranial cavity within an hour. Such absorption took 
place mainly around the olfactory nerve-filaments. It is accepted that 
perivascular infection can occur, and Pickworth (7) stresses this particularly 

* A paper read at the Autumn Meeting of the Roval Medico-Psychological Association, 
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in relation to mental disease. He quotes cases of local atheroma of the 
internal carotid arteries in sphenoidal sinusitis, and suggests the possibility 
of sympathetic initation by such infection, causing periodic spasm, particularly 
in such conditions as epilepsy. Evans states that the cerebral vessels are 
normally in a state of passive dilatation (8). 

The discovery of the certain source of infection of the central nervous 
system in the naso-pharynx in epidemic poliomyelitis, and the probable similar 
source in epidemic encephalitis, led to the search for naso-pharyngeal sepsis 
in acute and chronic diseases of the nervous system. | 

In 1927 Yates and Eden (5) investigated and treated the nasal sinuses in 
cases of post-encephalitic Parkinsonianism. They found 45 individual cases 
infected out of 64 examined, and attributed relief of symptoms to washing 
out affected sinuses. Stewart and Evans (9) found a 90% sinus infection in a 
similar series, and Cotton (g) demonstrated the colon bacillus in every case he 
investigated. I know of little further work in this direction, and as a method 
of treatment sinus irrigation has not been generally adopted. It is not 
mentioned in a recent article on the treatment of post-encephalitic Parkin- 
sonianism by Sir Arthur Hall (ro). This writer, in fact, gives a warning against 
the many and diverse treatments tried out and recommended from time to time. 
He states that in this, as in so many chronic nervous conditions, any new 
line of treatment gives temporary relief and hope, but that disappointment 
often follows. 

I have washed out the accessory sinuses in four cases of post-encephalitic 
syndrome in this mental hospital. In two cases, the pathological report on 
the washings stated that no cells or organisms were present. In the third, 
Staphylococcus albus was recovered. In the fourth, gross infection was present. 
All the specimens were put up for B. colt, which was not found. 

Since 1925, work on the associated conditions has proceeded in two direc- 
tions. In one, the, pathological investigations of Pickworth (7) stand out 
unique and without comparison. A full report is given in his book published 
this vear. Many of his specimens are illustrated: 314 specimens taken 
from individual cases in 471 consecutive post-mortem examinations of cases 
dving in mental hospitals showed signs of sinus disease. 

I have neither the qualifications nor experience to criticize post-mortem 
findings. On general grounds I must, however, state some of my views : 

1. We have no comparable series of post-mortem examinations on people 
not the subjects of mental disease by which we could check Pickworth’s 
findings. Largely on account of the scant attention which is paid to these 
sinuses In routine anatomical teaching, they are rarely investigated by medical 
men in routine post-mortem examinations. There is no doubt that most 
people at some period of life suffer from a sinus disorder—you will all be 
aware that in acute rhinitis some or all of the sinuses are infected. It must 
have been the experience of many of us to have had a temporary sinusitis 
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persisting after the ordinary symptoms of a “ cold’’ have subsided. I believe 
that a careful post-mortem examination would show the residua of such infection 
in many cases dying outside mental hospitals. It has been stated that I in 
20 of all bodies examined post-mortem show nasal polypi (12). 

2. Sinus infection is frequently demonstrable in general disease. Campbell 
(11) in 130 cases, and Eadie (9) in 11 cases, showed sinus infection in the course 
of lobar or bronchial pneumonia—that is, in every case they examined. It is 
presumed that many cases dying in mental hospitals suffer from a terminal 
pneumonia or septicemic condition—such as would in itself cause a sinusitis. 

3. Fluid exudation in the upper respiratory or alimentary tract is frequent 
in the post-mortem room. It is the experience of every nasal surgeon that 
fluid such as blood easily enters the accessory sinuses in certain positions 
during operations—I can imagine conditions under which fluid could enter 
the sinuses after death. 

The other part of the work has been clinical. Graves and Stirk Adams, 
working in Birmingham, undertook a prolonged investigation of this aspect 
of the subject. Their results have been recorded in a special monograph 
number of the Journal of Medical Science for July, 1932. They claim to have 
demonstrated infection in 818 out of 1,000 cases, examined by the exploration 
suction technique. Over 50°, of the cases so recorded have subsequently 
been discharged from hospital, presumably after appropriate treatment. 

Pierson has done similar work. In the special number of the journal 
mentioned, Clarke and A. K. McCowan, working at the Chartham Mental 
Hospital, recorded their findings upon 789 routine cases investigated in an 
ably constructed scientific paper. They were less enthusiastic, but demon- 
strated infection in 9'4°%. 

The subject naturally attracted wide attention, and a long editorial in 
the British Medical Journal for December 31, 1932, was devoted to it. Much 
work has followed. If only the probability of connection between sinus 
disease and mental disorder has resulted in routine work by ear, nose and 
throat specialists in mental hospitals, alongside the dental surgeon, good has 
come of it. 

I was doing such routine work in this hospital in 1931. The publication 
of the reports mentioned stimulated the interest of the medical staff and 
myself, and particular attention was paid to this aspect of the speciality. 

All routine admissions, and most re-admissions, have been examined. 
As no operating theatre is at present available, work has been carried out in 
the ordinary wards of the hospital. The methods of examination are not 
without difficulties in fractious cases. Most of the sinus explorations have been 
carried out under local anesthesia. Where general anesthesia has been used, 
the investigations have been carried out with very strict aseptic precautions and 
operating theatre technique—we cannot yet fully estimate the effect of 
anesthetics upon ciliated epithelium. 
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A digression into the applied anatomy and physiology of the nasal sinuses 
is advisable. These sinuses are: the ethmoid, a cellular labyrinth connected 
with the middle nasal meatus, consisting of three main groups of cells, the 
antenor, the middle and the posterior, arranged above and behind each other ; 
the frontal sinus, an upward prolongation of the ethmoidal into the diploé 
of the frontal bone; the antrum, connected with the middle meatus again—a 
large cavity occupying the maxilla; and the sphenoidal, which develops 
from the spheno-ethmoidal recess at the extreme upper and back part of the 
hose. 

The two sphenoidal sinuses occupy the body of the sphenoid bone, and 
in their development burrow into and around adjacent structures. The two 
cavities, developing asymmetrically, are separated by a median septum, 
frequently dehiscent. The sphenoidal sinus may extend into the occipital 
bone, and curve round relating structures to an amazing degree. Its main 
important relationships are the optic nerves, the carotid arteries, the cavernous 
sinus and the pituitary gland. Any of the first three may be exposed by 
anatomical dehiscences ; all may be exposed by gross disease. Communications 
between the sinuses are frequent, particularly between the sphenoid and 
posterior ethmoid group. The natural drainage of infected ethmoid cells in 
the erect posture is into the antrum. Although it is stated that the sphenoidal 
sinus is the one most hkely to be associated with mental disorder (13), 1t must 
be noted that Howarth has stated, from a rhinological standpoint, that in 
sinusitis the antrum rarely escapes (14). 

The part which the sinuses play in the integrity of the organism is obscure. 
One function is to lighten the weight of the skull. In the human being they 
play a part in giving resonance to the voice—the absence of this peculiar 
resonance is well exemplified in nasal obstruction which involves swelling of 
the sinus omfices such as acute rhinitis or polypoid formations. I wish to 
point out particularly that the cavities are in intimate communication with 
the nasal airway, and show fluctuations in the intracavital pressure with the 
nasal inspiratory and expiratory streams. O'Malley has shown that small 
particulate matter easily enters the sinuses with the usual form of nose- 
blowing (15). 

It is presumable that organisms enter the sinuses in ordinary respiration. 
The nose and sinuses in health, however, remain sterile by the action of a 
Ivsozvme present in nasal mucus. They remain clean by the action of 
ciliated epithelium on the mucus sheet, sweeping away organic or inorganic 
particles (17). Gross infection results in swelling of the lining membrane 
and cellular exudation, as in inflammation elsewhere. Should this swelling 
involve the region of the sinus orifice, with occlusion of it, retention of mucus, 
muco-pus or pus will occur. Recent work indicates that the occlusion of the 
sinus orifice is of more importance than ciliary paralysis (16)—Proetz has 
been able to demonstrate active ciliary motion in a membrane bathed in 
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pus (17). Watson-Williams (21) has stated that infection without inflammatory 
reaction is of more importance than examples of infection calling upon, and 
responded to by, the defensive mechanisms of the body, in sinusitis as else- 
where. He attributes many of the sequele of sinusitis to such types of 
infection. The statement is difficult to prove clinically, and is dependent 
on accurate and carefully controlled post-mortem room work. In my experience 
it has been unusual to find bacteriological infection of a sinus without some 
routine clinical sign of such infection—intranasal signs, changes on trans- 
illumination, X-ray signs, exudation in a sinus wash-out, or evidence of 
occlusion of a sinus orifice. I am aware that in this my views differ from 
those of other workers in the field. 

Sinusitis is diagnosed on the following grounds : 

1. The presence of pus or polypi in the middle turbinal region of the 
nose, or of pus in the superior meatus. . 

2. Dullness of an antrum on ttransillumination. The method is only 
available in the case of the antra, and being comparative, in unilateral disease. 
There is, in addition, a positive and a negative error to an extent of 19°, (18). 

3. A thickened membrane, or an apparent fluid level, will show up on 
skiagraphy. Here again we have an error proved at 12°% (18). 

These two methods give a combined error of 7°3°% (18). It is found that 
what may be taken as evidence of infection in one method may not be shown 
by the other. 

4. Evidence based on the examination of sinus wash-outs. Watson- 
Williams’s suction exploration method is used. A cannula of suitable size 
and shape is introduced through the wall of a sinus, or into its natural orifice, 
and a small quantity of sterile saline washed in and out of the cavity. The 
washing is then examined. The method is not devoid of error: 

(i) The sinus may be emptied of discharge by the patient having 
blown his nose just before the wash was made. 

(ii) If the natural orifice of the sinus be blocked, it will be impossible, 
for physical reasons, to draw back the fluid. 

(iii) Organisms may be drawn into the sinus from the nasal cavity, 
through the natural ostium, and so into the syringe. 

The method is a good one, and the best at our disposal. Combined with 
the other clinical methods just mentioned, it renders it improbable that many 
cases of sinus suppuration will be missed. Whether, however, we are justified 
in diagnosing sinus suppuration, or rather infection, in a case where organisms 
only are obtained from the wash on culture of the centrifugalized deposit is 
another matter. Personally I do not feel justified in doing so unless the 
wash shows desquamated cells, lymphocytes or polymorphs, in addition to 
the bacterial content or growth. It is important to mention this point because 
Pickworth has stated that the chances are 3:1 (22) in favour of finding 
organisms in sinus wash-outs from mental hospital cases. I append a series 
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of reports on wash-outs taken seriatim—the last of my series, given by an 
independent pathologist, Dr. H. A. Cookson, to whom I am indebted for the 
pathological work throughout. It will be seen that I have been less fortunate 
than Pickworth, the greater proportion of the fluids being sterile. 


SPECIMEN PATHOLOGICAL REPORTS. 


These were washes which were macroscopically doubtful. 
Mary C—, Sunderland Mental Hospital; S.R.I., ref. 695/35. 

1. Washings in saline from L. antrum: Blood, no pus. No organisms seen. 
Cuiftere : sterile. 

2. R. sphenoid : Blood, no pus or organisms. Culture : sterile. 

John B—, private patient; S.R.I., ref. 693/35. 

3. L. antrum: 

4. R. sphenoid : .Washings were sterile. 

5. L. sphenoid : } 

6. R. antrum: On culture gave very scanty colonies of streptococci on blood 
media, but these were not green. 

Gladys P—, Sunderland Mental Hospital; S.R.I., ref. 900/35. 

7. R. antrum: Very few epithelial cells. Culture: S. albus. 

8. R. sphenoid: Few red cells. Gram-positive organisms. Culture: sterile. 

R. B—, Sunderland Mental Hospital; S.R.I., ref. 901/35. 

9. R. antrum: Red cells, few staphylococci. Culture: S. albus. 

ro. R. sphenoid : Culture: sterile. 

Mr. W—, Sunderland Mental Hospital; S.R.I., ref. 1302/35. 

r1. Antrum wash: Red blood-cells numerous. A few mpka tes. No 
organisms seen. Culture: sterile. 

Elsie H—, Sunderland Mental Hospital ; S.R.I., ref. 1471/35. 

12. L. antrum wash: Report (H.A.C.): “ I did not get any pathogenic organisms 
in culture except diphtheroids and S. albus, but in the film I thought I saw one 
or two pneumococci. There was no definite pus, and the amount of blood present 
made cytology a difficulty. There did, however, appear to be rather a large 
proportion of polymorphs.” 

Ethel S—. 

13. Sinus wash: No pus and no pathogenic organisms in films or culture. 

Ethel S—, Sunderland Mental Hospital; S.R.I., ref. 1550/35. 

14. Sinus wash (sphenoid), post-encephalitic, for colon bacillus especially. 
Report: Red blood-cells plus. No pus, no pathogenic organisms in films or 
culture. | 


Ten out of fourteen sinus washes in sterile saline proved to be sterile on culture. 
These were consecutive washes. Moreover, they were from cases where sinus infection 
was suspected on other grounds. Compare this with Pickworth’s statement that the 
chances are 3: 1 in favour of positive cultures. 


In the Annual Report of the Board of Control for 1931 the request was 
made that in the computation of statistics the mode of exploration used 
should be stated, to allow of comparison. The use of Watson-Williams’s suction 
exploration technique was advised. In compiling my figures this mode of 
exploration was used throughout. I have presumed that gross anterior and 
middle ethmoidal disease, shown by the presence of pus and polypi, could 
also be included. 
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Comparison with the figures given by Graves (23) and Stirk Adams is 
impossible. Firstly, their cases were not routine examinations. In some 
cases the patients were picked out as having rhinogenous symptoms or signs. 
In some others the general condition had to permit of general anesthesia. 
Secondly, few rhinologists would agree to accept criteria such as osteoporosis 
or osteosclerosis, found on puncturing the sinus wall, or excessive hemorrhage 
in the washing as definite evidence of sinus disease. These were considered 
positive signs in attaining the incidence of 80% sinus infection in mental 
hospital cases. Twelve years’ work with this method of sinus wash-outs has 
shown me that, apart from individual variations in the thickness of the sinus 
wall, it is not always possible to hit the “ soft spot ’’ or to avoid hemorrhage 
in two successive explorations of the same sinus. 

Comparison with Clarke and McCowan’s (24) figures for general incidence 
of sinus disease is possible. Their statistics were compiled from routine 
cases, and the criteria under criticism above were not used by them. 


INCIDENCE OF SINUS INFECTION. 


Number of patients examined, 500. 


Group 1: 

Definite sinus sepsis, i.e., nasal polypi, suppurative ethmoiditis, purulent or 
mucopurulent sinus wash-outs, doubtful fluids pathologically examined and found 
to contain organisms and/or significant changes in cellular content, 38 (7°6%). 

This figure would be reduced to 6:8% if cases where the diagnosis was dependent 
entirely on histological and bacteriological findings were excluded. 


Group 2: 

Sinus suppuration suspected, but proof not absolute, i.e., unequal sinus 
transillumination with suspicious nasal features, mucoid or flaky epithelial washes, 
post-nasal crusting or discharge with or without suggestive pathological findings, 
and some cases with features of the former group not satisfactorily investigated 
for other reasons, i.e., general health, restiveness and short stay as voluntary 
patients, 18 (3°6%). 


Tonsillar sepsis, 24 (4°8°%). 
Chronic suppurative otitis, 36 (7°2°). 


Staff : 
Total number of staff, 184. 
Members examined at their request, 34. 
Proved sinus infection, 9 (5'0%>9). 
Suppurative otitis, 2. 
Tonsillar sepsis, 8 (4°4%). 


The routine examination of 500 mental hospital cases showed sinus 
infection, of which I was fully satisfied, in 38—76%. In a further 3°6°% I 
considered that sinus infection was possible on some findings, but some point, 
such as gross Variation between clinical and pathological findings, or unavoidable 
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personal factor, kept each case out of the first group. Although I am 
in hopes of investigating this series more fully later, I do not feel that Group 2 
is acceptable for statistical purposes. Presuming that with further investi- 
gation I shall satisfy myself that some of this group—18 cases—really have 
sinus suppuration, my figure will approximate to Clarke’s of 9'4% (24) 
incidence among nearly 800 cases. Clarke’s figures (24) for otitis in a state 
of active suppuration are 5% ; mine are 72%. 

Comparisons with Clarke’s tables showing the relative incidence in different 
types of mental disease are not possible, owing to differences in nomenclature 
used. 

Figures giving the incidence of sinus disease in the general population 
are varous and not very reliable. Chiari (19) put it at 2%, and of 66,350 
hospital cases at Edinburgh 3% were found to have sinusitis (7). Since my 
work began here my services have been openly available to the staff, 184 in 
number. Thirty-four members have been examined at their own request. 
Sinus infection has been proved in 5% of the total staff—g cases. In 6 of 
them it has been necessary to carry out operative procedures. One can 
surmise from experience that the figure would have been higher if routine 
examinations had been possible. The compared incidence of 7:2% sinus 
infection among patients and 5% among the members of the staff is not 
without interest. 

From the other side of the question, I have attempted to discover how 
many cases of sinus disease which I have operated upon have had mental 
disorder. The work is tedious and requires some tact. I am not yet able 
to submit definite figures, but from our work so far the only cases in my 
series of 500 operations found to have suffered from mental disease have 
been those transferred from this hospital. 

I have no figures to offer in respect of the results of treatment. I must 
reiterate Clarke and McCowan’s plea (24) that only those cases which had 
not responded to general measures, and then improved after treatment of 
sinus sepsis, should be included in statistical records. 

I wish also to utter a word of warning. Drainage of an affected sinus 
does not necessarily remove the infection from it in a short time. General 
symptoms may be relieved and the comfort of the patient increased, but a 
septic membrane may persist. I have in mind here a case of functional 
neurosis treated privately. Before I saw him he had been in the hands of a 
famous nerve specialist, and a diagnosis of sinus infection made by an equally 
eminent rhinologist, on the presence of Streptococcus viridans in a sinus wash— 
there were no other indications of sinus disease. The antrum affected was 
opened and good drainage persists. For another reason—an acute otitis 
media—I did a round-trip wash-out of his nasal sinuses. Those that were 
closed remain sterile; the open one, with good drainage, shows a scanty 
growth of streptococci. It is two years since the operation. 
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SUMMARY. 


1. Before conclusions can be drawn from post-mortem pathological material 
collected in mental hospitals, the great incidence of sinus infection at some 
period of life in all individuals must be considered. That residua of such 
past infections would be found by careful examinations of the sinuses in 
people dying outside mental hospitals is probable. Further, in the tabulation 
of such specimens in mental hospital cases the cause of death in each must be 
noted, and the effect which this might have had in sinus infection, as an 
etiological factor, considered. | 

2. Suction exploration, although the best method at our disposal, is not 
universally accurate. Cases where the ordinary naso-pharyngeal flora are 
found in the wash should be considered with suspicion, and some reliance 
placed on the histology of the actual wash, i.e., desquamated or exudative 
cell types, where gross pus or muco-pus is not evident. In general, rhinologists 
would not accept osteosclerosis, osteoporosis or blood in the wash as evidence 
of sinus disease in the absence of other more conclusive signs. 

3. A series of 500 routine cases of mental disease has been examined. 
Nasal sinus infection has been proved in 7°6°%. This percentage is compared 
with a similar one found in a similar series of cases, using similar criteria (24). 
It shows only a slight difference. 

4. In a control series of 184 mentally normal individuals the incidence of 
sinus suppuration was found to be not less than 5%. 

5. Pioneer workers in this field claimed a higher incidence. Their findings 
have promoted general investigation of the nasal accessory sinuses in mental 
disorder. Although subsequent investigations may prove a lower incidence of 
sinus disease in mental hospital patients than at first claimed, an incidence 
of up to 10% infection demands investigations and treatment on grounds of 
general and possible local pathology. 


CONCLUSION. 


It would appear from the above figures that the incidence of sinus disease 
in mental disorder is not greater to any appreciable degree than among the 
general population. That such sinus disease may seriously affect existing 
predispositions to disease in the nervous system, as it may seriously affect 
such predispositions in any other system, is unquestioned, in view of clinical 
and post-mortem work carried out. There is no intention to decry the work 
of Pickworth and Graves, who have laboured hard and long at this problem— 
indeed, many of the doubtful points raised are known to them and have been 
discussed by them. It is common experience that pioneer enthusiasm is 
often dulled at the wheel of practice. Without this initial enthusiasm we 
could not reach any truth. 
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THE BODY-LENGTH-LEG RATIO IN THE GENERAL POPULA- 
TION AND IN MENTAL HOSPITAL PATIENTS AND 
ITS POSSIBLE SIGNIFICANCE IN SUICIDE. 


By H. PULLAR STRECKER, M.D.Wiirzb., L.R.C.P.&S.Ed., 


Late Honorary Research Fellow, Birmingham Joint Board of Research for Mental Disease. 


PSYCHIATRISTS will welcome Piney’s recent preliminary communication (1) 
on the possible significance of certain physical characters. A series of measure- 
ments of about 500 bodies revealed that a very high number of suicides among 
the general population occurred in persons showing a body-length-leg ratio 
of over 50, 1. e., the leg-length being more than 50°% of the total body-length. 
Piney believes that persons of this type, among other abnormalities, have 
such mental characters as may lead to suicide. He raises the question 
whether body-length-leg ratios of over 50 are commoner among the inmates 
of mental hospitals than in the general population. 

Abrahams (2), on the other hand, maintains that the leg-length always 
is more than 50°, of the total body-length. In the whole of his 25 years’ 
experience in the anthropometry of athletes he has not seen a single example 
in which this was not the case, nor has, in this considerable number of young 
men, “ one example of felo de se or of admission to a lunatic asylum ” come 
to his notice. 

Obviously, Piney’s communication is meant to apply more in the spirit than 
in the letter ; later he hopes to present his findings in detail. The following 
paper furnishes some further information ; its principal object, however, is to 
point out that a uniform method of measuring the leg-length, both in the 
living and in the dead, must be applied before ratios can safely be compared. 


METHOD OF LEG MEASUREMENT. 


Piney has measured, presumably the lying body, from the top of the 
great trochanter to the heel. Hoffmann (3) has, presumably as will be seen 
from Table I, applied the same to the standing person (Nos. 4, 5). Gould (4) 
has measured from the sole to the perineum (No. 2), Brugsch (5) from the 
sole to the upper margin of the symphysis (No. 3 and Tables H and III), 
Kretschmer (6) from “ upper symphysis to base” (Nos. 9-14); Clegg (7). 
not having actually measured the leg, arrives at its length by subtracting the 
sitting height from the total height (Nos. 1, 7, 8). Abrahams and others 
(Nos. 6, 15-17) give no indication of their method. 
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It is suggested that, in the living, a convenient and anatomically correct 
method is to measure, in the upright position, from the medial tubercle of the 
calcaneus to the upper margin of the symphysis. In the dead, not only the 
supine position has to be taken into account but also the post-mortem 
lengthening from loss of muscle tone, which, in the leg, might amount to as 
much as 2 in., and in the trunk to approximately 4-? in. The method of 
obtaining the leg-length by subtracting the sitting height (i.e., the distance 
from the tuber ischii to the vertex) from the total height (Nos. 1, 7, 8) should 
not be employed, as, in the person of average height, the leg-length falls short 
to the extent of about 2} in. (the distance from the tuber ischii to the trochanter 
major). By adding these 2} in. to the leg-length of Clegg’s general population, 
and a proportionate figure in his shorter patients, the corrected leg-lengths read 
88°4, 844 and 84°5 cm. respectively, and the ratios 50°6, 50°7 and 50°5 (see 
Table I). : 


FURTHER CONSIDERATIONS. 


The leg-length having been estimated by a uniform method, attention in 
comparing ratios must be paid to sex, nationality (Table I), height and chest 
measurement (Table II), and occupation (Table III). Of occupation it is 
debatable whether the length of the limbs depends on the effects of the 
occupation chosen or vice versa. Abrahams mentions the fact that track 
athletes have longer lower limbs than long-distance cyclists. 


GENERAL POPULATION. 


Table I shows that the average ratios vary from 46°3 to 53'5 in the males, 
the wide variations being chiefly due to the different methods of leg measure- 
ment. It will be seen, however, that where obtained by uniform measurement, 
and in the same nationals, the ratios vary only from 51°0 to 52°6, according 
to differences in height and chest measurement (Table II), and from 51°1 to 
53:5, according to the foregoing plus the effects of occupation (Table ITI). 
Population and method being uniform, it follows that the average ratios rise 
with increase of height as well as with increase of chest measurement. Regarding 
the effects of occupation, the ratios are lowest with sedentary workers, highest 
with manual workers (leg- and arm-users), arm-users and leg-users only- 
occupying intermediate positions. 

The female ratios (Nos. 5, 6) are distinctly higher than those of the tallest 
corresponding male nationals. The method of measurement in No. 6 not 
being indicated, no inferences, however, are drawn, apart from calling attention 
to the sex factor. | 

Nos. 4 and 5 are the only ratios obtained by a method similar to Piney’s, 
though presumably in the erect posture and recent state. Both ratios are 
above 50, and so are all ratios obtained by Brugsch by a method not much 
different from Piney’s, in a uniform population (Tables II and III). This 
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Tase II.—Average Body-length-Leg Ratio According to Height and Chest 
Measurement (after Brugsch) (5). 


Joo soldiers, North Germany (leg measured from sole to upper margin symphysis). 
Average body-length-leg ratio. 


Average height Chest measurement (cm.). 


Stature. (cm.). Number. ic 
<50. 50-55. >55. 
Short . 165/66 . 206 . 5I2 . 5O . 52I 
Medium . 169/70 . 260 . 5:5 . 58 . 525 
Tall -  IJ6/77 . 234 . 5'7 . 52°3 . 52'606 


TaBLE III.—Average Body-length-Leg Ratio According to Occupation (after 
Brugsch) (5). 


1,200 soldiers, North Germany (leg measured from sole to upper margin symphysis). 


Average Average ratio 
Type. Occupation. body-length-leg according 
- ratio. * to type. 
Teachers . ; ; SI'I | 
| Civil servants f ; 51°3 | 
Sedentary workers: Actors : ; . 51°5 - 51°6 
Shopkeepers : : 51°9 | 
Students. : : 52°0 
General labourers . 51°6 
Joiners ; ; i 51°8 
Manual workers ee j i ; 51°8 
. - Smiths he. S i 51°9 + 51°8 
(arm-users only) 
Butchers . : : 52:0 
Moulders . A i 520 B | 
Bakers ; ; : 52°2 


Manual workers Farmers and agricultural . | 


(leg-users only) labourers . : ; 52°6 52°6 
Railwaymen ; : 52°0 . 
Manual workers Miners : r ; 52°0 | 
l - 52°7 
(arm- and leg-users) Bargemen . 53°2 | 
Firemen s : š 53°5 


indicates that, in certain nationals at any rate, ratios above 50 appear to be 
far the commoner. On the other hand, the ratios obtained in this country 
(No. 1) by Clegg (applying the corrected figures, the figures as they stand 
being too small for the reasons given above) are very little above 50. All 
this clearly shows that before ratios can be seriously compared, uniform 
methods of measurement must be applied, and the additional factors referred 
to taken into consideration. 


42 THE BODY-LENGTH-LEG RATIO. 


MENTAL HOSPITAL PATIENTS. 


Again applying Clegg’s corrected figures, the ratios vary from 50°5 to 53°5 
in the males and from 51°5 to 54°4 in the females. Only Clegg’s ratios are 
strictly comparable with those of a general population, and it is seen that 
the ratio of his melancholics (No. 7) is appreciably (taking into account their 
being considerably shorter of stature) higher than the ratio of his normals 
(No. 1). This supports Piney’s thesis. 

Possibly with the exception of Kretschmer’s ratios Nos. 9, 11, 13 (they. 
surpass those of Brugsch obtained from a general population of similar height), 
the other ratios are not practically comparable to those of the general popula- 
tion, although individually capable of comparison. The ratio of Kretschmer’s 
pyknics (No. 9, 85% of which are melancholics) are appreciably lower than 
those of his asthenics and athletics (No. 11 and 13), of which 70°% are 
schizophrenics and not more than 11% melancholics. Also Henckel’s (8, 9) 
melancholics (No. 16) show a lower ratio than his schizophrenics (No. 17). 


SUMMARY. 


Seventeen body-length-leg ratios from the general population and from 
mental hospital patients are discussed. 

A uniform method of measuring the leg-length, both in the living and in 
the dead, must be applied before ratios can safely be compared. 

Further factors, such as sex, nationality, height, chest measurement and 
occupation have to be taken into account. 

The above considerations applying, the average ratios in males increase 
with increments of height and chest measurement. 
_ Certain occupations appear to induce an increase of the ratio, i.e., an 
increase in the length of the limbs. 

In the series under review, only Clegg’s figures allow of comparison between 
a general and a mental hospital population, melancholics showing the higher 
ratio. This supports Piney’s thesis. 

In the case of other authors, individually comparable ratios from mental 
hospital patients failed to show as high a ratio in melancholics as in the less 
suicidal forms of mental disorder. 


I wish to thank Prof. A. G. Smith, of St. Mungo’s Medical School, Glasgow, 
for his kindness in going over the anatomical items. 
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A NOTE ON THE POTENTIAL USE OF TEMPORARY 
TREATMENT. 


By J. K. MARSHALL, B.M., B.Ch.Oxon., D.P.M., 


Assistant Medical Officer, Bexley Mental Hospital. 


SINCE the passing of the Mental Treatment Act of 1930 the use made of 
Section 5, dealing with temporary treatment without certification, has 
varied considerably in different areas, and has, in general, been much less 
than had been hoped for. In a discussion of this section of the Act held at a 
quarterly meeting of the Royal Medico-Psychological Association on November 
20, 1934, Sir Hubert Bond stated that, while in the opinion of the Board of 
Control temporary patients should form 15°% of the admissions to a mental 
hospital, in 1933 the proportion of such patients to total admissions was 
6°5”,, in registered hospitals and licensed houses, and only 1°8°, in the public 
mental hospitals. 

With the object of suggesting a figure to which the temporary admissions 
might approximate if Section 5 were used to the full, the number of cases 
which could have been admitted on a temporary basis are calculated in two 
series of consecutive direct admissions to Bexley Mental Hospital, a London 
County Council institution with direct admissions drawn almost exclusively 
from the observation wards of rate-aided general hospitals; one series, of 
1.700 cases, is of females, and the other, of 1,300, is of males. They were 
chosen from the records of discharges, and are patients who were non-volitional 
on certification: or on admission, and who regained volition in a year or less 
Section 5 (11) (12) (13)). In order to avoid examining the records of everyone 
in the two series, the enquiry was limited to patients whose stay in the hospital 
was not longer than 15 months. 

While the decision whether or not a patient is non-volitional is less certain 
from the study of records than from the study of thé patient himself, 
it is believed that the criteria used have led to fair accuracy; in cases of 
doubt the patients were assumed to be volitional. Volition was regarded as 
absent in the following states : 

Delirium and gross confusion (including the confusion of acute 
mania). 

Stupor (including the inaccessibility of acute depression). 

Apathy, with lack of concern regarding present state and future 
prospects. 

This method of enumerating the admissions which might have been dealt 
with on a temporary basis is open to the objection that one is judging with 
full knowledge of the progress of the patients up to the time of their discharge, 
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and therefore that some patients who might, clinically, have been regarded as 
suitable for temporary treatment, but who proved after admission to be 
unsuitable, are not included. On the other hand, the estimated proportion 
includes cases which would certainly not have been considered suitable for 
temporary treatment (that 1s to say, who would not have been regarded as 
likely to benefit appreciably from a comparatively short period of treatment), 
but who in actual fact did conform with the requirements of the Act as regards 
the absence of volition and the time of its return. 

In the series of 1,700 female admissions, 307, or 18°4, would have been 
suitable for temporary treatment, and in the series of 1,300 male cases the 
corresponding total was 144, or 11°. The proportion for the two series 
combined is 15%, which is precisely the estimate of the Board of Control. 
The majority of the cases were discharged recovered, but a small number, 
23 females and 17 males, never regained volition, and were discharged on 
the application of friends or relatives under Section 72 or Section 79 of the 
Lunacy Act, 1890; these cases are retained in the totals as they lost their 
acute symptoms and undoubtedly benefited by their stay in the hospital. 
The distribution of cases is shown in the table. 

The classification is that still in use for official statistical purposes, which 
is one not entirely suitable for comparative purposes owing to the number of 
types of mental disorder which may be included under one heading. ‘‘ Recent 
melancholia,” for example, included, in practice, such diverse cases as the 
more disabling of the psycho-neuroses, manic-depressive states, and schizo- 
phrenic manifestations; similarly ‘“ delusional insanity °’ is a term which 
covers a multitude of conditions. An anlysis of the tabulated percentages 
would therefore be of little value, and from the table one can gain a mere 
impression of the types of cases suitable for temporary treatment. Perhaps 
the most striking figures are the totals, which show that the percentage of 
female cases is very much higher than that of male cases. This difference 
may be due to a greater incidence of “‘ non-volition ” in female admissions, for 
the percentage of the total male admissions discharged in less than 15 months, 
whether volitional or non-volitional on admission, is more nearly equal to the 
female, the figures being 31°9°% of the male and 36:9% of the female cases. 

It will be observed that in every form of insanity, save general paralysis 
and recent mania, the percentage of female cases suitable is greater than the 
percentage of male cases. Even if the cases diversified as II 8a and c are 
taken as one group, the male percentage is still 31°6 as compared with the 
female figure of 30°7°,, and the male percentage remains higher than that 
for any other of the male forms of insanity. Confusional insanity and acute 
delirium, as might be expected, show comparatively high percentages, as also 
does alternating insanity. 

At the meeting of the Royal Medico-Psychological Association to which 
allusion has already been made, the President, Dr. D. Rambaut, observed 
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Males.* Females.t 
EE e aui. SS . 
Total Suitable tee ane Total Suitable a a 
I. admissions. cases. adau ong; admissions. cases. SAniiccions: 

(1, Congenital mental deficiency : 

a) Without epilepsy ; Foo e awn = : 10 

(6) With epilepsy : i 29 Oo a ra : 25 

II 

(1) Insanity with epilepsy . : 59 ; Jo a meg. 42 ; 8&8. 19 
(2) General paralysis of the insane 264 ie 27° wa I10°2 . 46 : 5. 10°9 
(3) Insanity with grosser brain 

lesions : f ‘ :; 30 . a. « I0 ‘ 31 ; 9 . 2 
l4) Acute delirium . 3 F 13 ; 3. 23 i 35 . I6 . 45°7 
(3; Confusional insanity . : 83 ©. 24 . 29 : 222 . 8&9 . 40'I 
(6) Stupor ; : : . I T s 10 4 40 
(7) Primary dementia ; A 194 ae . 12:3 . 166 r 27 a 16:3 
(9 Mania: | 

ia) Recent i ; 62 ae) oe 34 ; 95 e BF” a 28°4 

(b) Chronic 2 ; 3 ae ae at : 4 2 I . 25 

(c) Recurrent. ; f I4 Z 3. 21 ‘ 35 i: EES 37 
fy} Melancholia : ° 

{a) Recent è ; : 246 . Ig. 7J & 459 . 52 . II:’3 

(6) Chronic ; ; J 12 e eels 4 FE os ‘ 30 a, 5 sae 

(c) Recurrent. . : 18 i 2. 4 II ; 73 v 2S a 16°4 
{15} Alternating insanity ; i 48 ‘ Fe, bik I14'6 . 109 . 28 . 25:7 
{ri} Delusional insanity : l 

(a) Systematized . ; 8 ao e ne ; 2I 

th) Non-systematized 3 161 F 2o j 2 a 227 : 9 . 4 
(123) Volitional insanity (c) Doubt. 5 poa a si ; 2 ee Come 50 
(r3) Moral insanity ? : : I 
(14) Dementia : 

(a) Secondary or terminal . 29 Í D ou 6'9 . 49 ; 6 . 12'3 

(6) Senile ; : : 13 a G yi : 9 : 

Total . 1300 . I44 . II - 1700 . 307 . 18 


* Male cases admitted between January, 1924, and January, 1931. 
t Female cases admitted between January, 1924, and January, 1934. 


that he considered that the period of 28 days allowed for the detention of a 
patient after regaining volition was too short. He was referring in particular 
to patients suffering from alcoholic insanity who would benefit by a longer 
stay in the hospital, but who would refuse to remain as voluntary patients ; 
the observation might include sufferers from other forms of mental disorder 
also, such as the patient who, after an acute and brief manic episode, may 
still at the end of 28 days after becoming volitional be too irresponsible to be 
suitable for care in a home of the poorer type such as those from which the 
majority of the population of a rate-aided hospital is drawn, while at the 
same time he may be too self-satisfied and lacking in insight to agree to treat- 
ment on a voluntary basis. That 28 days would have been insufficient for 
the majority of patients in the series is shown in the curve below, which is 
concerned with the periods elapsing between the return of volition and the 
discharge of the patient in 411 cases. 

It will be observed that the curve is steep in its lower part, and, while only 
10°, (41 cases) were discharged within the permissible 4 weeks, 40°3°% (165 
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cases) were discharged within 8 weeks. The periods are calculated from a 
study of the case-reports, and must therefore be regarded only as approxima- 
tions. Errors in the estimation of these periods will tend towards shortening 
them, as volitional recovery was not especially looked for by those writing 
the reports, and may often have occurred before a note indicating it was made. 
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SUMMARY. 


-1. An estimation has been made of the proportion of temporary patients 
to total admissions which might be expected in a public mental hospital. In 
male admissions the proportion is found to be 11%, in female admissions 
18%, and in the total admissions, 15%. 

2. It is suggested that the period of 28 days allowed by law for the detention 
of a temporary patient who has become volitional 1s, from a medical point of 
view, too short. Only 10°, of patients, in a series of 411 who were non- 
volitional on admission, were considered fit for discharge 4 weeks after the 
recovery of volition. 


For permission to use the hospital records my thanks are due to Dr. G. 
Clarke, the Medical Superintendent. 
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SOME METHODS AND PROBLEMS OF PSYCHOTHERAPY. 


By W. L. NEustTATTER, M.B., B.S., B.Sc., M.R.C.P., 
Assistant Medical Officer, Out-Patient Department, Maudsley Hospital. 


THE objects of this paper are twofold: they are, on the one hand, to give 
a straightforward description of psycho-therapeutic procedure for those who 
are unfamiliar with its more technical aspects, and, on the other, to discuss 
specific problems which have arisen in the course of clinical work, and which 
might be of interest to other therapists. 


TYPES OF TREATMENT. 


Broadly speaking, the types of treatment adopted may be grouped under 

two heads : 
(1) Methods of overt suggestion. 
(2) Procedures of an analytical nature. 

The first group includes hypnotism and relaxation (with and without 
direct suggestion for recovery), and allied methods. The latter group may be 
subdivided as follows : 

(a) Psycho-analysis in the Freudian sense, one of the essential features 
being that the analyst plays an entirely passive role. 

(b) Psychological analysis. By this I mean methods in which the patient’s 
symptoms are explained to him in the light of their apparent etiology. Free 
association is little used, or not at all, but the patient is told to describe his 
life, and to discuss his feelings and attitudes to intimate matters, people, etc. 

(c) A method founded largely on that of Stekel, which I have found most 
useful. Dream analysis and free association are used, and the transference 
situation is analysed, but the analyst does not play an entirely passive role. 
Where advice appears necessary it is given, and if persuasion seems justified 
It is used. | 

Before proceeding to enlarge on the methods enumerated above, it would be 
as well to digress to give an account of the first interview with the patient. 
This is necessarily common to all the procedures, and such important decisions 
regarding diagnosis, prognosis, and above all, treatment, have to be made 
at this meeting, that it can usefully be described in detail, before proceeding 
to discuss the individual psychotherapeutic methods. 
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THE First INTERVIEW. 


Taking the history is very much like taking any other history. To say 
that it should be followed by a physical examination is redundant, but as 
this is always stressed, even by psychiatrists of the most unassailable standing, 
it is impossible to omit reference to it without the doubt arising that a psycho- 
therapist will neglect such an elementary procedure. 

The patient should be asked to state his symptoms, and to tell his story in 
his own words. The usual questions should be asked about sleep, appetite, 
loss of weight, suicidal tendencies, early childhood and family history. Leading 
questions, however, are best kept to a minimum, and should be put from the 
point of view of making a diagnosis, and not of establishing the etiology of 
the condition. My reasons for saying this are twofold: (1) An attempt to 
establish the ztiology at one sitting is frequently misleading, and (2) to do so 
means attempting to penetrate just those problems which may be most difficult 
for the patient, and this may be therapeutically harmful. For instance, the 
patient may be distressed by the behaviour of his father, who, we will assume, 
is a drunkard. He will have some scruples about revealing to a stranger this 
“skeleton in the cupboard °. To drag the information out of him at this 
early stage may be of use in revealing to the examiner one of the etiological 
causes, but is so doing of any therapeutic value ? What is of importance is 
that the patient should feel relief in unburdening himself. The matter he 
reveals is of little consequence ; in fact, trivial incidents frequently have the 
greatest emotional content. Yet this object can only be attained if the material 
is revealed spontaneously, or at least willingly. Where it is produced 
unwillingly, it may even have a prejudicial effect, the patient—not without 
reason—being upset by the lack of tact shown by the examiner. 

There are occasions, when time is short, where the therapist, hoping that 
he has the patient's confidence, may, and must, deliberately risk putting his 
finger on where he thinks the patient’s sore spot lies. The success of this 
method will depend on the therapist’s intuition and experience, and on his 
tact in making the point. It will also depend on the patient’s insight and his 
trust in the therapist. With all these variables there is a considerable gamble. 

At the first interview I believe it is much better to play the role of silent 
listener, reading between the lines to attempt to gain information about the 
patient’s attitude towards himself and his surroundings. I particularly avoid 
asking leading questions of a sexual nature, which are often needlessly 
embarrassing, and the answers often untruthful. 

In dealing with neurotic patients who are particularly sensitive, it is 
specially necessary to give the impression of being very understanding at the 
first interview. At the same time this should not be done at the expense of 
expressing opinions, because, although a patient may voice one opinion on a 
subject, he may underneath be prepared to hold a brief for the other side. If 
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the therapist comes down on one side or the other he will find himself in a 
“ Heads I lose, tails you win ” position. This is especially so when the patient’s 
attitude to other people is in question. It is very necessary for the patient to 
feel that the therapist is not a critic. I always say to the patient, “ We are 
concerned here with discussing causes of behaviour. I am only concerned 
with matters from a medical aspect, and not from a moral one ”. 

A practical difficulty I have come across at this juncture is the question of 
how much reassurance to give the patient. It is necessary at the outset to 
nd him of feelings of shame about his symptoms, but occasionally such reassu- 
rance is interpreted as a reason to avoid treatment of which he is feeling 
frightened, especially if analytic treatment is to come in question. A feeling 
of discontent with himself, I think, furnishes the patient with a valuable 
drive. 

I therefore say to the patient that other people have similar troubles, and 
that he need not be ashamed of his symptoms; but if I have the impression 
that the patient is going to seize on this as an excuse to himself to avoid an 
issue, I emphasize the inconvenience of his symptoms to him. Where, 
however, the patient is so ready to catch at straws to avoid treatment, the 
prognosis 1s correspondingly, though not inevitably, bad. 

Another question concerning reassurance is this: Is the patient to be given 
a hearty and unhesitating assurance of betterment, or is a more cautious 
prognosis more advisable ? Again this has to be a matter of judgment. Ifa 
patient appears suggestible, encouragement and reassurance are called for. 
With the hypercritical, introspective type I say something as follows: ‘I 
have treated cases like yours before with good results ; you will see how you 
get on for yourself. The proof of the pudding is in the eating!’’ Should I 
contemplate an analysis, I add: ‘‘ The method I am going to use does not 
depend on suggestion, but on undermining the structures causing your trouble.”’ 
My experience is that these patients are very convinced of, and even a little 
proud of being unsuggestible. Consequently, if they are assured that they are 
not going to be treated by suggestion, the suggestive features of the treatment 
will be enhanced. | 

In spite of telling the patient that he will see the results of treatment for 
himself, he will fairly soon repeat the quéstion of how he is and how he is going 
to progress. This is a natural and legitimate question, but unless the therapist 
stands firm it will be asked repeatedly and needlessly. I therefore reply that 
my answer is no different from what it was, and that the patient can see for 
himself how he is progressing. It is very undesirable that the patient should feel 
that he can take up time by the repetition of purposeless questions. 

Finally, it is as well to remember the gulf that exists between the mind of 
the patient and the sophisticated outlook of the therapist soaked in Freud. 
If this is borne in mind, such pitfalls as utilizing the initial consultation to put 
leading questions to elicit if the lady up from the country, depressed by her 
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husband's infidelities, is really a repressed homosexual will be avoided. I have 
heard of this being done ; the patient not only failed to return for treatment, 
but refused to see the doctor who sent her as well ! 


INDICATIONS FOR TREATMENT. 


Having taken the history, the essential problem is what is to be attempted 
in the way of treatment, and which of the methods enumerated is to be used. 

This is a difficult question to answer, as there are no clear-cut indications. 
It appears to me to depend on the following factors : 

(a) The nature of the patient’s complaint. 

(b) The patient’s psychological make-up, i.e., his intelligence, his 
attitude to his illness, his suggestibility, etc. 

(c) The time available. 

(The therapist’s own predilections will obviously also play a part; but as 
only an analysis could be expected to change these, the matter is too 
complicated to discuss.) 

It is simpler to take the points out of order : 

(c) As regards time, if this is limited, then an analysis is automatically 
put out of court. Similarly, lack of money makes analytic treatment impossible 
in private. | 3 

(a) Regarding the nature of the symptoms complained of, from my own 
experience I should be inclined to proceed as follows : 

Obsessionals.—I should use an analytic method in most cases, as I think it 
will be agreed that they are bad cases to treat by suggestion, hypnosis or 
persuasion. Where, however, the obsession is so bad that the patient con- 
tinually reiterates his complaint, I do not think a lengthy method like analysis 
would be justified, as it would probably be ineffectual. Where there is com- 
pulsive behaviour after treatment is well under way—say at about the end 
of a month—I should insist on the patient making a conscious effort to stop 
the acts in addition to the analysis. Where analysis is not possible or effective, 
suggestion can be tried. I have had a certain amount of success with it. 
Where nothing else can be done, the patient’s lot can be somewhat ameliorated 
by trying to persuade him to accept the symptoms as a disagreeable—very 
disagreeable—occurrence, but to attempt not to be troubled by the content 
of the obsession, and not to fight against allowing the ideas to enter his mind. 

Anxiety states—Again, possibly with a predilection, because analytic 
methods have to my mind certain secondary advantages which are discussed 
later, I should be inclined to give analysis a trial. I should try it for about 
a month, going on to three months if there is any sign of response, but if 
by then there is no further improvement, I should change to another method. 

It is my experience that those anxiety states where overt feelings of fear, 
such as tachycardia, feelings of faintness, nausea, are pronounced, are not 
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greatly benefited by analysis. Relaxation, with the suggestion of betterment, 
mav bring about relief, though patients usually have to continue to attend at 
regular intervals of a week or a fortnight. 

Where there is a general state of emotional tension, and where the patient 
experiences emotion in relating certain events accompanied by slight bodily 
twitching, I think a definite relief of tension comes about through abreaction 
and talking, and these cases do well from analytic treatment. Similarly, 
where there are obvious sexual phantasies in women—often very clear from 
their dreams—the translation of these symbols and the discussion of the 
phantasies may relieve nervous tension, though it may be replaced by overt 
sexual feeling, which in its turn may prove a problem of its own. 

Cases which—for want of a better term—are often classed as anxiety 
states, in which the patient complains of tight feelings in the head, feelings of 
giddiness, pains in the body, are in my opinion poor subjects for psychotherapy 
of any sort. Apart from a general inquiry into their history, I do not think 
analytic methods of much use, nor are these patients the pty Be that understands 
or appreciates this method of treatment. 

In cases where there is a specific anxiety, say in mer to going out alone, 
after some weeks or months the patient must be persuaded to conquer it. It is 
useful to suggest to the patient that while they are doing this they shall picture 
themselves lying at ease in the consulting-room, and thus divert the mind 
from their anxiety feelings, except, of course, when they are crossing the road ! 

Hvsterta.—Suggestion and persuasion are the accepted methods, though all 
hysterics are by no means easily suggestible. With hysterics I should be 
guided more by the make-up of the personality (vide infra) than the symptoms, 
though I should on the whole favour persuasive methods. 

Psvchoses.—A depressive state, an advanced paranoia or other advanced 
. psvchosis, would appeal to me as unsuitable for psychotherapy. (Freud, it is 
interesting to note, does not consider psycho- aes of use in psychoses, or 
at any rate in a psychotic phase.) 

As it may sound rather ambiguous to state categorically that I should not 
use psvchotherapy for psychotics, it may be of advantage to define what I 
mean by psychotherapy in this connection. I should define the term as an 
attempt to modify psychological states.by the adoption of some specific 
psychological method. The emphasis should be laid on the “ modify ’’ and 
the “ specific methods ’’. There is a tendency to regard psychotherapy 
as anything which influences a patient's condition through psychological 
—and not physiological—channels. <A bottle of coloured water may 
bring about improvement through its psychological effect ; a conversation 
on his own premises may temporarily pacify a paranoiac ; and five minutes’ 
conversation may console a normal person, but I do not think that the term 
“ psychotherapy ” is usefully employed to include such simple procedures. 

It might be better to coin a new term with a specific meaning, such as 
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“psychotherapeutic methods”. By this we should imply that a definite 
psychological technique is used with the idea of removing or modifying a 
symptom, i.e., it might be demanded (a) that the method should be able 
to succeed where the “bottle of medicine °’ has failed, and (b) that it should 
produce greater permanence in the result. I confess I shirk the issue of 
defining the latter accurately, but I think that symptoms should, in the absence 
of specific aggravating factors, remain in abeyance for some months at least. 

A psychological technique might include the use of physical methods— 
such as apparatus—specifically intended to have a suggestive effect on the 
patient. It would obviously include definite procedures such as an analysis, 
hypnosis and relaxation with suggestion, but when it comes to methods which 
can be applied by anyone with a flair for influencing others, such as persuasion, 
a more difficult point arises. Here the “ horse-sense’’ so beloved by some 
members of the profession (and others) may be all that is needed, but I submit 
that a “ little horse-sense '’, however beneficial, lacks the technical quality 
which makes it a therapeutic method. 

While obviously any definition of anything so controversial as psycho- 
therapy is bound to contain flaws, and to be open to criticism, if we adopt the 
definition given it does settle the point as to whether psychotherapy is indicated 
in, say, the case of psychoses. Conversations with psychotics may be beneficial 
and may temporarily modify behaviour, but personally I should not consider 
this to be psychotherapy. 

(b) The patient's make-up.—I should be guided by the following: If the 
patient were of the doubting, introspective, obsessive type, not able to relax, 
inclined to worry, and unable to accept advice, I feel an analysis would be 
the best possible line of approach. 

For an analysis I think a patient needs the following characteristics: He 
must be intelligent enough to understand what is being attempted, sufficiently 
pliable to be able to accept new ideas, and patient enough to give the method 
a chance. Above all, he must have ample psychological insight to enable him 
to perceive his own feelings and the relationship between them. 

On the negative side, he must not disclose a history of great instability, 
i.e., continual change of employment, as for instance, almost complete 
inability to control his impulses (a history of little serious attempt to stop 
them would strike me as worse than the actual occurrence of impulsive acts), 
etc. In cases like these I should fear undesirable incidents during the analvsis, 
and would certainly want the patient in hospital. 


METHODS OF SUGGESTION, 


There is not a great deal to be discussed in this section, as no novel methods 
have been used, nor has the technique differed from that adequately descnbed 
in books on the subject. 
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The method I adopt is to spend a few sessions inquiring into the patient’s 
history, etc., and in attempting to establish a transference. (The question 
of transference is discussed subsequently.) Treatment consists in telling 
the patient to lie down and relax completely. After a minute or two, he 
is told to concentrate on feelings of numbness and heaviness, which I suggest 
he will feel in his legs, and which will gradually steal all over his body. When 
the patient has relaxed I sometimes make suggestions to him that he cannot 
move his arm or leg. In patients where this is successful I use it as an argument 
to impress them that I now have a degree of control in which they will respond 
to the suggestions I am going to make. I often say that the symptoms are 
gong to be reduced in frequency and intensity, elaborating this idea if 
necessary. 

A useful device, I find, is to suggest that when the fears arise the patient 
will be able to ‘shunt his mind off them ”, that this will get progressively 
easier, and that by doing so he will find himself calm instead of frightened. 
With some patients I have found it beneficial to say that the symptoms must 
disappear, and that there is no question about it. I also encourage patients 
to continue their relaxation exercises at home. 


PROCEDURES OF AN ANALYTIC NATURE. 
(a) Freudian Analysts. 


As I am not a member of the Freudian Psychoanalytic Society, I am not 
in a position to discuss the detailed intricacies of a Freudian analysis, though 
the technique has a good deal in common with the method of Stekel (described 
below), which I use, except that the Freudian analyst is far more passive 
iride infra). 

The essential features of a full Freudian analysis are that the patient 
attends five sessions a week, the treatment probably lasting at least six months, 
and possibly for several years. During treatment the patient lies on a 
couch, and is instructed to allow his mind to wander and to say everything 
that comes into his mind, without reservation, in whatever order it comes. 
The analyst plays an entirely “ passive” role. He interprets the material 
produced by the patient according to psycho-analytic theory, but he gives 
no advice, nor does he in any way exert any authority or interfere with the 
patient’s life or behaviour—at least in a full analysis. The reason for this is 
that any interference by the analyst is considered harmful to the transference 
situation. The transference is discussed further on. 

This brief description of the Freudian method is included for the sake of 
completeness, and in order to assist those readers who are unfamiliar with its 
details in following some of the points discussed further on. 


(b) Psychological Analysis. 
There is little need to enlarge on what was said in the definition. 
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(c) “ Stekel’s Method.’ 


This is the method I use. It is similar to psycho-analysis, but the patient 
usually comes three times a weck, though it may be twice, but rarely four or 
five times. As stated previously, a certain amount of advice may be given ; 
dreams are made use of; and the method may be combined with persuasion 
or suggestion. l 

The following is a detailed account of what occurs, using this method : 

At the first session it is necessary to give the patient some indication of 
what is to be done. I try to give the patient a vcry brief explanation of the 
theory, avoiding the use of technical terms as far as possible. I find it difficult 
to avoid using the word “ unconscious ”, but I am not fond of it, as it so often 
leads to patients making remarks, such as “ That is my unconscious at work "’, 
or “I feel (or think) that unconsciously, doctor °. The objection to this is 
not purely a philosophical one of a contradiction in terms, but the more 
concrete objection that in doing this the patient is escaping the problem, as 
it is only another way of saying, ” Yes, it may be so”. I always insist that 
the patient commits himself to agreeing or disagreeing with what I tell him. 

For purposes of explanation, I resort to similes of the patient's troubles, 
comparing them to the dangerous iceberg which only shows a small part of its 
ugly structure above the surface, or make references to steam under pressure, 
and other obviously useful comparisons. : 

After this I ask the patient to tell me his life-story as far back as he can 
remember, urging him to give as much detail as possible. Most patients do 
this badly, especially in describing their childhood and their relationship to 
members of the family. On the other hand, I once saw a patient who had 
been told to write down his history, and who confessed with shame that he 
had not completed the task, he was tired by the time he had got to his 
tenth year, by which time he had run into a hundred pages ! 

After the first session, several sessions are devoted to talking along general 
conversational lines, after which I go on to use free association, with or without 
the use of dreams. The patient is told to he down and to try and let his mind 
drift, just as it does before going to sleep, not to direct his thoughts, and above 
all to say everything that comes into his mind. lf he has dreams I take out 
certain particulars and ask him to start his free association from those, stopping 
him when he appears to have got to what I consider an important point. 
This is open to the obvious objection that it is quite unscientific ; the only 
answer appears to be that therapy is not research, and that the therapist must 
make his decisions as a general physician does, by emphasizing what he considers 
important in his findings, and disregarding what he considers to be inessential. 

I tell the patient to write out his dreams, advising him to jot down notes 
before rising from bed in the morning. This has the dual effect of making 
the patient remember his dreams, and, by giving him a slightly uncongenial 
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task to perform, making him realize that treatment is something to be worked 
at, and not to be regarded only as an interesting side-line confined to the 
hour in the consulting-room. 


Difficulties of Association. 

The majority of patients have great difficulty with free association at 
the start. The difficulties are fivefold: (1) The patient is unaccustomed to 
allowing his thoughts to wander without control to order. (2) He feels foolish 
at producing a pot-pourri of thoughts without any apparent rhyme or reason. 
(3) He thinks certain thoughts too trivial to mention. (4) He declares his 
mind goes a blank. This, of course, is not actually so, but he does not recognize 
the thoughts which are of a trivial or perceptual nature. Though this blankness 
is often determined by emotional inhibitions, it must not be lost sight of that 
patients do differ in their introspective ability as well. 

(5) Apart from this, patients nearly always keep something back, such 
things being revealed only after weeks or months of treatment. These may 
not be of very great moment, but obviously must be something of which 
the patient has felt ashamed to tell. 

The difficulties in associating must at first be met by instances and explana- 
tions of what is desired, because it is not always quite clear to the patient. 
After this it is largely a question of winning the patient’s confidence so that 
he is not afraid to say what is in his mind. Apart from true resistance, with 
certain patients there is a good deal of what I suppose should be dignified 
by the name of “ resistance ’’, but in plainer language consists of a more or 
less vague dislike of the proceedings. 

Such patients come to treatment with a mixture of hope and curiosity 
that something may occur, but this is not enough to make them do what is 
unpleasant. Once this is apparent, the therapist has to be quite firm and 
outspoken, and point out to the patient that if he wishes to go on with treat- 
ment he has got to make the requisite effort. 

Posture.-—As stated above, once free association is started, I get the patient 
to lie down, or to sit reclining with his back to me. This method has the 
following advantages : 

(a) In the recumbent attitude it is easier for the patient to allow his 
thoughts to drift. 

(b) The patient is not distracted by the therapist. 

(c) It is far less tiring for the therapist—an important point when 
he has many patients to see. 

(d) The patient may hesitate to say things outright to the therapist's 
face, and is very much on the gui vive for any change of expression or 
gesture on the part of the latter, thus making it impossible for him to 
relax at all. 

Patients frequently protest at having to lie down, as it makes them feel 
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foolish. The position also often gives rise to sexual thoughts. This unusual 
posture may cause difficulty, but on the other hand, by forcing sexual phan- 
tasies to the surface, it may help to break the ice on what is usually a delicate 
subject for the patient. 


TRANSFERENCE. 


In certain cases, after an analysis has proceeded for some time (it may 
be a few days to a few weeks), the patient begins to develop an attitude 
in which, broadly speaking, he (or she) develops feelings either of an affec- 
tionate nature or of hostility towards the analyst. The feelings may vary 
from mild liking, or dislike, to feelings analogous to love or hate, their intensity 
differing according to the individual. 

The essential feature of a ‘‘ transference feeling '’, I should say, is that it 
must be irrational, and subjectively, not objectively, determined. A certain 
degree of like or dislike is bound to exist towards the doctor, as soon as the 
patient becomes acquainted with him, just as it exists for anyone else. But 
where it has a mainly rational foundation, 1.e., the doctor is liked because he 
has shown sympathetic understanding, or disliked because he was hurried, 
brusque, and terse, then I do not think this feeling can legitimately be ascribed 
to the transference. Obviously there must be a subjective element present, as 
all our attitudes are of necessity to some extent subjectively determined, but 
equally obvious is it that we should retain our sense of proportion, and not 
regard every action of the patient as primarily subjective. 

What is meant by transference is perhaps illustrated best by one or two 
instances : 

(1) Positive transference.—A woman patient brings along a dream of seeing 
a sailor whom she wants to hug her. “ Sazlor’’ makes her think: “ He had 
on a blue suit—like you wore the other day, doctor.” “ Hug” makes her 
think (with embarrassment) of being hugged by the doctor. At the same time 
hugging reminds her of how her father hugged her. 

As the doctor has not made any advances, the theory of this is that feelings 
relating to her father are now being “ transferred ” to the doctor. 

This paper is not concerned with theoretical implications. It is enough to 
state that these situations do occur, in which, for no objective reason, patients 
develop feelings for the analyst which are analogous to feelings felt towards 
some person who was of emotional significance to the patient in childhood. 

(2) Negative transference —A man patient of mine, physically strong, of a 
rather dejected, retiring personality, who felt a lack of interest and success in 
life, at about the sixth session began to complain that the analysis was no use. 
He admitted he disliked it. He then confessed, with much embarrassment, 
that I had annoyed him in three ways: I used the phrase “ Do you see? ” 
too often, also the phrase “ I mean ” ; and when I had asked him what came to 
his mind the previous session, I appeared to speak sharply about the association 
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he gave. “ I thought it was very unfair.” None of these seemed very convincing 
reasons why he should dislike the analysis or myself so much, so I got him to 


associate to “Do you see?” “I.C. My brother wrote those letters on a 
W.C.” In this closet the patient had some sexual experience as a child, of 
which he was rather ashamed. “J thought it was very unfair.” ‘I used to 


think it unfair that my mother paid more attention to my brother than me.”’ 
This was brought out with a good deal of feeling, and he told me how inferior 
he used to feel about his brother. After he had told me this his hostility for 
myself and the analysis evaporated (for the time, anyway), and he saw how 
irrational it had been. 

These are illustrative instances of transference. There is no doubt that 
the phenomenon occurs, and that patients appear to derive relief after the 
situation is worked out. 

Why the situation works itself out in this way, and not directly, is difficult 
to say. The fact remains that with some patients the transference does 
occur. It is a mistake, however, to suppose it occurs with all patients, for 
with some it never appears, and in these an analysis along straightforward 
lines is very difficult. 

Patients will sometimes ask transference questions ; that is to say, “ Do 
you think this very serious ? ” or “ How am I getting on ? ’’, in circumstances 
where there is no obvious reason for putting these questions. Some analysts 
make it an invariable rule never to answer questions, although the patient 
may be making use of this question to relieve his anxiety, or to avoid continuing 
some theme (I had a woman patient who would ask a question nearly every 
minute), it is equally obvious that there are times when these questions are 
perfectly genuine. 

I do not see why the therapist should always act as though he were devoid 
of any judgment; I consider he should answer or not according to the 
circumstances. I do make it a rule, however, not to answer questions in the 
middle of free association, but to treat them as part of the associations. The 
patient is told that any question to which he wants an answer must be put at 
the end of the session. 

Some other points of interest are as follows : 

The passivity of the analyst—Although some schools hold that the analyst 
should be entirely passive, I believe it is necessary for him to be an authority. 
This does not mean that the patient is to regard him as someone to be feared, 
but the patient must realize that he is expected to co-operate and conform 
with rules of treatment laid down by the doctor. 

Many neurotics (often with good cause) have a strong dislike of authority. 
If, therefore, they are face to face with a certain amount of discipline, it will 
bring out this attitude. Without it there is a type of patient who will regularly 
come late, miss appointments, and get satisfaction out of doing this instead 
of getting on with treatment. 
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It may be argued that this interferes with the free play of the transference 
situation. Quite possibly it does, but it appears to me that it is possible to 
take short cuts in treatment, in which case the interference with the trans- 
ference situation is not of such vital importance. Besides this, in quite a 
number of patients very little transference, if any, occurs. 


Duration of Treatment. 


This is one of the most important practical considerations, and one of the 
hardest questions to answer. I usually tell the patient I will try to give him 
a definite answer when I know a little more about him, i.e., after three or four 
sessions. After that my time-limit varies from two to three times weekly, for 
a period varying from one or two weeks, to approximately six months. I am 
inclined to agree with Stekel, who thinks that a definite end-point is an incentive 
to the patient; that if a cure be not effected then, it very likely will not be 
brought about by a longer treatment ; and that in long analyses the analysis 
becomes the neurosis. 


Abreaction and Understanding in Analysis. 


With regard to analytical procedures, in doing analysis it has always struck 
me that there are two separate factors at work: the intelligence and the 
emotions, varying according to the type of patient. It also seems to me 
that one of the essentials of an analysis, as opposed to other methods, is that it 
should bring about a release of emotional forces. The intellectual explanations 
given would appear to be of apparently little importance, except as aids to 
bringing about this state of affairs. I rather stress this point because a good 
deal is heard about the role which “ understanding ” plays in bringing about 
a cure. Understanding, in itself, seems to me to have little to do with it, 
unless by “ understanding” we mean an emotional revelation or something 
corresponding in intensity, and as self-evident quality to Descartes’ ‘ Cogito, 
ergo sum ”'. 

But such revelations are rare in analytical treatment ; the understanding 
which the patient obtains is of an intellectual nature, much as he learns 
psychology or physiology from a text-book. This plays a valuable part in 
itself, but is, I think, dependent on the following factors : 

Primarily there is a shifting of attention from the disagreeable symptom 
to something else on the mental horizon, namely, the study of the causation 
of the symptoms. The fact that this causation is in the patient himself has, 
moreover, the obvious advantage that, from its very nature, it is more likely 
to rouse the patient’s interest than anything else. Furthermore, the explana- 
tion May act as a suggestion in itself. I know of the case of a woman who, on 
complaining that she had a headache, was told that this was due to the fact 
that she had not dreamed the previous night. The headache immediately 
disappeared, and the cure was attributed to the fact that the woman now had 
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an understanding of the cause of her headache. The explanation, I may add, 
was not mine. 

As will be seen from the foregoing, I think that explanations along analytical! 
lines are of value, but I think it is important to keep clearly in mind which 
objective we are aiming at, viz., to try to bring about an emotional discharge, 
or to give the patient a distraction and a philosophy, and the feeling of being 
understood that the explanation will give him. The feeling of being 
understood is, of course, of an emotional nature, but does not correspond to a 
discharge of emotional energy such as was witnessed on occasions described 
in the treatment of war neuroses, where the revival of a memory caused an 
abreaction. Millais Culpin stresses the point that in hysterical blindness the 
explanation of the reasons why the blindness exists is not sufficient, but the 
unconscious psychological cause must be brought to light. 

From all this it follows that to some extent a different technique must be 
adopted in cases where it is desired to produce an emotional discharge, from 
those in which the patient is to be treated along more intellectual lines. In 
the former case, a situation should be made as real as possible, technical explana- 
tions would be kept to a minimum, and matters discussed in everyday 
terminology. If in his associations a patient comes to some difficult point, 
I think it sometimes pays to harp on this in the hope that something may 
break through. My own theory in this type of case is that relief is brought 
about by a discharge of some kind of energy. Thus it is a well-known 
phenomenon how restless we feel when a. word is “ on the tip of our tongue ”’ 
and eludes us, and how this feeling evaporates the moment the word has 
broken through into consciousness. 

With a good number of patients of the intellectual, introspective variety, 
little is to be expected in the way of abreaction, emotional crises, or transference. 
This should be recognized at the outset, and the more intellectual side of the 
treatment stressed. These patients are interested in the philosophical impli- 
cations of the theory of treatment, and it may profitably be discussed. 

It is desirable, however, to arouse emotion in these patients, if possible, but 
special devices of technique are needed. I have found some of the following 
devices of use in this and other types of patient : 

Methods of arousing emotion.—(1) Indirectly evoking a patient's pride by 
pointing out to him how he is wavering between his present tendencies and 
what he wishes to achieve. This indecisiveness is stressed repeatedly, and at 
the same time the factors holding him back are pointed out to him. Stekel 
ures the ingenious device of referring to obsolete and undesirable tendencies 
as infantile. The term is an excellent one: it has no moral significance, but 
acts as a powerful irritant. 

(2) Telling the patient vigorously that he is complacently accepting what is 
told him, that he is taking it as placidly as if someone else were under discussion, 
that he is not making an effort to verify or dispute what is being told to him. 
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The patient usually asks, not without reason, what more can he do than he is 
already doing ? This is often difficult to answer, but one has to be prepared 
to be considered both inconsistent and illogical in the cause of therapy! This 
is irritating to the therapist, but it is even more so to the patient, and I find 
that it nearly always has a good effect, as patients usually produce more 
material at the next interview. 

(3) In obstructive cases where the patient is not really pulling his weight, 
it is beneficial, if not already done, to set a time-limit to treatment. In addition 
to this, I have occasionally reminded patients that they are wasting their time, 
mine, and that of other potential patients. On the whole, I do not think such 
drastic treatment is very good, but I have known it to hasten matters 
considerably. 

On the other hand, I doubt if it be desirable for the therapist to remain 
too passive. As in everyday life, the patient may respond where he feels it is 
expected of him, whereas, unprompted, he quite naturally remains unresponsive. 
Merely analysing the patient's resistance does not strike me as always being 
enough. The reluctant bather, told that he is hesitating because previous 
experience has shown him the water is cold, will continue to shiver on the brink; 
whereas the presence of one critical small boy prepared to yell disparaging 
epithets will act as a powerful counter-incentive to overcoming his anxiety ! 

(4) Finally, after a period of sympathetic understanding, it is sometimes 
useful to force the patient to stand on his own feet by becoming blind to his 
point of view. Thus, a woman of 24, whom I had been treating for some months, 
had a good deal of fear and some antagonism towards her mother, with whom 
she was living. She decided to go and live by herself. Shortly after, she 
showed me a letter from her mother about which she displayed much emotion, 
saying how difficult her mother was whenever she wanted to do anything 
on her own initiative. Actually the letter was quite innocuous. When I 
pointed this out, the patient became very annoyed with me, and said bitterly 
that she thought at least I would understand. I remained unsympathetic, 
explaining that the patient must expect to receive some criticism; that the 
letter was not as unreasonable as she was making out; and that she had to 
accept the fact that the world is not populated by saints. Her annoyance 
continued for a further two treatments, after which improvement, which had 
been delayed until then, set in rapidly. 


CONCLUSION. 


To sum up, the following are points which would guide me in deciding upon 
which method of treatment to adopt : 
(1) If the patient has time, is intelligent, and has psychological 
insight, employ analysis, with or without persuasion (e.g., persuading 
an agorophobiac to commence going out). 
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(2) If the patient is suggestible, and has little time, use suggestion 
and/or hypnosis and/or persuasion. 

(3) Where analysis has been attempted, but is unsuccessful, or the 
patient turns out to be unsuitable, suggestion may be turned to. 

For a residue of patients who are unamenable to any of these methods, I 
use reassurance and medicine, and spend little’ time at it. I do not think it 
justifiable to spend long on these cases. There-are plenty of cases who need 
. and will respond to treatment, and in psychotherapy, as in other branches of 
medicine, we should not be too proud to admit that there are a large number 
of cases who are unresponsive to treatment. Moreover, the problem as to the 
amount of time the physician has to give personally to his cases is more acute 
in psychotherapy. l 

The point is one which raises certain practical issues. Because a patient is 
unresponsive or unamenable to psychotherapy, it does not mean that his 
sufferings are not real, or that he is not entitled to sympathy. There is no 
doubt an inclination to regard unsympathetically the “chronic neurotic ”’ 
who is apparently making no effort to get well, and there is no denying that 
even to the psycho-therapeutically minded (provided, of course, they have 
been sufficiently analysed to be able to be honest with themselves), these 
patients who remain ill even when they have had the most palpable ætio- 
logical mechanisms revealed to them are irritating, boring, and often a great 
nuisance. 

The question arises, though, are these patients really suffering from a 
complaint arising from unconscious psychological processes and conflicts ? 
When one thinks of the lives that these chronic out-patients often lead, the 
slums from which many of them come, the constant plotting to make both 
ends meet, and the strain, the noise and the discomfort under which many 
of them live, one is tempted to wonder whether it is perhaps not surprising 
that many of them have not got these complaints. I admit this is only surmise, 
and that neurosis occurs under comfortable circumstances, but it appears a 
reasonable speculation to attribute to fatigue many of the aches and pains 
which are referred to psychological clinics for treatment. 

If this is the case, then (a) obviously these patients are entitled to sympathy, 
and a sympathetic hearing, and (b) elaborate psycho-therapeutic procedure is 
not justified. For it does seem to me that as a result of psycho-analytic 
methods becoming fashionable, there is a quite unjustifiable tendency to allow 
patients to ramble aimlessly on with a sort of ill-defined and pious hope that 
“just talking’ is going to make them well. 

In practice, I think the solution is something along the lines adopted at the 
Maudsley, where cases considered suitable are referred for psychotherapy, 
while unsuitable cases attend monthly or weekly for some advice and medicine, 
as in any other out-patients’ department. While psychotherapeutic methods 
are so time-consuming, this seems to me to be the only system which is 
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ultimately fair to the very considerable bulk of patients who do need intensive 
treatment. 

One further practical issue arises from this—the tendency to isolate the 
psychotherapist from the diagnostic side. I think that at clinics the two 
functions should be combined. Ultimately, the person who does therapy is in 
the best position to decide which cases (at any rate, for himself) are the most 
suitable for treatment, while by seeing other cases he will help to retain a 
broader outlook than if he is seeing only a group of cases specially selected as 
being probably responsive to treatment. It is a point to be considered if the 
discussed psychotherapeutic clinics come into being. 

In conclusion I should like to add that if at times I have appeared somewhat 
bold or sweeping in my statements, this has been done with a purpose. 
It is exceedingly difficult, for instance, to analyse out those factors which would 
influence one in deciding what form of treatment to adopt. In attempting 
to define them, one is obviously on controversial grounds, and hard and fast 
rules are bound to be open to objections and criticisms. Nevertheless it 
appears to me that it is better to attempt a definite statement at the risk of 
contradiction than to remain safely non-committal on what appear to me to 
be some of the practical issues which arise in connection with treatment. 

In conclusion, I desire to thank Dr. Mapother, Superintendent of the 
Maudsley Hospital, as this paper is largely the outcome of work carried out 
there. I should make it clear that any views expressed are my own. 

* For those readers who desire further information and illustrative examples of psycho- 


therapeutic procedure, there is an excellent series of papers by Stekel in the Viennese monthly, 
the Psychoanalytische Praxis. 
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Clinical Notes. 


A CASE OF CAPGRAS’S SYNDROME IN THE MALE. 


By J. R. Murray, M.B., B.S., D.P.M., 


Assistant Medical Officer, Clavbury Mental Hospital. 


Ir was in 1923 that J. Capgras (1) first described the syndrome of non- 
recognition which has since come to be associated with his name. 

The original description has been followed by numerous papers concerning 
it, especially by French psychiatrists. 

In this country, Coleman (2), ın a paper concerned with various syndromes 
of misidentification and non-recognition, has advanced a _ psycho-analytical 
explanation of its genesis. He points out that the syndrome (the non-recog- 
nition of familiar persons with the postulation of imaginary differences, and 
the further expressed belief that the real person has been replaced by a 
double), has never been described in the male. 

Ewen (3) confirms this statement. It is this unanimity which prompts 
the publication of the following case-history. 

The patient, J. H—, a man, et. 26 on admission in 1930, is the second 
child of working-class parents. The father 1s a motor driver, of highly artistic 
temperament but lacking the education necessary to express himself. He is 
disappointed in his children, the patient’s elder sister, a capable girl, having 
severed all connection with her family since her marriage. His second child 
is the patient ; a younger boy is described as competent, but not clever. 

The mother was in domestic service before her marriage. She is a balanced 
individual, but much worried by her son’s breakdown. 

The father regards his son with soft sentimental feelings, and has always 
been inclined to “ mother ” him. 

The patient was a bad ‘‘ mixer’ at school, although a good scholar, with 
well-marked artistic leanings, gratified in his case by an unusual competency 
with the violin. He was a solitary individual, and did not play any games, 
‘owing to defective vision and a timidity born of an incident in which his 
spectacles were broken by a cricket ball. 

After leaving school he worked in various jobs. He had no difficulty in 
finding work and received good reports. At first he had as companions for his 
leisure the boys who attended Sunday School with him. When these began 
to find girls for themselves he began to get lonely and reserved. His shyness 
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was such that he could not make similar friendships for himself, although he 
would have liked to do so. 

Masturbation is noted at this time; its time of commencement is not 
known. At the age of twenty-one he lost his regular employment owing to an 
attack of pneumonia, and his recovery was followed by a series of temporary 
jobs. | 

Finally he obtained work with a firm of wood merchants. Here he did 
so well that he was promoted to indoor work, where he had to come in contact 
-with a number of girls. This seemed to have a bad effect on him, and after 
an abortive affair with one of them, he began to develop various obsessional 
trends, became worried and depressed, and began to take a morbid interest in 
“ Nature ”. l 

He disliked his work and was criticized by his foreman. At home he was 
contrary and restless. He began to be hypochondriacal, and constantly visited 
his doctor for medicine. He gave up his violin playing, seemed tired and 
weak and could not get up in the mornings. Eventually he had to give up 
work and was treated at home for a breakdown, chiefly signalized by depression 
and restlessness. His admission to hospital became urgent after an attempt 
to swallow Jeyes’ fluid. 

He was treated as an in-patient at the Maudsley Hospital for six months 
without improvement. He was then transferred to Claybury Mental Hospital. 

On admission, he was agitated and depressed, showing a very obvious fear 
reaction with ideas of reference. He constantly expressed fears that he was 
to be burnt alive or murdered, etc. 

He complained of hallucinations of hearing “ fool’’ and “ dreamer ” being 
shouted at him. Since that time, his reaction has been of the schizophrenic 
type with periods of semi-stupor. 

The following excerpts from his case-paper summarize his condition during 
the past five years . 

“ He has a confused puzzled look . . . manneristic, feels all sorts of 
harm will befall him . . . suddenly, and without obvious reason begins 
to walk backwards, is dull, retarded and confused . . . laughs fatuously 

. . semi-stuporose reaction, stares about him in a lost manner and appears 

unable to speak . . . ideas of reference, unworthiness and persecution 

in hallucination hears himself called “ Nancy boy’ . . . resistive, 
inaccessible and impulsive . . . requires hand feeding.” | 

As may be seen from the above, his reaction of fear merged into one of 
indifference. Although during the months before admission to Claybury his 
response to his father was a normal one, within two months of admission he 
commenced to refuse to speak to him. This attitude has persisted. The same 
attitude was displayed towards his mother. When he was visited by his 
parents he refused to admit their identity. If they brought him cigarettes or 
chocolates, he would refuse such gifts from strangers. 
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When his father obtained permission to take him for a walk in the grounds 
he walked a few paces in the rear to emphasize his non-acceptance of the 
situation. On more than one occasion, and in spite of much argument, he 
denied the identity of his visitors, saying they were doubles of his parents. 

The following summary of a conversation, held with him recently, illustrates 
his attitude, and incidentally displays his habit of using neologisms : 


Q. Who is it that comes to see you ? 
A lady and gentleman come to see me. 
Who are they ? 
The gentleman swears “ legless ’’ that he is my father. 
Is he like your father ? 
He is something like my father in his physical nature. 
How does that come about ? 
It must be electrotherdynamics in his body. 
Who is this person who claims to be your father ? 
The gentleman is not my father. 
How does it come about then that you ay “he is something like my 
pens in his physical nature ” ? 

A. He does not speak like my father or look like my father. 

Q. Is he, then, your father’s double ? 

A. He is my father’s double. I never saw a double of my father outside 
this hospital. 

Q. What makes you so sure that this person who claims to be your father 
is not your father? Is it some difference in appearance or speech ? 

A. I cannot tell you whether it is my hearing or my eyesight which tells 
me the difference. I cannot give away my secrets. 


PPPS re re eey 


During the whole time this symptom has been in evidence he has indeed 
no difficulty in recognizing other people, such as the doctors and nurses. 
Indeed he has shown acute memory for faces. 

To revert now to the psycho-analytical explanation of Capgras’s illusion of 
doubles suggested by Coleman. He states that it is only to be found in women 
because its origin is to be found in Freud’s (4) theory of the development of 
infantile sexuality and in the different course it takes in the girl and boy. 
With the end of the pre-CEdipal phase, and the arousal of the Œdipus complex 
at about the age of five, there is, in girls, a considerable alteration of the direction 
of the libido. The love directed towards the mother up to this point is now 
directed towards the father, with the development of hate towards the mother. 
This direct reversal of the previous current of emotion, it is argued, results in 
a sense of the insecurity of all that previously seemed secure, a readiness to 
doubt the reality of all external phenomena. When in later life a breakdown 
occurs, this unconscious trauma may show itself as Capgras’s syndrome. 

As in boys this direct reversal of the libido does not occur, rather a 
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strengthening of the previous bond to the mother, it is thought that the 
syndrome will not be found. 

Reviewing the history of the case described here there are certain features 
which strongly suggest a latent homosexuality. The patient is physically 
well developed, but of exaggerated complexion, the “ milk and roses ” type. 
His known difficulty in attaining adequate heterosexual adjustments and the 
revealing nature of the hallucinatory content, “ Nancy boy ’’, show that there 
is a dithculty of this order present. 

If we consider that the course of development of infantile sexuality in 
homosexual males follows the lines of that already described as typical in the 
female, we can see an explanation of the occurrence of Capgras’s syndrome in 
the case described. 

My thanks are due to Dr. G. F. Barham for permission to publish the case- 
history given above. 

References.—(1) Capgras, J., et Reboul-Lachaux, ‘‘ Hlusion des Sosies dans un délire svsté- 
matisé chronique ”, Bull, Soc. Clin. de Méd. Ment., January, 1923.—(2) Coleman, Stanley M., 
“ Mis-identification and Non-recognition "', Journ. Ment. Set, January, 1933.—(3) Ewen, 


Handbook of Psychiatry, p. 58.—(4) Freud, S., Introductory Leclures on Psycho-analysis, pp. 
208 ct s4. 


NERVE INJURY AND INTRAVENOUS INJECTION. 


By JoHN R. BEITH Ross, M.D., F.R.F.P.S.Glasg., 


Deputy Physician-Superintendent, Gartloch Mental Hospital, Glasgow. 


WHEN drugs are administered intravenously, the risk of causing injury to 
nerves in front of the elbow can be considerably minimized if the anatomical 
structure of this part is kept in mind. The operation appears to be so simple 
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that the novice is frequently permitted to dig his way to proficiency, with- 
out first having been the recipient of instruction or warning regarding the 
procedure. 

Nerve injuries are not infrequent following paravenous injections, nor 
even during repeated attempts to obtain blood for test. These injuries usually 
involve the branches of the medial cutaneous and lateral cutaneous nerves of 
the forearm, and cause disturbance of sensation on the inner and outer sides 
of the forearm respectively. As a rule the consequences are not serious, but 
owing to the anesthesia produced, the risk of accidental burning is increased. 
Damage to the median nerve, however, is a serious mishap, as it may incapaci- 
tate the patient in his work. Zutt reported five cases of severe nerve injurv 
following paravenous injections, three of which resulted in destruction of the 
median nerve and loss of use of the forearm. Furthermore, experience has 
shown that injuries to nerves following paravenous injections have almost no 
tendency to heal, and that the condition cannot be improved by operative 
exposure of the nerve. 

Reference to the diagram will show that on the inner side of the arm the 
basilic vein runs along the course of the median nerve and the medial cutaneous 
nerve of the forearm. The median basilic vein lies in front of the median 
nerve. The dorsal branch of the medial cutaneous nerve passes behind this 
vein, but the anterior or volar branch may pass either in front of or behind 
the vein (circle A). On the outer side of the arm, the cephalic vein may 
run close to the lateral cutaneous nerve of the forearm, while the median 
cephalic vein has branches of that nerve in front of and behind it (circle B). 
It will be observed that no nerves lie in the immediate vicinity of the median 
vein and distal ends of the median basilic and median cephalic veins (circle 
C). 

If possible, therefore, intravenous injections should be made into the 
median vein, and if this is impossible, then into the median basilic or median 
cephalic vein within the bend of the elbow, but never above it. There is 
always risk of nerve injury following paravenous injection above the bend of 
the elbow. 


Reference.—Zutt, J., Deutsch. med. Wochens. 1932, No. 34. 


Medico-Legal Notes. 


REX v. RAYMOND HENRY BOUSQUET. 


THIS case was tried at the Central Criminal Court on September 16, 1935, 
before Mr. Justice Porter. . 

The accused, æt. 30, was a professional boxer. He was a married man with 
three children, but he was, to use a common phrase, “ keeping company ” 
with a girl named Hilda Meek, æt. 20. Bousquet was very jealous of the girl 
having anything to do with other men. On the evening of July 10 she received 
a telephone call, and, in spite of her denials, Bousquet asserted that she was 
making an appointment with another man. He drew a revolver, and saying, 
“ This is for vou ”, he fired three shots at her, the third of which had fatal 
effects. He also shot the girl’s mother, but she recovered from the injury. 
Immediately after the shooting Bousquet said, “ I have done for Hilda and 
the old woman ”. He then unloaded the revolver, saying, “ I will leave it for 
the police; they both deserved it.” At the police station he said, “ I shot 
the girl I really cared for. She has broken my heart and ruined my life. I 
don’t care if I die to-night. Don’t think I am crazy, because I am not. I 
heard her on the ‘phone making an appointment for 10 o’clock. I bought the 
revolver in Montreal ’’. He had on his person a letter from him to her, saying 
that she had wrecked his life, that it was the end for both of them, that she 
would not get a chance to wreck anyone else’s life, and that she was “ going 
to die with him for a change”. A similar letter was found at his lodgings. 
The facts were not disputed, and the defence was that of “ insanity ’’, it being 
urged that the letters and statements were delusions. 

David Edgar, the prisoner's boxing manager, said that Bousquet fought at 
Newcastle about a month before the offence, was knocked down three times, 
and the fight did not last a round. The witness was of opinion that Bousquet 
was “ punch drunk ”. He received most of the blows on his head. On one 
occasion he was knocked down, his head striking the floor violently, and there 
was a slight discharge of blood from his ear. Dr. Tennenbaum, medical officer 
at ‘ The Ring ’’, Blackfriars Road, also regarded Bousquet as being “ punch 
drunk ". After a fight, about seven months before, he complained of diplopia 
and insomnia, was unstable in his walk, and was depressed. Having regard 
to the state of the prisoner’s brain, the witness was not surprised at the sudden 
attack made upon the girl. The prisoner would not appreciate, at the time, 
the nature and quality of his act. Ted Lewis, a former boxing champion, 
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stated that he had seen Bousquet’s last fight, and considered that he should 
not have been allowed in the ring. 

The expression “ punch drunk ” appears to be in ordinary use in boxing 
circles, and implies that the fighter takes unnecessary punishment, and has 
not the spirit to put up a good defence. When a man reaches this condition 
he is useless for anything more serious than sparring exhibitions. With regard 
to the alleged suddenness of the attack on the girl, the prisoner’s letters and his 
possession of the loaded revolver must be duly considered. Bousquet did not’ 
give evidence on his own behalf. 

Dr. H. A. Grierson, senior medical officer of Brixton Prison, stated that he 
had heen unable to find any evidence of insanity in Bousquet, whom he had 
kept under observation for about two months. Asked whether the blows on 
the head had any effect upon Bousquet’s brain, the witness replied that no 
definite statement could be made in either direction. 

The jury, after a short absence from court, found Bousquet “ Guilty ’’, and 
sentence of death was passed. 

The case came before the Court of Criminal Appeal on October 14. No 
new evidence appears to have been produced, and little more was done than 
to urge again the plea put forward at the original trial. The appeal was 
dismissed. The Lord Chief Justice, who presided, gave judgment on the 
strict terms of the McNaghton criteria, laying stress upon the fact that the 
primary necessity was for the defence to establish that the accused suffered 
from a disease of the mind, and that, in consequence of such disease, he suffered 
from a defect of reason. Only when those conditions had been satisfied could 
the accused’s absence of knowledge of the “ nature and quality’’ or the 
“ wrongness "’ of the act be considered. He referred to the defence of insanity 
as “ the almost invariable makeweight in capital cases ’’, and to the absence of 
such a defence in other criminal cases. The latter, undoubted fact gives 
occasion for considerations on capital punishment, but these would be out of 
place in this particular connection. 

The death sentence was carried out on October 29. 

M. HAMBLIN SMITH. 


A CASE OF EUTHANASIA AND SUICIDE. 


AN inquest was held at East Ham on November 1, 1935, upon the bodies 
of Michael Stern, æt. 26, an analytical chemist, and his wife, Bertha Stern, 
æt. 23. They had been married for two years. The husband was a patient 
in East Ham Memorial Hospital, suffering from pulmonary tuberculosis. His 
condition was regarded by the hospital medical staff as being hopeless, and of 
this fact his wife was aware. The evidence was that the wife administered a 
solution of sodium arsenate, in milk, to the husband, and then drank some of 
this poison herself. As a result, they both died. The newspaper report does 
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not make it quite clear whether there had been an agreement between the 
couple to die in this way, or whether the initiative was taken by the wife. 
The jury returned a verdict of murder against the wife in respect of the death 
of her husband, and of suicide while of unsound mind in respect of her own 
death. 

The main interest of the case lies in the comments which were made at the 
inquest. The foreman of the jury is reported as saying, “ To brand her ” (the 
wife) “ as a murderess, when that young woman has acted so wonderfully 
bravely, and in such a self-sacrificing manner, makes it really difficult for us. 
It is only that the laws of the land insist on the form of verdict. Otherwise, 
the word murder is horrible, and none of the jury would use such a word in 
such circumstances ’’. The coroner is reported as having spoken of the wife’s 
“wonderful act ”’. 

Recent cases appear to indicate that interest 1s being focused upon the 
subject of euthanasia. It is said that influential support is promised for a 
Bill dealing with this matter, which is to be introduced into Parliament. It is 
not unlikely that some form of inquiry will be instituted. We can but hope 
that the reference of such an inquiry will be wide enough to include the whole 
question of homicide and suicide, for the law and practice on these matters is in 
a condition which can only be described as chaotic. 


M. HAMBLIN SMITH. 
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Part II.—Reviews. 


A Text-book of Medical Psychology. By ERNST KRETSCHMER, M.D. 
Translated, with an introduction, by E. B. Strauss, M.A., M.D., 
M.R.C.P. London: Oxford University Press, 1934. Price 15s. 


Kretschmer’s name has, in this country, been mainly associated with the 
study of physique and character, and it is meet that we should now be presented 
with a work that will enable the English public to appreciate better the breadth 
and quality of the author’s knowledge in every branch of psychiatry. 

The field surveyed is undoubtedly large, as will be seen from the following 
summary of contents. Part I, comprising five chapters, deals with the chief 
mental functions, the line of approach being predominantly an anatomo- 
physiological one, with the exception of the first chapter, which is more 
metaphysical—indeed, too much so for the average non-medical student, to 
whom the book seems in part to be addressed. Then sensation, percept and 
concept are dealt with, as also “ gestalt ’’ and eidetic imagery, cerebral localiza- 
tion, and the principle of neurological, striatal and cortical levels. A neuro- 
logical distinction is drawn between affect and impulse, the relation between 
the former and endocrine functions being stressed. 

The three chapters of Part IT consider the development of imagery, affec- 
tivity, movement (rhythmical and reflex), instinctive action and deliberate 
action. Ambivalence is here partly equated with reciprocal innervation. 
Then comes a discussion of primitive hypnoic and hypobulic mechanisms, and 
the nature of the sphaira (Kretschmer’s term for “ the unconscious ”’ of analytic 
schools). Primitive symbols are instanced and accounted for as preceding 
verbal concepts, in contrast to dream symbols that are substitutes for such 
concepts and resorted to as the result of a regression. Hysteria and other 
primitive psychomotor expressions are also mentioned. 

Part III is concerned with instincts and temperaments. The instincts 
are somewhat indefinitely described, and though the influence of psycho- 
analytic and other schools ts here clearly discernible, yet the resulting impres- 
sion is very diffuse and hazy, largely because the sources of the various 
ideas or theories used are not given, and the terms borrowed (e.g., repression, 
sublimation, father-ideal) are not always used with the sharpness of meaning 
that they require. Kretschmer’s view of the genesis of anxiety, for instance, 
is Just near enough to the psycho-analytic one to imply agreement, and vet just 
sufficiently different to be misleading. The temperaments and their physical 
concomitants come next, and are, as might be expected, well described, though 
a little more space and deliberate expansion would have increased the clarity 
of this section, 

Personality and reaction types form the basis of Part IV. Intelligence and 
character come first, and suppression is defined much in the usual way, but 
it is not sufficiently brought out that suppression is merely a form of obtaining 
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inhibitory control of the final common pathway without the inhibited impulse 
becoming in any way less ‘“‘ conscious’’. The over-determination of ideas is 
very well done, and it is shown how the combination of impulses towards a 
common goal is primarily an unconscious function, and how the highest ethical 
drives are clearly conscious, but not as strong as usually believed, while the 
instinctive and primitive components of complex motivation are less clearly 
realized, but more powerful. In this section a good survey is undertaken of 
the psycho-pathological expressions of sex, self-defence and sustenance impulses, 
together with such “ social sentiments’’ as isolation, loss of relatives, pro- 
fessional dithculties, resentment and struggle for power. Unfortunately, 
here, again, we find psycho-analytic terms incorporated, but given a meaning 
different from the usual, e.g., ego-ideal. Next comes a description of primitive 
reactions—explosive, short-circuited, hyponoic and hypobulic, dissimulation 
and repression (!)—and of personality reactions—asthenic, sthenic and autistic. 

Part V, on practical medical psychology, begins with a scheme of case- 
taking. Our old friends the intelligence tests again make an impressive show, 
but are not followed by any adequate description of or reference to tests devised 
for assessing the affective and conative aspects of the personality, such as have 
been so extensively developed in America; nor is any allusion made to the 
factor-testing that has been elaborated by Spearman and his followers in this 
country. The “ psychobiogram ” that follows is a staggering instance of the 
endless tabulations and subdivisions that in any case-record probably defeat 
their own end. To list out defects or peculiarities of physique, of intelligence, 
of temperatment, of impulse, of social attitudes, etc., all neatly arranged in 
lines and columns, seems so inadequate and mechanical. One longs at times 
for the old type of book where the author’s keen observation and literary 
capability produced much more accurate a picture of the patient as a whole 
than any that can be gleaned from all the lists, test-scores, character-diagrams 
end other schematic refinements of the modern manuals. 

The final section, on psychotherapy, is of no small value. One recognizes 
here the practician of personality and experience, and his hints on the various 
non-analytic methods of treatment are useful. His analytic outlook is com- 
pounded of a partial (one feels tempted to add grudging) acceptance of psycho- 
analvsis, with a large admixture of Adlerian and non-sectarian influences, and 
a leaning towards Jung in the matter of the re-education of the patient and 
the mentorship of the physician. If only these different influences had been 
properly named and disentangled, a clearer view would have been obtained 
of the author’s standpoint. 

The book thus contains much of value and interest, especially for those who, 
being already versed in the subject-matter, can understand with half a word, 
can elaborate for themselves the many implications that are not followed up, 
and can recognize under the guise of new terms concepts with which they have 
become familiar from their reading of other schools. It is doubtful, however, 
whether a book can be all things to all men, and it seems unlikely that non- 
medical readers will glean here very much of either psychology or medicine. 
The book's deficiency in this respect is, in part, due to the way in which physio- 
louv, psychology, ethnology, physique, medicine and psychotherapy are all 
compressed into 200 pages, but it probably results also from the somewhat 
heavy involved style and the numerous technical terms scattered about and 
used without sufficient definition. 

Although the appeal made by this book may not be as wide as the trans- 
lator would hope, the work is certainly of value in introducing the technical 
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reader to a psychiatric view-point which is undoubtedly of importance, and 
represents a school that is insufficiently known in this country. 
J. ERNEST NICOLE. 


Pellagroide Dermatosen an Geisteskranken. By Paur J. REITER 
and JAKOB JAKOBSEN. Copenhagen: Levin & Munksgaard, 1935. 
Pp. 125. Price M. 5.00. 


Systematically examining all patients on a certain day in St. Hans 
(Mental) Hospital, the authors of the present monograph found 182 cases of 
pellagroid dermatoses among 955 patients, i.e., in 19°3°%. The positive 
findings were most frequent in encephalitis (60°), then schizophrenics followed 
(21°4% ); the smallest percentage was found in manic-depressive insanity 
(8-4). Only 14 cases are regarded as genuine pellagra, having diarrhcea, 
stomatitis and neurological symptoms (besides the skin eruption). Comparing 
the frequency of pellagra and other skin diseases, the authors observed 
that in dementia precox pellagra is 50°, more frequent than all other skin 
diseases, and in encephalitics only pellagra was observed. | 

Estimating the influence of food in the ztiology of the disease they examined 
881 prisoners, who were similarly fed, as a control; they found pellagroid 
dermatoses only in 4°5°4, and there were only 2 cases of pellagra (and even 
those were doubtful), whilst all the other dermatoses were much more frequent 
in prisoners than in mental hospital patients. Therefore the direct influence 
of food may be excluded. 

Careful analysis of the findings leads to the conclusion that the pellagroid 
dermatoses must be regarded as neurogenic, not as true pellagra. True 
pellagra—in schizophrenics and others—may be due to disturbances of resorp- 
tion. The latter would be accounted for by the disturbances in the gastro- 
intestinal tract previously described by Reiter. 

The neurological symptoms are assumed to be a reaction of the diencephalon 
to a severe entero- (hepato-) genic intoxication, not specific for pellagra, as 
Reiter previously observed similar ones in the cases referred to above. 

Finally some effects of pellagra on the clinical picture are described, and the 
suggestion is put forward that some atypical features, especially in manic- 
depressive psychoses, may be due to pellagra. 

These careful investigations deserve the interest of all psychiatrists, since 
they open up some very remarkable perspectives. The surprising numerical 
results should be compared with the figures in other countries. 

7 E. GUTTMANN. 
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Part III.—Epitome of Current Literature.* 


1. Anatomy and Physiology. 


The Internal Secretion of the Cerebellum [La secrezione interna del cervelletto]. (Il 
Cervello, vol. xiv, p. 339, Nov., 1935.) Senise, T. 

Reference is made to the tonic, sthenic and static action of the cerebellum, and 
to the atonia, asthenia and astasia of cerebellar, especially dentate nuclear, lesions. 
Since these three functions are histologically inseparable, the author is led to 
believe that the dentate nucleus, and its accessory nuclei, produces an internal 
secretion. H. W. EppIson. 


The Experimental Production of Herpetiform Eruptions [Sulla riproduzione speri- 
mentale dell'eruzione erpetica nell'uomo e sulla cosidetta “ meningite erpetica ’’;. 
(Riv. di Neur., vol. viti, p. 507, Oct., 1934.) Jacchia, L. 
The author describes cases in which the intrathecal injection of twice-distilled 
sterile water resulted in the appearance of herpetiform eruptions on the face, 
cornea and buccal cavity. The subjects were human and animal. 


H. W. EDDISON. 


Electrical Phenomena in the Cerebral Cortex |Ricerche sui fenomeni elettrici della 
corteccia cerebrale]. (Riv. di Neur., vol. viti, p. 212, April, 1935.) Gozzano, 
M. 

Rabbits were made the subjects of examination. After describing the normal 
electrical curves, the author proceeds to describe his results. Mechanical 
stimulation of the sensori-motor cortex led to diminution in amplitude, or the 
disappearance of the normal curve and its replacement by minute oscillations of 
great frequency. 

The local application of strychnine produces characteristic changes in the 
bio-electric curve, and the author discusses the bearing which they may have upon 
some forms of epilepsy. H. W. Eppison. 


Reactions of a Dog after Removal of the Cerebral Hemispheres. (Brain, vol. lviit, 
p. 412, Sept., 1935.) Lebedinskaia, S. I., and Rosenthal, J. S. 


The authors operated on a young dog. They removed his cerebral hemispheres 
by two successive operations, and did not damage the subcortical matter. 

Their conclusions were: A small portion of the cerebral cortex is sutħcient for 
the establishment of conditioned reflexes. The motor disturbances consequent 
on the removal of the hemispheres pass away almost completely in time. Sleep is 
deeper and sounder than in normal dogs, owing to the absence of the cortex, which 
is a more sensitive mechanism to internal and external stimuli than the subcortical 
matter. All functions dependent on the subcortex remain satisfactory. Hemi- 
sphereless dogs lose sight and smell, but taste remains more or less normal. 
Cutaneous sensibility to mechanical and thermal stimuli is lowered, but the uncon- 
ditioned orientation reflex to sounds and noises is preserved. Exploratory 
movements of the head are preserved. The mating instinct may be preserved, but 


* A number of abstracts in this section are reproduced from Chemical Abstracts by kind 
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incompletely; food cannot be found without assistance. No fits or convulsions of 
tonic type occurred. G. W. T. H. FLEMING. 


The Origin of the Berger Rhythm. (Brain, vol. lviii, p. 323, Sept., 1935.) Adrian, 
E. D., and Yamagiwa, K. 

The writers found that the potential change over the head reaches a maximum 
in the occipital region, the focus of activity on either side of the mid-line moving 
within an area which extends laterally for 2-24 in. and upwards from the inion for 
about 2 in. 

The focus of activity of the Berger rhythm is in the occipital part of the cortex. 
The failure of the rhythm when the eyes are open, the authors think, is due to 
increased but asynchronous activity. The rhythm also fails from diminished 
activity of the cortex, as in very deep sleep or narcosis. Potential changes in the 
scalp, with a reasonably large effect, only occur outside the occipital lobe in con- 
ditions which favour an abnormal degree of synchronization, i.e., in epileptiform 
attacks. G. W. T. H. FLEMING. 


Shivering: A Clinical Study, with Especial References to the Afferent and Efferent 
Pathwavs. (Brain, vol. lviii, p. 220, June, 1935.) Uprus, V., Gavlor, G. B., 
and Carmichael, E. A. ; 

Shivering is independent of pyramidal, thalamic and cerebellar integrity, 
although the type of tremor produced is modified by cerebellar dysfunction. The 
effective stimulus is a falling blood temperature acting directly on a “centre ’’, 
or on a thermo-sensory mechanism capable of stimulating the shivering “centre ”. 

The downward pathway from the “centre ’’ is either by the tecto-spinal or rubro- 

spinal tract. G. W. T. H. FLEMING. 


The Frontal Lobe in Man: A Clinical Study of Maximum Removals. (Brain, vol. 
lviii, p. 115, March, 1935.) Penfield, W., and Evans, J. 

Large amputations of the frontal lobe, provided the precentral gyrus be left 
intact, produce surprisingly little disturbance of function. There was no distur- 
bance of the control of micturition, no forced grasping, no alteration of tone in the 
extremities or in the activity of deep or superficial reflexes. Relatives reported 
a marked improvement in the patient's temper! Insight and capacity to follow 
instruction were unimpaired, but initiative and capacity for planned actions were 
clearly defective. G. W. T. H. FLEMING. 


Lesions of the Central and Peripheral Nervous Systems Produced in Young Rabbits by 
Vitamin A Deficiency and High Cereal Intake. (Brain, vol. lviii, p. 141, 
June, 1935.) Mellanby, E. 

Rabbits were fed on a diet deficient in carotene and vitamin A until abnormal 
movements and general behaviour indicated widespread pathological changes in 
the nervous system. The addition of 1-3 mgrm. of pure carotene or some source 
of carotene to this basal diet prevented the development of the symptoms. 
Vitamin A had the same protective effect. Degenerative lesions were only found 
in the first and second neurons of the afferent side of the nervous system. No 
degeneration was found in the vagus nerve. In the central nervous system itself 
the fibres affected were mostly ascending, and included the dorsal and spino- 
cerebellar, the dorsal and spino-reticulo-thalamic tracts and the tracts of the 
dorsal columns. Some of the descending fibres sutfered, including the rubro-spinal, 
the dorsal longitudinal bundle and the vestibulo-spinal, all of which are associated 
with the mid-brain or medulla. The pyramidal tract generally escapes. Degenera- 
tive changes of different degrees were seen in the nerve-cells as well as in their 
conducting fibres. In the mid-brain the red nucleus and the dentate nucleus and 


sometimes the third nucleus occasionally show some abnormalities. 
G. W. T. H. FLEMING. 
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The Effects of Lesions of the Dorsal Spino-cerebellar Tract and Corpus Restiforme in 
the Macacus rhesus Monkey. (Brain, vol. lviii, p. 174, June, 1935.) Ferraro, 
1., and Barrera, S. E. 


Section of the dorsal spino-cerebellar tract in Macacus rhesus produces ipsilateral 
weakness of the limbs, slight hypotonia, diminution of the reflexes, slight dysmetria, 
and, in the acute stage, a diminution in the hopping and placing reflexes ; occasionally 
in the acute stage, the animal tends to fall toward the side of the lesion while the 
ipsilateral limbs at rest assume abducted postures. These symptoms all disappear 
in time except slight loss of elasticity in the ipsilateral limbs. Section of the 
restiform body gives symptoms of the same type, only more pronounced, and the 
higher the lesion the more pronounced the symptoms. Section of the restiform 
body never gives rise to forced postures or movements, such as rotation round the 
long axis of the animal, or deviation of the head or chin to one or the other side. 
These symptoms only appear when the vestibular apparatus is also injured. The 
lesions of the dorsal spino-cerebellar tract in the higher cervical segments of 
the cord are followed by disturbances in the ipsilateral upperextremity. Part of the 
cerebellar representation of the upper limbs must be established through the dorsal 
spino-cerebellar tract. There is also another pathway which connects the posterior 
column with the cerebellum by way of the external cuneate nucleus. 

G. W. T. H. FLEMING. 


Pain © The Peripheral Pathway. (Brain, vol. lviii, p. 216, June, 1935.) Sturup, 
G. K., and Carmichael, E. A. 

In man, the peri-arterial plexus does not serve as an afferent pathway for pain 
from the periphery. No pain impulses from the digits of the upper limb reach 
the central nervous system by passing along the peri-arterial nerves to the 
sympathetic ganglia, thence by the rami-communicantes to the posterior roots and 
so to the spinal cord. G. W. T. H. FLEMING. 


Effect of Potassium Chloride on a Sympathetic Ganglion. (Journ. Physiol., vol. 
lyxxiv, pp. 12-14, 1935.) Brown, G. L., and Feldberg, W. 
Potassium chloride, in addition to liberating acetylcholine at the nerve terminals 
of a normal ganglion (cat), has a direct stimulant action on the ganglion cells, as 
well as a paralytic action in larger doses. E. D. WALTER (Chem. Abstr.) 


Quaternary Ammonium Salts and the Action Currents in Nerve. (Journ. Physiol., 
vol. lxxxiv, pp. 90-110, 1935.) Cowan, S. L., and Ing, H. R. 

Me,NI, Me, NCI, strychnine methiodide chloride and strychnine ethiodide 
chloride, in concentrations of 1-50, I-50, 1 and r0 millimolars per l. respectively, 
were without any appreciable effect on the action current in Maia nerve. Curarine 
chloride in a concentration of 5 millimolars per l. was without appreciable effect. 
A 50 millimolar solution of Me,NCI in AgCl-saturated sea-water abolished the action 
current. A solution of 10 millimolars per 1. of Me,NCI or 3 millimolars per 1. of 
curarine chloride did not reduce the response of a crab nerve-muscle preparation 
to stimulation through the nerve. Me, NCI, Me, NI, octyltrimethylammonium 
iodide and strychnine methiodide in concentrations of 2, 2, 2 and 1 millimolars 
per l. respectively were without effect on the action current in frog nerve, even 
when the nerve was asphyxiated after poisoning and allowed to recover in oxygen. 
When the frog nerve treated with any one of these solutions was in contact with 
solid AgCl the action current was diminished or abolished. 

E. D. WALTER (Chem. Abstr.). 


Thermal Shortening of Nerve. (Amer. Journ. Physiol., vol. iii, pp. 159-68, 1935.) 
Schmitt, F. O., and Wade, L. J. 

Peripheral nerve shortens when heated, the amount of shortening and the 

temperature range depending on the type of nerve and the experimental conditions. 
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Heat-shortened nerves tend to elongate somewhat when cooled. They show 
striking elasticity, and can be stretched reversibly to their original length without 
rupture. These facts place nerve in the same category as the collagen fibrils of 
tendon and skin, and indicate the presence of oriented protein primary valence 
chains in the axis cylinder. E. D. WALTER (Chem. Abstr.). 


Solvation and Desolvation of Nerve. (Amer Journ. Physiol., vol. iti, pp. 169-76.) 
Schmitt, F. O., and Wade, L. J. 

Solvating agents such as formamide, thiocyanate, acids and alkalis produce 
shortening and increase in weight of nerve even at room temperature, and the 
temperature of thermal shortening is greatly lowered. Desolvation, as by the 
action of toluene, ether, etc., may produce shortening and increase in the 
temperature range of thermal shortening. Unification of the micellar structure 
by tanning with osmic acid, etc., greatly increases the temperature of thermal 
shortening. Experiments with each reagent have been done on frog sciatics, 
bullfrog motor roots and claw nerve of the lobster. The results are considered as 
ev idence of the existence in the axis cylinder of long protein primary valence 


chains oriented parallel with the long axis of the fibre. 
E. D. WALTER (Chem. Abstr.). 


Action of Acetylcholine on the ‘‘ Sleep Centre’’. (Journ. Physiol., vol. lxxxiii, $. 42, 
1935.) Dikshit, B. B. 

Trephine holes were made in the skulls of cats under deep ether anæsthesia and 
the animals allowed to recover. A week or more after the operation small doses 
of acetylcholine (o:1-0:5) were introduced into the lateral ventricle of the brain 
or deeper into the hypothalamic region. A condition closely resembling sleep was 
produced. The effect came on 10-30 minutes after the injection and lasted for 2—3 
hours. Control injections of normal saline produced no definite effect, while 


injections of 0-1 mgrm. of pilocarpine nitrate caused excitation. 
E. D. WALTER (Chem. Abstr.). 


The Phenomenon of Inversion in the Action of Acetvicholine. (Arch. Intern. Med. 
Exptl., vol. ix, pp. 481-517, 1935.) Dainow, I. 

A reversal of the vaso-dilating action of acetylcholine was observed in several 
instances during its use as a therapeutic agent. The reversal was associated with 
hypo-calcemia. The vaso-dilating action of acetylcholine in animals was intensified 
by hyper-calcemia. E. R. Main (Chem. Abstr.). 


The Acetylcholine Equivalent of Nervous Tissue. (Journ. Physiol., vol. lxxxiv, 
pp. 259-62, 1935.) Barsoum, G. S. 

The term “ acetylcholine equivalent ” is used to mean the apparent concen- 
tration of acetylcholine chloride as established pharmacologically. The splanchnic 
and vagus nerve-trunks of a dog appear to contain a higher concentration of acetyl- 
choline than any other tissues from this animal. When kept at room temperature, 
alcohol extracts of tissues lose part of their activity as measured on the eserinized 
leech. Much of this lost activity can be regained by treating the extract with 
trichloracetic acid. E. D. WALTER (Chem. Abstr.). 


X-Ray Diffraction Studies on Nerve. (Radiology, vol. xxv, pp. 131-51, 1935.) 
Schmitt, F. O., Bear, R. S., and Clark, G. L. 

The diffraction patterns of fresh and dried medullated and non-medullated 
nerves are described. Medullated nerves are represented by the sciatic, motor and 
sensory roots of the frog and cat and by the corpus callosum of the cat; non- 
medullated nerves by the claw and leg nerves of the lobster and crab. The pattern 
of fresh medullated nerve is probably due entirely to orientated fluid crystals of the 
myelin sheath, for it can be reproduced fairly completely in preparations made 
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by rubbing up a benzene extract of spinal cord with water. The fundamental 
agregate of these fluid crystals appears to have dimensions of 4:7 x 9'4 x 171 A., 
the various lipoids being associated in a mixed crystal fashion. The crystal spacing 
les radial and perpendicular to the long direction of the axon. This means that 
in thinly myelinated fibres the myelin sheath is composed of but relatively few 
lavers of these orientated lipoids associated end toend. With the exception of the 
equatonal sickles at 11-5 A., the patterns of dried medullated nerve can be 
reproduced by dried extracted lipoids. Rings with spacings characteristic of 
phosphatides and of cholesterol can be identified in the pattern of dried nerve. 
Drving disorientates certain of the components of the myelin, leaving others fairly 
well orientated. 

Heating frog sciatics causes a disorientation of the lipoids which appears to 
occur at or about the same temperature at which the action potential is extinguished. 
Higher temperatures which cause maximal shortening have little further effect on 
the X-ray patterns. Patterns of frog sciatics treated with cyanide until the action 
potential was blocked departed little from the normal. To study the structure 
of the axis cylinder, lobster and crab leg and claw nerves were used. These nerves 
have in the past been assumed to represent pure axis cylinder, containing little or 
no connective tissue or lipoids. This assumption has been shown to be incorrect 
by chemical analysis and by histological investigation. The lipoid content may 
be as high as 25-30°, of that of the white matter of mammalian brain. Connective 
tissue is by no means negligible ; there is interfibrillary connective tissue as well 
as nbrous material closely adherent to each fibre. There is also a sheath which 
appears to be comparable to the Schwann sheath. These facts greatly complicate 
the analvsis of the axis cylinder, since the proteins of the axis cylinder give spacings 
similar to those of collagen of the connective tissue. Artificial fibres spun from the 
nucleo-proteins of lobster nerves, though fairly strongly positively bi-refringent, 
indicate no orientation in their diffraction patterns. A ringat g:I-11°5 A. represents 
the proteins. Even though these fibres were spun from fat-extracted protein, 
rings at 48, 23 and 4:8 A. represent the lipoid components. Alcohol-dried lobster 
nerves show equatorial sickles at approximately the same spacing as that given 
by the nucleo-protein of the axis cylinder. This fact was originally interpreted as 
showing that the axis cylinder contains orientated protein micelles. This conclusion 
must be qualified in view of the demonstrated presence in these nerves of colla- 
genous material which might be responsible for at least a part of the orientation. 
Although lipoids are present in very appreciable quantities in lobster nerve, they 
give rise to no pattern in fresh nerve. However, if the nerve be treated with 
glycerol, which changes the bi-refringence from positive to negative, patterns may 
be obtained which demonstrate that the lipoids have become orientated. Preliminary 
experiments indicate that cholesterol and perhaps also the phosphatides are involved 
in the ettect. G. L. CLARK (Chem. Abstr.). 


After-Discharge from the Superior Cervical Ganglion. (Journ. Physiol., vol. laxxiv, 
pp. 50-2P, 1935.) Eccles, J. C. 

The author suggests that pre-ganglionic impulses excite ganglion cells by means 
of the eddy currents which they set up, the ions (largely K ions) conveying these 
eddy currents being the sympathetic transmitters. 

E. D. WALTER (Chem. Abstr.). 


Experiments on the Hypothalamic Nuclei in the Regulation of Chloride and Sugar 
Metabolism. (Amer. Journ. Physiol., vol. cxit, pp. 504-10, 1935.) Lewy, 
F. H., and Gassmann, F. K. 


Unilateral stimulation and subsequent destruction of the parotid ganglion in 
cats with the help of the Clarke-Horsley apparatus are followed by an increase of 
blood chlorides. The chlorides reach a maximum in the 3rd-6th hour, and some- 
times attain a second maximum in the 8th-roth hour after operation. An elevation 
of the blood chlorides may be present for several days. The output of chlorides 
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and of urine is decreased. The blood chloride curve with a load of 1:7 g. of sodium 
chloride rises and drops more slowly after a lesion of the hypothalamus. This 
lesion has no influence on the blood sugar level. Unilateral stimulation and 
subsequent destruction of the (peri-fornical) peri-ventricular nucleus are followed 
by an increase of blood sugar, which reaches a maximum at the 4th-7th hour, 
then drops and has a second maximum within the 7th-12th hour after operation. 
The curve returns to normal one to three days after operation. The blood sugar 
tolerance curve with a load of 7 g. of glucose rises and drops more slowly after 
a lesion of the hypothalamus. This lesion has no influence on the blood chloride 
level. Only lesions involving these nuclei have maximum effects on the blood 
chlorides and the blood sugar. It is not known whether the effect is the consequence 
of a stimulation or of a temporary paralysis. The impairment of the salt meta- 
bolism in hypothalamic lesions is characterized as hyperchloraemic-hypochloruric. 
As these experiments were unilateral and acute, they can be directly compared in 
their results neither with bilateral destruction in animals nor with the chronic 
human disease of diabetes insipidus. E. D. WaALtTyR (Chem. Abstr.). 


The Chemical Mediation of Sympathetic Vasodilator Nerve Impulses. (Amer. Journ. 
Physiol., vol. cxii, pp. 33-40, 1935.) Rosenblueth, A., and Cannon, W. B. 


In anesthetized cats, dogs and rabbits injected with ergotoxine, the changes 
of blood-pressure evoked by adrenaline and acetylcholine and stimulation of the 
lower abdominal sympathetic chains were recorded before and after cocaine, eserine 
and atropine. In cats and dogs cocaine increases the fall caused by adrenaline 
and the delayed rise caused by sympathetic stimulation. Eserine increases the 
initial fall caused by sympathetic stimulation, and atropine diminishes or abolishes 
this initial fall, and may change the delayed rise into a slight delayed fall. In 
rabbits, stimulation of the lower abdominal sympathetic chains Coes not evoke a 
fall of blood-pressure after ergotoxine. 

Conclusion : The effects of adrenaline are specific and not med ated by acetyl- 
choline. The sympathetic system contains some cholinergic and some adrenergic 
vaso-dilators in cats and dogs, and no vaso-dilators in the rabbit. 

E. D. WALTER (Chem. Abstr.). 


The Influence of the Cerebral Cortex on Calcium Metabolism. (Folia Pharmacol. 
Hapon., vol. xx, pp. 219-29, 1935.) Uchihashi, R. 

Urethane, a cerebral depressant, does not hinder the hypo-calcifying action of 
the convulsive and temperature-reducing poisons picrotoxin and veratrine, but 
rather accentuates their effect. Paraldehyde increases their effect. In small doses 
chloroform furthers their blood calcium reducing powers, but in large doses hinders 
it. A decorticated animal usually shows the effect of these drugs more readily 
than a normal one. It appears that there is a cortical regulation of calcium 


metabolism which probably controls a centre in the mid-brain. 
G. H. W. Lucas (Chem. Abstr.). 


Brain Centres Regulating the Chemical, Physicochemical and Morphological Changes 
in Blood. (Journ. Physiol. Path. Gen., vol. xxxii, pp. 25-35, 1934.) Riccitelli, 
L 


In diseases of the central nervous system in man, abnormal values for blood 
urea, uric acid and cholesterol were found, which were apparently not related to 
renal or hepatic function, and which were attributed to an upset of controlling 
brain centres. In rabbits, evidence was obtained that the floor of the fourth 
ventricle is a regulating centre for nitrogenous exchanges in the blood and for 
changes in the physico-chemical properties. Other clinical and experimental 
observations suggested the hypothalamus and the floor of the fourth ventricle as 
controlling cellular constituents of blood and hematopoietic tissues. 

L. A. Maynarp (Chem. Abstr.). 
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The Water and Chloride Excretion of Decerebrate Cats. (Amer. Journ. Physiol., 
vol. cxtt, pp. 386-96, 1935.) Sumwalt, M., Erb, W. H., and Bazett, H. C. 

A study was made of the function of the pituitary and hypothalamus in 
regulating water and chloride excretion in chronic decerebrate cats, which were 
given 200 c.c. of milk a day. (1) When the decerebration was high, so that the 
pituitary and hypothalamus remained, urine and chloride excretion were small in 
amount and life was short, but the significance of this result is complicated by the 
extreme muscular activity of this type of preparation. (2) When the decerebration 
was low, the increase in urine excretion was very large, but chloride excretion and 
duration of life were about as small as in group I. 

Conclusions: The polyuria in these cats is due to the removal of the pituitary 
and adjacent structures rather than to any irritation, and polydipsia can play no 
part in the origin of the polyuria. 

(3) When the decerebration was low, but the pituitary and hypothalamus were 
left in place as an island of nervous tissue, some animals survived a considerable 
time, and approached the normal in amount of water and chloride excretion. The 
remainder varied between the limits of group 1 and group 2. It is suggested that 
survival in decerebrate animals may depend in part upon their ability to keep 
themselves in chloride balance, and this in turn upon the intactness of the hypo- 
physis and hypothalamus. E. D. WALTER (Chem. Abstr.). 


2. Psychology and Psychopathology. 


The Psvchology of Rumour. (Brit. Journ. Psychol., vol. xxvi, p. 1, July, 1935.) 
Prasad, J. 

The writer investigated the veracity and development of a variety of rumours 
concerning the great Indian earthquake of 1934. Rumour is a group response 
to situations affecting the whole group. The situation is of a highly emotional 
nature, of an unusual type which is of interest to the whole group and contains 
many unknown and unverifiable aspects. Rumour is particularly effective when 
it is based upon popular traditions, once very powerful, but beginning to lose 
their hold on the popular imagination. The rumour situation removes the efficacy 
of critical control, and the traditions grow temporarily strong again. 

G. W. T. H. FLEMING. 


The Structure of the Visual World. I. Space-Perception and the Perception of 
Wholes. (Psychol. Rev., vol. lit, p. 399, September, 1935.) Purdy, D. M. 

The writer presents a motor theory of visual perception. The influence on 
this theory of the Gestalt school is quite obvious. He maintains that the relative 
localization of visual objects is founded on a conflict between the oculomotor 
orientation tendencies or tensions aroused by the objects. The perception of 
relative direction rests upon tensions of fixation, the binocular perception 
of relation depth upon tensions of convergence. Symmetry or asymmetry of 
localization depends on symmetry or asymmetry in the conflict of tension. In 
asymmetrical localization, the object having the stronger tensions functions as a 
reference system. The ego-centric localization of a visual object depends on the 
wav in which its own motor tension conflicts with the motor equilibrium of the 
body. The perception of a visual pattern as a coherent whole, or as a disjoined 
aggregate, is determined by the strength of conflict between the oculomotor 
tensions produced by the various parts of the pattern. Disjunction corresponds 
to a strong rivalry of tensions; coherence corresponds to a weak rivalry. The 
principal objective coherence-factors are similarity, continuity, nearness in space 
and monotony of form. The law of minimum variations is explained on the 
assumption that objective differences tend to provoke rivalry of tensions. Homo- 
geneity or lack of differences is unfavourable to rivalry and therefore promotes 
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coherence. Coherence and disjunction depend on subjective factors, such as age, 
attitude and training. As the coherence of a visual pattern becomes stronger, 
the rivalry of fixation-impulses tends to be replaced by a combination of these 
forces into a single resultant, directed towards the ‘‘ centre of balance ” of the 
whole. Because of this combination of forces, a coherent pattern tends to be 
localized as a single whole with respect to any external system of reference. The 
individual elements of the pattern have no definite phenomenal position with 
respect to such an external standard; their localization is internal rather than 
external. G. W. T. H. FLEMING. 


Subcortical Mechanisms in Learning: I, The Functional Significance of Subcortical 
Nuclei in Certain Simple Learning Tasks, with a Description of a Programme 
for Further Experimental Work. (Psychol. Rev., vol. lit, p. 307, July, 1935.) 
Brown, C. W. 

Lesions in the superior colliculi do not significantly affect reactions to simple- 
patterned stimuli, but reduce the abilłty to learn the brightness discrimination 
and black-white habits. Brightness discrimination seems to be mediated by the 
subcortical visual nuclei, but when the striate areas are present they are incor- 
porated in the habit; in their absence the subcortex is sufficient. Experiments 
with the inclined plane problem box indicate the importance of the frontal lobes 
in learning. The evidence seems to point to subcortical nuclei, particularly the 
anterior nuclei of the corpora striata, as a necessary mechanism for the inclined 
plane problem box. The double platform box problem can apparently be executed 
by nervous mechanisms lying wholly at subcortical levels. The essential nervous 
pathways for the simple maze habit lie in the anterior nuclei of the subcortex ; 
for mazes of greater difficulty, the functional integrity of the cerebral cortex is 
essential. The amount of retardation in learning, or the amount of loss in retention, 
is proportional to the mass of cortex destroved, regardless of the area removed. 

The ability to discriminate supraliminal differences between the intensities 
of two lights and the threshold for differences in brightness are primarily dependent 
upon subcortical structures. In the absence of the striate areas, subcortical 
nuclei are probably sutficient for carrying out the essential responses, but when 
the striate areas are integrated into the nervous pattern, the responses are executed 
more effectively. The present experimental evidence indicates that the subcortex 
contains the necessary nervous mechanisms for responding to visual objects. The 


superior colliculi and the geniculate bodies are essential for pattern vision. 
G. W. T. H. FLEMING. 


The Auditory Threshold in Reverie. (Arch. of Psychol., No. 182, April, 1935.) 
Bartlett, M. R. 


One-third of the cases had a rise in threshold due apparently to the directions 
to relax and day-dream. One-third of the cases had a lowering of threshold due 
probably to an uneasiness and disturbance which caused an increase in muscular 
tonus. That dementia pracox cases tended to stay near the same level of response 
throughout the experiment indicates in a sensory field a tendency to perseveration. 
Distractability of attention and easy fatigability account for the fact that psycho- 
neurotic subjects showed a positive correlation between high variability and 
scores of neurotic tendency and introversion. G. W. T. H. FLEMING. 


An Objective Theory of Emotion. (Psychol. Rev., vol. lit, p. 108, Jan., 1935.) 
Gray, J. S. 

The writer, after reviewing the theories of James-Lange and Cannon, points 
out that the individual in an emotional situation does not feel the emotion until 
after his endocrines have functioned sufficiently to change his blood chemistry. 
Emotion can be defined as an intense but temporary bodily behaviour initiated 
by some sort of stimulation which brings about immediate action of the endocrines, 
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causing profound visceral activity, heightened muscular activity, etc. These 
physiological changes then stimulate the internal receptors and the individual 
feels emotional. G. W. T. H. FLEMING. 


The Gesell Schedules Applied to One-, Two- and Three-year-old Negro Children of 
Jamaica. (Journ. of Comp. Psychol., vol. xx, p. 125, Oct., 1935.) Curti, 
M. W., Marshall, F. B., Steggerda, M., and Henderson, E. M. 


The average performance on these tests was inferior to that of the groups of 
New England children against whom the negro children were standardized. This 
finding does not constitute reliable evidence of comparative intellectual inferiority. 
Low economic status, poor physical condition and radical differences in culture 
have to be duly considered. It is also possible that there are subtle emotional 
attitudes which may elude statistical treatment. The negro children are superior 
in certain practical activities, and this may lend support to the argument that 
children could develop more initiative if they were not waited on so much. 

M. HAMBLIN SMITH. 


The Problem of Feminine Masochism. (Psychoanal. Rev., vol. xxii, p. 241, July, 
1935.) Horney, K. 

The problem of feminine masochism cannot be related to factors inherent in 
the anatomical-physiological-psychic characteristics of women alone, but must be 
considered as importantly conditioned by the culture-complex or social organization 
in which the particular masochistic woman has developed. The precise weight 
of these two groups of factors cannot be assessed until we have the results of 
anthropological investigations using valid psycho-analytical criteria in several 
culture-areas significantly different from ours. In the author’s opinion, the 
importance of anatomical-physiological-psychic factors has been greatly over- 
estimated by some writers on this subject. STANLEY M. COLEMAN. 


Psychoanalysis of a Case of Agoraphobia. (Psychoanal. Rev., vol. xxtt, p. 392, 
Oct., 1935.) Bergler, E. 

Agoraphobia, anxiety attacks when in the street, in a woman, æt. 32, was 
traced back to a positive Œdipus complex, accentuated at the age of five, when 
she had to nurse her father, in an alcoholic and raving state. When æt. 7, her 
father left the family, married again and died three years later. Analysis revealed 
that fear of the street had the following unconscious content. It was here that 
she might again meet her father. It was avoided to prevent the reunion of the 
parents. Unconsciously hoping for a return of the father, her mother had con- 
stantly to keep watch on the patient at home to see that this reunion did not 
take place. Again only the constant presence of the mother proved that the 
patient's unconscious death-wishes towards her were without effect. 

STANLEY M. COLEMAN. 


The Abnormal from Within : Dostoyevsky. (Psychoanal. Rev., vol. xxii, p. 361, 
Oct., 1935.) Smith, S. S., and Isotoff, A. . 


A psychiatric investigation of Dostoyevsky’s psychopathic characters shows 
the accuracy with which he portrayed cases of epilepsy, hysteria, erotomania, the 
autistic personality and ‘‘ moral insanity ’’. Nor is it only in the symptoms that 
the characters fall readily into psychiatric classification ; the ultimate destiny of 
the character fits in well with the usual prognosis of the disorder in most cases. 
Regarding causal factors, however, the case is altered, and most of his studies in 
mental abnormality must be labelled “ etiology unknown ”. For this reason 
the writers are unable to accept the psycho-analytical interpretations of Freud, 
Stekel and Rank. They find Dostoyevsky, as psychologist, to be a follower of 
Carus, not an anticipator of Freud. STANLEY M. COLEMAN. 
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A Psycho-analvtic Study of the Significance of Self-Mutilations. (Psychoanal. 
Quart., vol. iv, p. 408, July, 1935.) Menninger, K. A. 

Self-mutilation is to be found under widely varying circumstances and 
conditions, including psychosis, neurosis, religious ceremony, social convention, 
and occasionally as a behaviour symptom in certain organic diseases. From 
representative examples of all of these it is possible to detect certain motives in a 
fairly consistent pattern. 

Self-mutilation represents the surrender or repudiation of the active role, 
accomplished through the physical removal or injury of a part of the body, the 
prototype of all self-mutilation being self-castration. This sacrifice of the genital 
or of its substitute appears to satisfy certain erotic and aggressive cravings, and at 
the same time to gratify the need for self-punishment by a self-inflicted injury. 

STANLEY M. COLEMAN. 


Quantitative Dream Studies. (Psvchoanal. Quart., vol. iv, p. 371, July, 1935.) 
Alexander, F., and Wilson, G. W. 


The fundamental assumption of this quantitative approach is that the relative 
frequency of different types of dreams, classified according to the major dynamic 
tendency expressed by them, is an indicator of the relative intensity of these 
dynamic trends. The following is a summary of the results of this quantitative 
analysis in eighteen gastro-intestinal cases according to intaking (oralincorporation), 
eliminating and retaining (anal elimination and retention) tendencies : 

(i) With the peptic ulcer there are intense intaking tendencies, both passive 
receiving and aggressive taking. These tendencies are reacted to with an unusual 
amount of conflict. These patients react also with giving which is relatively 
frequent. 

(ii) In chronic diarrhoea there are intense intaking tendencies, more passive 
receiving than aggressive taking. There is marked frequency of compensatory giving 
and in their eliminating, giving outweighs attacking. They resemble peptic ulcer 
patients in their great conflict about their intaking tendencies. 

(iii) Patients with constipation have the strongest retention tendencies. 
Furthermore they are characterized by a relatively high percentage of aggressive 
eliminating urges and a lesser urge to give. Because they develop and use 
projection mechanisms, they show less conflict about aggressive taking than 
patients with diarrhoea or peptic ulcer, although the absolute intensity of their 
intaking tendencies is smaller. They do not incorporate so much in their dreams 
as do the first two groups, but they retain more. STANLEY M. COLEMAN. 


3. Psychiatry. 


A Rare Deformity of the Scalp |Rara anomalia del cuoio capelluto]. (Rasseg. di 
Studi Psichiat., vol. xxiv, p. 458, May-June, 1935.) Tomasino, A. 

A condition of the scalp in a case of dementia præcox is described, in which 
the whole scalp is puckered into pronounced antero-posterior folds, except in the 
occipital region, where the folds are transverse. The photographs illustrating 
the case present an appearance resembling a barrister’s wig. 

H. W. EDDISON. 


Mental Disturbances in the Myopathies [Su di una speciale forma di grave frenas- 
tenia accompagnata da miuosclerost|}. (Riv. di Pat. Nerv. e Ment., vol. xliv, 
Pp. 453, Nov.-Dec., 1934.) Berlucchi, C. 

The author stresses the view that muscular dystrophies are not disorders of 
one system only, but that they have accompaniments in many organs and systems. 
The abnormalities consist, usually, in mild arrest of development, mental and 
physical infantilism and, sometimes, endocrine and vasomotor disorders. 
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In a smaller group of cases, more severe degrees of mental deficiency are 
associated with rapid physical deterioration, especially of the lower lhmbs—a 
condition which is apt to be confused with idiocy associated with paraplegia of 
central origin. 

He subjected one case to exhaustive histological examination, and concludes 
that the motor and trophic changes in the muscles are exclusively due to defects 
in the muscles, the pyramidal tracts and the anterior horn cells not being markedly 
attected. He could find no sign in the brain to account for the mental retardation. 

He draws the conclusion that a special form of mental! deficiency exists, related 
to the myopathies, and distinct from idiocy with gross brain lesions. 

H. W. EDDISON. 


Pick’s Disease Contributo anatomico-clinico alla conoscenza della malattia di Pick]. 
(Riv. Sper. di Freniat., vol. lix, p. 33, March, 1935.) Gullotta, S., and 
Leusser, M. 

A case is described which was diagnosed during life. There was confusion 
which involved day-night inversion, tendency to agitation, easy distraction of 
attention, and aphasic disturbances with periodic reduction of speech to stereotyped 
phrases. 

Autopsy showed marked atrophy of the frontal, parietal and temporal lobes of 
the brain, while the occipital lobe, Rolandic area and basal gangha appeared not 
to be aftected. 

Histologically, the cortex showed marked glial proliferation, especially of the 
ohzodendroghal type, at the expense of the normal cortical elements. There was 
no sign of Alzhetmer’s plaques. In the white matter, also, there was marked 


destruction of normal tissue and replacement with glial tissue. 
H. W. Eppison. 


W kat is a Psychologic Recovery ? (Psychoanal. Rev., vol. xxii, p. 258, July, 1935.) 
Schroeder, T. 

A symptomatic recovery implies only a change from anti-social to some 
apparently and relatively pro-social behaviour symptoms. A psychologic recovery 
depends upon dynamic changes within the personality.: The conceptions of a 
Psychological recovery, as depicted by the various schools of psychopathology, 
are here reviewed. For the writer; it is something more than a delusional symbol 
of unification; the simultaneous or alternating indulgence of irreconcilable 
urges; ditterent from the adoption of a compromise-symbol; something beyond 
the mere awareness of all our infantile fixations. It is essential for a psychologic 
recovery that, accompanying a deep analvsis, the analysand should be instructed 
in the meaning, the use and the advantages to be derived from the maturer 
functioning of the impulses, and the maturing of the subjective aspect of the 
intellectual methods by which the impulses make themselves effective in action 
and thought. STANLEY M. COLEMAN. 


The Sensory Acuity of Psychopathic Individuals. (Psychiat. Quart., vol. ix, p. 422, 
July, 1935.) Bartlett, M. R. 

The writer investigated auditory acuity of psychoneurotic and dementia 
pracox individuals, with an audio-oscillator and headphones. There was no 
significant ditference in acuity between these patients and normal individuals. 

The common belief in the hyperacuity to sound of psycho-neurotics is due to 
the fact that thev are a prey to all sorts of external stimuli. Sustained attention 
to them is very difficult. G. W. T. H. FLEMING. 


Consanguinity and Mental Disorder [Consanguinité et troubles mentaux). (Ann. 
Méd. Psych., vol. xv iil, p. 168, July, 1935.) Desruelles, M., and Gardien, P. 

Prior to 1859, authorities, Esquirol, Meniċre, Morel, etc., unanimously agreed 

as to the morbid influence of consanguinity. No writer, during this period, 
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expressed the contrary view, though a few, for instance Pinel, made no mention 
of consanguinity amongst ztiological factors. 

From 1859 to 1900 the essentially morbid influence of consanguinity was 
hotly disputed. Opinion increasingly veered round to the view that, with reserva- 
tions, intermarriage does not in itself predispose to mental disorder. 

Since 1900, authorities have been unanimous in affirming that consanguineous 
marriage between healthy relations is innocuous. Where, however, the heredity 
is morbid, a consanguineous marriage will reinforce the hereditary predisposition. 

It is evident that the earlier views were at least partly determined by religious 
and moral sentiments, also that where they were backed up by statistical data, 
there was a failure to differentiate between unhealthy stock and consanguinity. 
For instance, conclusions based upon investigations of degenerate aristocratic 
families were faulty, in that other evident morbid influences, alcoholism, syphilis, 
tubercle, etc., were not taken into account. STANLEY M. COLEMAN. 


A:tiological Factors in Dementia Precox [Certains agents étiologiques des svndromes 
de démence précoce]. (Ann. Méd. Psych., vol. xv [it], p. 51, June, 1935.) 
Courtois, A. 

An etiological investigation of 200 cases, presenting dementia precox syndromes. 

In 131 cases (65%) there was an hereditary taint in one or both parents, psycho- 

pathic or alcoholic disorders predominating. In 127 cases (63%) the personal 

history showed some antecedent gross cerebral damage (birth trauma, infantile 
convulsions, meningitic states) or delirious states occurring in the course of some 
general disease in early childhood (typhoid, influenza, broncho-pneumonia, etc.). 

Acquired tubercle was found in less than 10% of cases; syphilis in 2%. In 

82 subjects the two factors, heredity and personal, coexisted. In 24 cases no 

etiological factor was found. It is concluded that the syndrome, dementia 

precox, which may result from a great variety of ztiological factors, is a mode of 
reaction by the nervous system to slowly evolving cerebral alterations. 
STANLEY M. COLEMAN. 


Hereditary and Environmental Factors in the Causation of Dementia Pra@cox and 
Manic-depressive Psychoses: Chapter IV. (Psychiat. Quart., vol. ix, 
pp. 129 and 287, Jan. and April, 1935.) Pollock, H. M., Malzberg, B., 
and Fuller, R. G. 

The writers sum up their careful investigation of other workers’ results, together 
with their own in New York State. They find that the frequency of mental 
diseases among the close relatives of patients with mental disease exceeds that 
of the general population. They also found that the frequency of mental disease 
within a family stock increases with the severity of the tainting among the ancestors, 
and that the closer the degree of relationship to the protand, the greater the 
frequency of mental disease. No investigator has been able to establish the 
existence of ratios conforming with the requirements of simple Mendelian inheri- 
tance. Rtidin’s combined percentage was 8'6, compared with the theoretical 
requirement of 25°. He appears to be trying to make his facts fit his hypothesis 
and not vice versa. The Rtidin school are now trying to assume the existence of 
some form of dihybridism. It is not likely that this will prove more successful. 
The final conclusion is that we have not got sufficient evidence to warrant the 
description of the transmission of dementia præcox and manic-depressive insanity 
in exact biological terms. G. W. T. H. FLEMING. 


What Happens to Mental Patients after Discharge from Hospital? (Psychiat. Quart., 
vol. ix, p. 94, Jan., 1935.) Fuller, R.G. 

The author analysed the discharges from New York State hospitals. He found 

that of 327 cases of manic-depressive psychosis, 56°6°, were in the community after 

10 years, and 19'9°% in a mental hospital. Of the dementia pracox cases, 43'0°, 
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were in the community after 10 years, and 43:3% had been readmitted to a mental 
nospital. G. W. T. H. FLEMING. 


Trends in the Outcome of General Paresis. (Psychiat. Quart., vol. ix, p. 194, April, 
1935.) Pollock, H. M. | 

From a study of 10,240 cases of general paralysis admitted as first-attack 
cases during 1920-1931, the writer concludes that the number of male admissions 
suffering from general paralysis is slowly declining, while that of the female 
admissions is rising. There was no change in the age distribution. The tendency 
to recovery and improvement is increasing, and the death-rate is declining. 

l G. W. T. H. FLEMING. 


Race and Mental Disease in New York State. (Psychiat. Quart., vol. ix, p. 538, 
Oct., 1935.) -Malzberg, B. 

In the State of New York, the Irish presented an annual standardized admission 
rate of 161:3 per 100,000, compared with an average among native whites of native 
parentage of 75:2. This high rate was due primarily to mental disorders associated 
with old age and alcoholic addiction. The English had the lowest rate for dementia 
precox. With respect to general paresis, the Irish showed a favourable rate. 

G. W. T. H. FLEMING. 


Psychoses unth Pernicious Anemia. (Amer. Journ. Psychiat., vol. xcii, p. 371, 
Sept., 1935.) Bowman, K. M. 

Mental symptoms were mentioned by Addison as occurring in pernicious 
anemia, but little was added until quite recently. There is no specific type of 
mental picture. Improvement of the mental condition does not necessarily 
correlate with improvement of the anemia. Among 26,000 consecutive admissions, 
only 22 were suffering from pernicious anemia, and many other physical causes 
were found which would more readily explain the psychosis. 

M. HAMBLIN SMITH. 


The Senile State in Dementia Precox [Vieillesse des déments précoces). (Ann. 
Méd. Psych., vol. xv ‘iii, p. 190, July, 1935.) Vie, J., and Queron, P. 
Observations on the terminal stages of six cases of dementia præcox, aged 
over 60. Residual catatonic phenomena, explosive laughter, stereotypy, dyspraxia 
were present in all cases, though negativism and impulsiveness had attenuated. 
There was complete amnesia for the acute phase, with, however, some memories 
of the prepsychotic period and erratic remnants of previous intelligence. The 
mental age varied between 7 and 10 years. These patients lived a vegetative 
life, indifferent to their present environment, the past or the future. In all cases 
senility was associated with arterial hypertension, arterio-sclerosis and tremors. 
STANLEY M. COLEMAN, 


The Paranoias and Psycho-analysis [Les paranoias et la psychanalyse]. (Rev. 
Fran;. de Psychanal., vol. viii, p. 44, 1935.) Schiff, P. 

The first section of this monograph reviews the evolution of orthodox psychiatric 
opinion (particularly the French and German schools) on psychoses with perse- 
cutory delusions during the last hundred years. This has been largely a gradual 
process of analysis and discrimination. Out of a heterogeneous mass, delusional 
insanity, intellectual monomania at first was isolated. Later the persecutory 
state, an Intellectual disorder with or without hallucinations, was separated out. 
Next those persecutory states based on misinterpretation were isolated from those 
based on hallucination. Further differentiation distinguished states of misinter- 
pretation from those of revindication. At the same time, regarding the evolution 
of the psychosis, interest centred on the presence of intellectual enfeeblement. 
On the whole the French school concentrated on an ever-increasingly minute 
classification into subtypes, while the German school, where the term “ paranoia”’ 
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had become established, took a more synthetic approach to the problem. Based 
on a faculty psychology, paranoia was believed to be purely a disorder of the 
intellectual faculty, a false apperception, as opposed to the dementias and delusional 
states of affective origin. 

Since 1910, a more dynamic approach has been evident, with the result that 
the conception that paranoia is a disorder of an isolated faculty has been largely 
superseded. Many theories have been propounded. Morbid intuition of 
unconscious origin has been held responsible for the illogical reasoning of the 
paranoiac. Others have held that the delusional system is a denial or a defence 
reaction against unconscious urges, a phenomenon of mental automatism. Others, 
again, insisting on the egocentricity of the paranolac, have seen in this psychosis a 
reaction to social tension. 

The second section outlines the psycho-analytic theory ar paranoia. The first 
chapter deals with the basal etiological significance of repressed homosexuality 
reappearing consciously as its negative, and also with the mechanism of projection. 
The second chapter discusses the more disputable association of paranoia and 
anality. Here are described the theory of fixation at the anal-sadistic stage ; 
the identification of the persecutor with the bowel content; the anal character 
and its association with paranoid trends; and finally super-ego formation and the 
mechanism of introjection as they occur in paranoia. STANLEY M. COLEMAN. 


Dementia Paralytica and Tabes. (Journ. Amer. Med. Assoc., vol. cv, p. 1329, 
Oct. 26, 1935.) Wale, U. J. 

A study based on 77 cases of dementia paralytica and 21 cases of tabes occurring 
in patients under 30 years of age attending the Department of Dermatology and 
Syphilology, University of Michigan Medical School, between July, 1925, and 
July, 1933. These cases constituted 18°3°, of the total number of cases of 
dementia ‘paralytica and 5'5% of the total number of cases of tabes, and it is 
apparent that precocity of development is more frequent in the former than in 
the latter disease. The following conclusions are reached after the reasons for 
doing so have been debated. Precocious development of dementia paralytica 
occurred more often in females than in males. In 4 cases occurring before the 
age of 20, all were females. Occupation and intellectual background played no 
important role in the occurrence of dementia paralytica and tabes in this group. 
Tabes occurred more frequently than dementia in the foreign-born. Vrecocity of 
onset was found more frequently in dementia than in tabes. Absence or inadequacy 
of treatment is a predominant factor in the precocious development of both 
diseases. In this group severity of symptoms seemed more marked in dementia 
paralytica than in tabes. J. L. FAatLL. 


Depression as Part of a Life Experience. (Journ. Amer. Med. Assoc., vol. cv, p. 
1249, Oct. 19, 1935.) Anthonisen, H. L. 

A paper based on the study of 40 consecutive cases with depression—13 men 
and 27 women, all under the age of 50. Several of the patients had had attacks 
before; some had had manic attacks and some had them afterwards. The study 
falls into three parts: (1) of the pre-psychotic personality, (2) ætiology in terms 
of more topical predisposing factors, (3) the course of the illness. 

As regards the pre-psychotic character traits of the patients, 34 had a history 
of sensitiveness, shyness, awkwardness and aggressiveness—in general a lack of 
power of adaptability to circumstances. A tendency to ‘‘ spontaneous ” mood 
swings was not noted, all the patients relating their depressed feeling to some 
definite cause or causes. In the remaining 6 cases a satisfactory adjustment to 
life seemed to have been made. 

In all but 2 of the 40 cases it was possible to pick out the significant etiological 
factors, suchas financial disaster, frustrated love atfairs, fear of dishonour, pregnancy, 
childbirth or such-like. In some cases the cause was more obscure, but nearly 
always some guilty secret was traced. 
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In all the cases, 23 in number, in which improvement took place, important 
changes occurred in the relationship between the patient and environment. In 
none did “‘ spontaneous ” improvement take place, meaning by “ spontaneity ”’, 
improvement without fulfilment of a certain need of the patient—that is, without 
anew outlook. A new outlook was brought about either by change in the situation 
or by an alteration in the patient’s own attitude compared with his pre-psvchotic 
attitude—e.g., reconciliation between husband and wife, improvement of financial 
outlook, gain of insight into primitive drives. 

There was thus a correspondence between pre-psychotic personality and the 
nature of the psychosis. Its outcome was primarily dependent on the resourceful- 
ness of the personality and the therapeutic possibilities. J. L. Faucet. 


Communicated Insanity in Five Persons [Un cas de délire « cing’. (Ann. Méd. 
Psych., vol. xv (ti, p. 254, Feb., 1935.) Heuzer, G., Dupouy, Montassut and 
Ajuriaguerra. 

The writer describes communicated insanity involving a family of five—a 
widow, Mme. B—, her daughter, Mme. M—, her son-in-law, M—, her son, O—, 
and his mistress, Mme. Ba—. Ona preconceived belief in witchcraft and magic, 
systematized delusions of persecution had been built up. The persecutor was the 
Abbé G—, with whom various foreign mediums were believed to be in league. 

In 1926, M—, suffering from diphtheria and having been given up by his doctor, 
miraculously recovered after he had been seen by the abbé. The latter now became 
the fnend of the familv, and henceforth was endowed with supernatural power 
over hfe and death. In 1932, however, Mme. B—’s husband dying of cancer, the 
abbé was held responsible. In retrospect and in prospect every domestic misfortune 
or illness in the family was imputed to his machinations or that of his minions. 
It was beheved that the abbé, having failed to make the widow and her daughter 
his mistresses, was avenging himself in this manner. 

In the genesis of the delusional system the various members of the family 
plaved specific roles. The widow B— and her daughter, both under hallucinatory 
influence, were together responsible for the fabrication of the delusion. Both 
beheved that the abbé and the mediums attempted to violate them at night, spoke 
to them and caused them bodily harm. Probably the widow, with her matriarchal 
influence over the family, first evolved the delusions. It was, however, the more 
passionate daughter who set the whole family in motion. M—, the son-in-law, 
beaieved blindly everything he was told, but was the most dangerous. He wrote 
threatening letters, procured a revolver, and intended to avenge himself. O—, 
the son, was weak-minded, mental age 10. He exhibited compulsive desires to 
cut the throat of his grandfather and also of his mistress. He imputed these 
desires to the occult influence of the abbé. Mme. Ba—, his mistress, sutfered from 
visceral complaints, which she had also learnt to impute to the abbé. She held 
one of the mediums responsible for her son's illness, and on this account had created 
a scene at his house. Separated in hospital for three weeks, hallucinatory 
phenomena and delusions disappeared in all five persons. 


STANLEY M. COLEMAN. 


4. Neurology. 


The Hereditary Transmission of Progressive Muscular Atrophy Sulla trasmissione 
ereditaria dell'atrofia muscolare progressivo tipo Charcot-Marie}. (Rassegna 
di Studi Psichiatrici, vol. xxiv, Sept.—Oct., 1935.) Pintus, G. 

The incidence of the Charcot-Marie type of muscular atrophy was studied in 
109 members of a family involving five generations. It always appeared between 
24 and 40 vears of age, and affected the sexes in the proportion of three males to 
two females. An aftected parent produced healthy and atfected offspring, whereas 
a healthy parent never produced affected children. H. W. Eppison, 
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Spinal Arachnoiditis Simulating Amyotrophic Lateral Sclerosis [Aracnotdite spinale 
sitmulante la sclerost laterale amiotrofica|. (Il Cervello, vol. xiv, p. 125, May, 
1935.) Di Frisco, S. 

A case is described in considerable detail which presented typical signs of amyo- 
trophic lateral sclerosis. Radiological examination, however, revealed extensive 
blocking in the cervico-dorsal region. Considerable improvement followed X-ray 
treatment. H. W. Eppison. 


Frontal Lobe Tumours ‘La sindrome acinetico-ipertonica nei tumori del lobo frontale”. 
(Riv. di Pat. Nerv. e Ment., vol. xlv, p. 1, Jan.—Feb., 1935.) Ottonello, P. 


A detailed clinical and post-mortem account of a case of pre-frontal tumour is 
given. 

Symptoms started with slowing of motor activity and tendency to sleep. After 
some months, there were speech defects, intense bouts of headache and further 
psycho-motor slowing. Within a year, there were right hemiparesis and hyper- 
tonia of extra-pyramidal type, speech became slow, monotonous and easily fatigued, 
while optic neuritis and increase of intraspinal pressure were observed. During 
the next nine months, generalized akinesia appeared, more marked on the right 
side. Fhe Parkinsonian syndrome developed rapidly, and the steady mental 
and physical decline terminated fatally five years after the observed onset. 

At necropsy a large glioma was found in the left pre-frontal lobe, and a lengthy 
description of it is given. H. W. Eppison. 


Gold Neuritis | Psico-polineuritide a tipo pseudo-tabetico consecutiva a terapica aurica . 
(12 Cervello, vol. xiv, p. 359, Nov., 1935.) Fiamberti, A. M. 

A case of polyneuritis following administration of gold salts for tuberculosis 
is described, pseudo-tabetic in form and associated with mental disturbance. The 
author suggests that the administration of gold acted as the precipitating cause 
in one predisposed to neuritis by reason of the presence of tuberculosis. 

H. W. Eppisoyn. 


Chronaxy in Myasthenia [Sulla cronassia nella miasthenia e sui variazioni sotto 
l'azione di alcuni farmaci]. (Riv. di Neur., vol. vii, p. 667, Dec., 1934.) 
Maspes, P. E., and Romero, A. 

The authors have investigated the effects of various drugs, under varying 
conditions of fatigue and at rest, by means of the tetanizing current. They believe 
that the myasthenic condition is due to pathological fatigue, chronaxy being 
increased more rapidly and to a greater extent than normally, and taking longer 
than the normal time to fall to its initial value after fatigue. Two kinds of drug- 
action are described—modification of the degree of chronaxy itself and an effect 
upon the time taken in falling to its initial value. The drugs tried had effects in 
the following descending order of intensity: physostigmine, cocaine, strychnine, 
veratrine, adrenaline, ephedrine and acetyl-choline. On the basis of the results 
obtained, the authors recommend subcutaneous injections of physostigmine and 
ephedrine alternately. H. W. EDDISON. 


Word-inversion in Aphasia [Sulla logopedia delle afasie. (Riv. di Neur., vol. viii, 
p. 405, dug., 1935.) Florensky, J.A. 

The author describes a particular form of paraphasia in which the middle 
syllable or syllables of words are reversed in speech, somewhat in the manner of 
mirror- “writing. He gives examples such as the transformation of the ordinary 
word “ abituato ” into “ atibuato ”, “ moneta ” into ‘' menota’’ and so on. This 
form of paraphasia can occur in combination with other alterations in words, and 
appears during the stage of re-integration of speech when improvement occurs. 
He suggests that the phenomenon is due to the right hemisphere taking over 
part of the speech function. H. W. EDDISON. 
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-d Special Cerebro-spinal Syndrome [Una particolare sindrome liquorale per probabile 
malformazione della barrieva|. (Riv. Sper. di Freniat., vol. lix, p. 328, June, 


1935.) Porta, V., and Dīisertori, B. 

The authors describe a case of increased and disordered permeability of the 
barrier between the blood and the cerebro-spinal fluid due, they claim, to mal- 
formation. The patient was a female born of healthy parents and who had healthy 
brothers and sisters. At birth there was bilateral ptosis of the eyelids, which 
remained permanent. Inco-ordinate eye movements were noted soon after birth. 
Broncho-pneumonia was contracted at two months old. Fits occurred from two 
to four months, and pyrexia appeared at the same time and lasted for several 
months. At the age of eleven years she sustained an accident which necessitated 
the enucleation of the right eye. At the age of 15 shooting pains were felt in the 
neck, followed gradually, during the next two years, by quadriplegia starting in 
the left leg and associated there with painful paresthesias. The right leg showed 
no sensory change, but the right hand showed trophic and circulatory disturbances 
in winter. There was no derangement of the sphincters. Moderate pyrexia 
occurred from time to time. 

The urine was normal. 

There were minute bullae on the cornea and the iris was extremely thin. The 
lens presented typical anterior polar cataract and numerous posterior opacities. 

Both the spinal and ventricular cerebro-spinal fluid showed xanthochromia, 
excess of albumen and increased permeability for bromine and glucose. The 
Weil-Kafka reaction was positive, the Flatau negative. 

Cells were within normal limits. H. W. EDDISON. 


Functional Studies of the Nervous System in Experimental Beri-beri. (Amer. Journ. 
Phvsiol., vol. wt, pp. 660-80, 1935.) Church, C. F. 

The characteristic neurological symptoms of beri-beri resulting from lack of 
vitamin B (B,) in the rat are described. The chief manifestations of beri-beri in 
the rat can be accounted for on the basis of lesions in the vestibular nuclei. The 
hnding of peri-vascular hemorrhages in this region is confirmed, but these lesions are 
regarded as secondary to insidious tissue changes resulting from specific lack of 
vitamin B (B,). E. D. WALTER (Chem. Abstr.). 


Role of Achlorhvdria in the Atiology of Subacute Combined Degeneration of the Spinal 
Cord. (Amer. Journ. Digestive Diseases Nutrition, vol. i, pp. 560—-1,1934.) 
fiv, A. C., Cuthbert, F. P., and Weil, A. 

To check the common belief that the absence of free hydrochloric acid plays 
an important part in the etiology of this disease, the spinal cords of four dogs 
rendered achlorhydric for 3°5-8'°5 years by gastrectomy were examined. No 
degeneration was demonstrable at autopsy. EDWARD EAGLE (Chem. Abstr.). 


Preliminary Report on Personality Studies in Thirty Migraine Patients. (Journ. 
of Nerv. and Ment. Dis., vol. lxxx1, p. 400, Oct., 1935.) Knopf, O. 

The writer found that there was a definite migraine personality. The patients 
are, on the whole, of the goody-goody type, very ambitious, reserved, repressed 
and dignified, sensitive, domineering and resentful, and possess very little sense of 
humour. The genital phase adjustment of all the 22 female cases was incomplete. 
In a large majority of cases, events could be found to have taken place shortly 
before the onset of the illness which were similar to those that may be found 
preceding the onset of a common neurosis or personal maladjustment. The writer 
considers that psychological readjustment of the patient deserves to be given a 
“greater place in the therapy of migraine. G. W. T. H. FLEMING. 
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5. Pathology and Biochemistry. 


The Cabitto Reaction in the Cerebro-spinal Fluid “La reazione di Cabitto nel liquor 
per la diagnosi di neurolue}. (Il Cervello, vol. xiv, p. 273, Sept. 15, 1935.) 
Aschieri, G. 

The investigation of 100 cerebro-spinal fluids has led Dr. Aschieri to conclude 
that the phospho-molybdic acid reaction of Cabitto is not specific for tabes and 
general paralysis, it being positive in twenty conditions in which sy philis could be 
definitely excluded ; that it can, in some cases of neural syphilis, give negative 
results, and that the test is, therefore, not sufficiently sensitive. 

H. W. EDDISON. 


The Morphology of Dried Drops of Cerebro-spinal Fluid [Il quadro di asciugamento 
del liquido cefalo-rachidiano]. (Riv. di Neur., vol. vii, p. 721, Dec., 1934.) 
M. Rossi. 

Dr. Rossi describes the microscopical appearance of dried drops of cerebro- 
spinal fluid in 24 pathological and 25 normal cases. He considers that the drop 
has a definite morphology which varies in accordance with the pathological nature 
of the fluid examined, so that it.is possible, not only to distinguish various morbid 
conditions but also, by means of this test, to distinguish cerebro-spinal fluid from 
other body fluids. H. W. Eppison. 


Calcium and Phosphorus of Human Cerebro-spinal Fluid. (Compt. Rend. Soc. Biol., 
vol. cxviii, pp. 1262-4, 1935.) Duliere, W. L., and Minne, R. 

The 30 normalsamples examined contained 6'o-6'4 (average 6°15) mgrm. calcium, 
and 0'87—-1'1 (average 0'96) mgrm. phosphorus directly soluble in acid per roo c.c. 
This is about 60°, as much diffusible calcium and only 26°, as much diffusible 
phosphorus as serum contains. Cerebro-spinal fluid cannot be considered a plasma 
ultra-filtrate. : L. E. Gitson (Chem. Abstr.). 


Sodium Content of Normal Human Cerebro-spinal Fluid. (Compt. Rend. Soc. 
Biol., vol. xcviut, pp. 1045-6.) Duliere, W. L., and Minne, R. 
The average of 26 samples was 0°343 grm. sodium per r00 c.c. by the pyroanti- 
monate method and 0°335 by the triple acetate method. Individual variations 
were slight. L. E. Gitson (Chem. Abstr.). 


Immunological Study of Cerebro-spinal Fluid. (Compt. Rend. Soc. Biol., vol. cxix, 
pp. 531-3, 1935.) Adant, M. 

Human spinal fluid was injected repeatedly into rabbits. From experiments 
with the immune serum obtained, the author concludes that human spinal fluid 
contains an antigen having the same specificity as human blood-protein, and one 
or more other antigens devoid of zoological specificity and found in the spinal 
fluid of various mammals. L. E. Gitson (Chem. Abstr.). 


The Effect of Intravenous Injection of Sucrose and Glucose upon the Reducing Power 
of Cerebro-spinal Fluid, Before and After Hydrolysis. (Amer. Journ. Physiol., 
vol. cxil, pp. 97-108, 1935.) Gregersen, M. I., and Wright, L. 

Conclusion : Sucrose does not appear in definitely measurable amounts in the 
cerebro-spinal fluid of dogs after intravenous injection of 3-6 grm. per kgrm. of 
body-weight. Intravenous injection of 3-3°5 grm. of glucose per kgrm. ts followed 
by hyper-glycorrhachia. E. D. WALTER (Chem. Abstr.). 


Cerebro-spinal Fluid Studies in Ten Cases of Tobacco-alcohol Amblyopia. (Amer. 
Journ, Ophthal., vol. xviii, pp. 720-3, 1935.) Carrol, F. D. 

The total protein content of the cerebro-spinal fluid tended to be elevated, and 

in two cases it was definitely higher than normal. In both of these cases the 
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qualified test for protein was positive. The patients with the highest cerebro- 
spinal Huid protein content also had the poorest vision. 


EDWARD EAGLE (Chem. Abstr.). 


Chivrides in Meningitis. (Rev. Franç. Pediat., vol. x, pp. 204-17, 1934.) Finkel- 
stein, L. O., and Merson, F. S. 
A study of the chloride content of blood, cerebro-spinal fluid, tissue lymph, 
urine and gastric juice indicates a de-mineralization during meningitis. The diet 
must counteract this tendency. B. C. A. (Chem. Abstr.). 


Cerebral Origin of Abnormal Sodium Chloride Metabolism. (Deutsch. Arch. klin. 
Med., vol. clxxvii, pp. 29-39, 1934.) Molnar, I., and Gruber, Z. 

In ro of 11 subjects with various cerebral affections there was observed either 
abnormal excretion of sodium chloride, or abnormal retention in the blood and 
especially in the tissues. It is not yet certain whether the oliguria often observed 
in mental patients is related to the pathological retention of sodium chloride, or 
whether their severe headaches may be due to the retention of sodium chloride 
and water in the tissues of the brain. P. Y. Jackson (Chem. Abstr.). 


Chemical and Spectrographic Comparative Investigations on the Vitamin C Contents 
of Brain, Cerebro-spinal Fluid and Serum. (Zeitschr. Physiol. Chem., vol. 
COXXXL, pp. 131-45, 1935.) Plaut, F., Bülow, M., and Pruckner, F. 

A freshly prepared solution of ascorbic acid shows an absorption in the long- 
wave ultra-violet region of the Fe spark, beginning at 275mp., rising sharply to 
205, flattening toward 260 mp., and then rising again. The maximum at 205 mm., 
reported by other investigators could not be observed, and is attributed to alteration 
of the acid by oxidation. The absorption curve furnishes a means of determini ng 
ascorbic acid in spinal fluid, brain and serum. The values thus obtained are in 
agreement with those obtained by the chemical method of titration in acid solu- 
tuon with 2, 6-dichlorophenol-indophenol. Discrepancies in individual cases are 
explained by the fact that it is sometimes not possible to remove all interfering 
substances which absorb in this region, and furthermore that the same absorption 
is shown by partially but reversibly oxidized ascorbic acid, which no longer reacts 
in the chemical titration. On the whole, the concordance of the two methods is 
so close that the chemical determination as applied to spinal fluid, brain and serum 
may be assumed to yield the true values for vitamin content. 


A. W. D. (Chem. Abstr.). 


Histological Aspects of the Pineal Gland with Reference to Pregnancy [Aspetti istologici 
della pineale in rapporto allo stato gravidico’. (Riv. di Pat. Nerv. e. Ment., 
vol. xlv, p. 555, May-June, 1935.) Desogus, V. 

Dr. Desogus describes the marked histological signs of involutionary changes 
in the pineal gland during the latter part of pregnancy, and suggests that these 
changes point to a pineal sex-gland antagonism to a thyro-adrenal-hypophysis 
system. H. W. EDDISON. 


Gliosis of the Occipital Lobes in the Choreas. (Amer. Journ. Psychiat., vol. xcii, 
p. 301, Sept., 1935.) Davison, C. 

Fifteen cases of Huntington’s and arterio-sclerotic choreas were investigated. 

In eight of these, in addition to the usual neural structures involved in these 

diseases, a dense gliosis (not observed in normal individuals) was found in the white 


matter of the occipital lobe. Neither visual defects nor hallucinations could be 
demonstrated clinically. M. HAMBLIN SMITH. 


Diffuse Cortical Contusion of the Occipital Lobe. (Arch. of Pathol., vol. xx, p. 523, 
Oct., 1935.) Courville, C. B. 


_ Diffuse contusion of the occipital lobe, characterized by a diffuse reddish coloura- 
tionand softening of the affected cortex without gross morphological disorganization, 
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results from two types of mechanical disturbance : the lesion may be primary and 
acute, resulting from forcing of the occipital cortex against the falx or tentorium 
when the head in motion strikes some relatively immovable object. The secondary 
type is the result of local pressure by an expanding lesion, such as œdema or 
subdural or intracerebral hemorrhage. In this type there is no necessary relation- 
ship between the side of the original injury and that of the contusion. In any 
case, the lesion is essentially a diffuse hemorrhagic softening of the cortex resulting 
from a rupture of small cortical veins incident to the sudden reversal of current 
in these vessels in the primary type, or to persistent and increasing obstruction 
by continued pressure in the secondary type. Microscopically, the cortical and 
sub-cortical tissues are found to be infiltrated with blood. The softening and 
disintegrating tissues are ultimately filled with compound granular corpuscles. 
G. W. T. H. FLEMING. 


The Sedimentation Rate in Water-produced Hyperthyroidism [Sul comportamento 
della velociti di sedimentazione dei globuli rossi del sangue nell'ipertiroidismo 
da causa idrica). (Il Cervello, vol. xiv, p. 181, July, 1935.) Caserta, R. 

The goitre-producing properties of some of the waters at Palermo are referred 
to. They can be relied on to produce thyroid enlargement in animals and man, 
and can, therefore, be used for experimental purposes. There is an initial fall in 
the sedimentation rate, followed by a rise, which is associated with a rise in the basal 
metabolic rate. The author suggests that this initial fall in sedimentation rate 
will be of diagnostic importance in early cases where the basal metabolic rate is 
rising. H. W. Eppison. 


Neuroglia in Experimental Lesions [Comportamento della neuroglia cerebrale del 
cane in seguito a lisioni sperimentali). (Riv. Sper. di Freniat., vol. lix, 
p. 553, Sept., 1935.) Canziani, G. 

Wounds were made in the brains of five dogs with a cautery, and the animals 
were killed after 6, 14, 24, 48 and 96 hours. It is claimed that all stages of trans- 
formation of astrocytes into amoeboid cells can be seen, and that the latter can give 
rise to clasmodendrocytes within 24 hours. H. W. Evpison. 


Histological Changes of the Central Nervous System in Experimental Ammonia 
Potsoning. (Deutsch. Zentralbl. ges. gericht. Med., vol. xxv, pp. 102-11, 1935.) 
Fazekas, I.G. 

Histological investigations on cats and rabbits have shown decided brain changes 
in ammonia poisoning, thereby confirming results on human material. The 
findings were somewhat more striking in rabbits than in cats. Brain destruction 
resulted from injuries of the vessels, glia fibres or ganglion cell. Vessel injuries 
consisted of watery swellings in the wall, fatty degeneration of the endothelial 
cells and increase of fatty migratory cells around the vessels. Destruction of the 
glia fibres appeared as a swelling and a strong affinity for Sudan III. Ganglion- 
cell injury appeared rather diffusely in the various brain parts. 

F. Krasnow (Chem. Abstr.). 


Inactivation of Poliomyelitis Virus in Vitro by Crystalline Vitamin C (Ascorbic 
Acid). (Journ. Exper. Med., vol. lxit, pp. 517-21, 1935.) Jungeblut, C. W. 
Multiple paralysing doses of poliomyelitis virus, when mixed with very small 
amounts of crystallized vitamin C (ascorbic acid), are rendered non-infectious 


as determined by intra-cerebral injection of such mixtures into rhesus monkeys. 
C. J. W. (Chem. Abstr.). 


The Composition of the Lipoids of the Encephalo-spinal Nerve Centres as Influenced 
by Neurotropic Substances (Free and Esterized Cholesterol in the Spinal 
Medulla). (Arch. Fisiol., vol. xxxiv, pp. 487-90, 1935.) Btancalant, G. S. 

Free cholesterol in the medulla increases under the action of strychnine in 


tetanizing doses. Barbital and ether have no influence of significance. 
A. E. MEYER (Chem. Abstr.). 
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6. Pharmacology and Treatment. 


The Eve and Nictitating Membrane in Deep Dial Anaesthesia. (Journ. Physiol., 
vol. lxxxiti, p. 29, 1935.) Bond, M., and Briscoe, G. ; 

The changes in the eye and nictitating membrane of the cat in different stages 
of dial anesthesia are described. Stimulation of the cervical sympathetic at once 
reverses these etfects. Operative procedures, stimulation of skeletal nerves and 
administration of ether all tend to make the eye changes in dial anesthesia less 
marked. E. D. WALTER (Chem. Abstr.). 


Theories of Narcosis of Meyer, Overton, Kurt Mever, Traube and Warburg : A 
Reply to Kurt Meyer. (Biochem. Zeitschr., vol. cclxxix, pp. 166-73, 1935.) 
Traube, I. l 

Narcotics accumulate on the cell-walls according to their surface-tension 
activity. In the cells the narcotics are partially adsorbed and partially dissolved 
in the lipoids. They inhibit catalytically oxidative, enzymic and bioelectric 
processes, etc., and can be approximately measured by these inhibitory effects. 

S. MorGULIS (Chem. Abstr.). 


Peripheral Action of Barbiturates. (Science, vol. lxxxii, p. 232, 1935.) Koppanyi, 
T., Linegar, C. R., and Dille, J. M. 

Cardiac inhibition from stimulation of the peripheral vagus was observed in a 
large series of dogs and rabbits, after administration of 50-60 mgrm. of amytal 
per kgrm. Similar actions were observed after very large doses of pentobarbital 
sodium and other barbiturates in suitable doses. The central vagus etfects, such as 
respiratory inhibition following faradic stimulation, were unimpaired. Pilocarpine, 
physostigmine and acetylcholine effects were unaltered. 

Conclusion: The cardiac vagus-impairing action of barbiturates resembles 
the etfect of nicotine on the vagus ganglia; it is not an atropine-like action. 

J. C. Muncu (Chem. Abstr.). 


Sedatives in Acute Cerebral Trauma. (Med. Journ. Australia, vol. ii, pp. 109-13, 
1935.) Phillips, G. 

Cats under dial were given a blow on the head sufficient to produce trauma, 
and the changes in blood-pressure and respiration were followed as morphine was 
administered. Even slight cerebral trauma increased the respiratory depressant 
action of morphine. Drugs acting on the di-encephalon should be employed as 
sedatives in cerebral trauma, rather than those affecting vital centres in the hind 
brain. - G. H. W. L. (Chem. Abstr.). 


Treatment of Schizophrenia with Prolonged Narcosis. (Psychiat. Quart., vol. ix, 
p. 386, July, 1935.) Hoch, P. 

The writer used both pernocton and avertin-luminal. He concludes: All 
acute schizophrenic patients with excitement, depression or apprehension are 
suitable cases for prolonged narcosis. The best results are with acute catatonics. 
Less favourable results are observed in stuporous cases and in mute manneristic 
catatonics with stereotypies, etc. Quiet, self-absorbed catatonics are also suitable, 
the autism and negativism being diminished. In these cases the procedure is 
preliminary to a psycho-therapeutic approach. Quiet paranoid types do not 
benefit, except that they may become more accessible. 

The severely acute type derives most benefit, the mortality with these cases 
being greatly lessened. Cases whose psychosis was precipitated by an actual 
conflict in the environment respond most favourably. Prolonged narcosis should 
be followed by psychotherapy and occupational therapy. It is too early to say 
which form of prolonged narcosis is most useful. G. W. T. H. FLEMING. 
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The Use of Hypertonic Sucrose Solution Intravenously to Reduce Cerebro-spinal 
Fluid Pressure without a Secondary Rise. (Amer. Journ. Physiol., vol. cxit, 
pp. 82-96, 1935.) Bullock, L. T., Gregersen, M. I., and Kinney, R. 
Conclusion: Hypertonic (50%) sucrose injected intravenously (3-6 grm. per 
kerm.) is effective in reducing the cerebro-spinal fluid pressure in normal 
anesthetized dogs for 5-8 hours without causing a secondary rise exceeding the 
initial pressure. E. D. W. (Chem. Abstr.). 


Treatment of Mvopathies with Amino-acids. (Calcutta Med. Journ., vol. xxx, pp. 
32-5, 1935.) Roy, B. C., and Chatterjee, D. N. 

After administration of glycine there was a sharp rise in urinary creatinine, 
followed by a secondary fall in creatine. Better clinical results were obtained 
after the administration of glycine with ephedrine and acid sodium phosphate 
than with glycine alone. J. C. M. (Chem. Abstr.). 


Alcoholism. (Clin. Med. Surg., vol. xlii, pp. 423-6, 1935.) Ostromislensky, I. I. 
Rossium (diphenylmethylpyrazolonyl), which has also been recommended for 
the treatment of narcotic addicts, is recommended for the treatment of chronic 
alcoholism. It alleviates withdrawal symptoms and aids in re-creating a normal 
nervous balance. T. H. RmpeErR (Chem. Abstr.). 


The Action of Mussel Potson on the Nervous System. (Australian Journ. Exper. 
Biol. Med. Sci., vol. xitt, pp. 79-94, 1935.) Kellaway, C. H. 
Mussel poison is a neurotoxin with central effects upon the cardio-vascular and 
respiratory centres, and peripheral effects upon the motor and sensory nerve- 
endings. C. G. KinG (Chem. Abstr.). 


Treatment of Epilepsy with “ Brolumin”’ (Ricerche cliniche sulla terapia bromo- 
barbiturica delle epilessie con un nuovo preparato sinergico Italiano 
“ Brolumin’’). (Arch. di Neur. Psichiat. e Pstchoanal., vol. xvi, p. 5, Jan., 
1935.) Bianchini, M. Levi. 

The paper describes the clinical progress of 55 epileptics and 16 other psychotics 
with brolumin, an Italian compound of bromine and luminal. The results which 
Prof. Bianchini reports are encouraging, and he claims that the effects of the drug 
are superior to those of luminal. The drug may be administered intravenously. 

H. W. EDDISON. 


The Inhibition of Convulsive Poisons. (Arch. Exper. Path. Pharmakol., vol. clxxviii, 
pp. 693-9, 1935.) Biehler, W. 

There is no correlation between the narcotic and convulsion-inhibiting activities 
of morphine, barbital, dicodid and neodorm. Conversely, the convulsive and 
respiratory-stimulating actions of mixtures of cardiazole and sedatives show no 
correlation. HARRY EAGLE (Chem. Abstr.). 


Pharmacological Studies of Convulsants of the Picrotoxine Group. (Japan. Journ. 
Med. Sci., IV, Pharmacol., vol. viit, No. 1; Proc. Japan. Pharmacol. Soc., 
pp. 89-90, 1933.) Kusumoto, H. 

Identical symptoms were produced in fish, frogs, mice and rabbits by the 
four convulsants studied. The convulsant dose intravenously injected into rabbits 
for coriamyrtin was 0:25 mgrm.'kgrm. ; tutin I, picrotoxine 1:5 and picrotoxinine 
0:8. The minimal doses in mgrm.;kgrm. increasing blood-pressure were 0:05, o'I, 
0:08 and 0-5; slowing the heart, 0:07, 0'5, 0:3 and 0-2; altering respiration, 0:07, 
0-5, 0'2 and o-5 mgrm./kgrm. Chloral prevented convulsions in mice. No evidence 
of accumulation nor of tolerance was found after subcutaneous injections into 
mice. James C. Muncu (Chem. Abstr.). 
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Influence of Some Drugs which Act on the Autonomic Nervous System upon Sulphur 
Metabolism. (Set-i-kwat Med. Journ., vol. liv, No. 2, pp. 104-14 [Engl. 
abstr. 8—9., 1935.) Saito, Y. 


r 


Doses of 0-1 c.c. of 0-194 solutions of the drugs were sdy injected hypodermi- 
cally into male rabbits for two weeks, and urinary excretions of total sulphide, 
total sulphate, inorganic sulphate and neutral sulphide were established. Adrenaline 
and atropine accelerated sulphide metabolism, while physostigmine, nicotine and 
pilocarpine diminished it. S. TASHIRO (Chem. Abstr.). 


Different Actions of the Bulbar Centres to Adrenaline and Pituitrin. (Arch. Fisiol., 
vol. xxxiv, Pp. 503-13, 1935.) Sacchi, U. 
Pituitrin injected into the cistern acts directly on the vasomotor centres. The 
action of adrenaline is complicated by its effect on the para-sympathetic nerve. 
A. E. MEYER (Chem. Abstr.). 


Migraine as a Hvpophysis Illness and its Treatment with Ovarian Preparations. 
(Wed. Alin., vol. xxxt, pp. 448-50, 1935.) Mueller, I. 
Migraine in women is often due to a pathological condition of the hypophysis 
and is relieved by ovarian preparations. G. W. H. Lucas (Chem. Abstr.). 


The Prevention of Loss of Weight in the Psychoses. (Amer. Journ. Psychiat., vol. 
xcii, p. 407, Sept., 1935.) Finkelman, I. 

As a working hypothesis, it seems reasonable to assume that the loss of weight 
is due to a disturbance in water metabolism. Twelve patients with an acute 
psvchosis were treated with a hydrating solution, 8 similar cases being used as 
controls. The hydrating solution contained gelatin, dextrose and sodium chloride. 
Eleven of the cases gained weight, and four showed remissions in their mental 
symptoms. The scope of the investigation requires, of course, to be much extended. 

M. HAMBLIN SMITH. 


Hamatoporphyrin Tabien in Dementia Præcox and Involution Melancholia. 
(Psychiat. Quart., vol. ix, p. 368, July, 1935.) Notkin, J., Huddart, J., and 
Dennes, B. 

The writers found no improvement in 10 female cases of dementia præcox ; if 
anvthing, the patients were worse. Of 1o female cases of involution melancholia, 
1 showed considerable improvement, 3 others showed a mild transitory improve- 
ment; the remaining 6 were unchanged. G. W. T. H. FLEMING. 


The Results of Sulphur Pyreto-therapy Associated with Gold-salts in 34 Cases of 
Dementia Precox [Résultats de la pvrétothérapie soufrée associée aux sels d'or 
dans 34 cas d'états dits de démence précoce). (Ann. Méd. Psych., vol. xv (i), 
Pp. 553, April, 1935.) Claude, H., and Dublineau, J. 

It is suggested that the value of the chryso-therapy may be due to the frequent 
coincidence of tubercle; in the present series 16 cases showed tuberculous lesions. 
As a result of the combined treatment, there were 13 remissions, 7 partial or tran- 
sitory remissions and 14 unimproved cases. STANLEY M. COLEMAN. 


The Effect of Alcohol on the Cortical and Subcortical Activity as Measured by the 
Conditioned Reflex Method. (Bull. Johns Hopkins Hosp., vol. lvi, pp. 61- 
83. 1935.) Gantt, W. H. 

Alcohol increased the latent period of both secretory and motor responses, even 
in moderate doses. In larger amounts it decreased the intensity of the conditioned 
actions and disturbed the balance between excitation and inhibition. 

E. W. Scott (Chem. Abstr.). 


The Effect of Drugs on Athetoid Movements [Influenza di sostanze ad azione ipnotica 
¢ catatonizzante sui movimenti atetosici e sullo spasmo di torsione). (Rass. di 

Studi Psichiat., vol. xxiv, p. 244, March-April, 1935.) Lo Cascio, G. 
The effects of various drugs upon athetoid and other involuntary movements 
were ascertained by means of myographic studies, as the result of which it was 
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The Use of Hwpertonic Sucrose Solution Intravenously to Reduce Cerebro-spinal 
Fluid Pressure without a Secondary Rise. (Amer. Journ. Physiol., vol. cxit, 
pp. 82-96, 1935.) Bullock, L. T., Gregersen, M. I., and Kinney, R. 
Conclusion: Hypertonic (50%) sucrose injected intravenously (3-6 grm. per 
kgrm.) is effective in reducing the cerebro-spinal fluid pressure in normal 
anasthetized dogs for 5-8 hours without causing a secondary rise exceeding the 
initial pressure. E. D. W. (Chem. Abstr.). 


Treatment of Mvopathies with Amino-acids. (Calcutta Med. Journ., vol. xxx, pp. 
32-5, 1935.) Rov, B. C., and Chatterjee, D. N. 

After administration of glycine there was a sharp rise in urinary creatinine, 
followed by a secondary fall in creatine. Better clinical results were obtained 
after the administration of glycine with ephedrine and acid sodium phosphate 
than with glycine alone. J. C. M. (Chem. Abstr.). 


Alcoholism. (Clin. Med. Surg., vol. xlii, pp. 423-6, 1935.) Ostromislensky, I. I. 
Rossium (diphenylmethylpyrazolonyl), which has also been recommended for 
the treatment of narcotic addicts, is recommended for the treatment of chronic 
alcoholism. It alleviates withdrawal symptoms and aids in re-creating a normal 
nervous balance. T. H. RIDER (Chem. Abstr.). 


The Action of Mussel Poison on the Nervous System. (Australian Journ. Exper. 
Biol. Med. Sci., vol. xiti, pp. 79-94, 1935.) Kellaway, C. H. 
Mussel poison is a neurotoxin with central effects upon the cardio-vascular and 
respiratory centres, and peripheral effects upon the motor and sensory nerve- 
endings. C. G. KixnG (Chem. Abstr.). 


Treatment of Epilepsy with “ Brolumin ” “Ricerche cliniche sulla terapia bromo- 
barbiturica delle epilessie con un nuovo preparato sinergico Italiano 
“ Brolumin’'™. (Arch. di Neur. Psichiat. e Psichoanal., vol. xvi, p. 5, Jan., 
1935.) Bianchini, M. Levi. 

The paper describes the clinical progress of 55 epileptics and 16 other psychotics 
with brolumin, an Italian compound of bromine and luminal. The results which 
Prof. Bianchini reports are encouraging, and he claims that the effects of the drug 
are superior to those of luminal. The drug may be administered intravenously. 

H. W. EDDISON. 


The Inhibition of Convulsive Potsons. (Arch. Exper. Path. Pharmakol., vol. clxxviii, 
pp. 693-9, 1935.) Biehler, W. 

There is no correlation between the narcotic and convulsion-inhibiting activities 
of morphine, barbital, dicodid and neodorm. Conversely, the convulsive and 
respiratory-stimulating actions of mixtures of cardiazole and sedatives show no 
correlation. HARRY EAGLE (Chem. Abstr.). 


Pharmacological Studies of Convulsants of the Picrotoxine Group. (Japan. Journ. 
Med. Sci., IV, Pharmacol., vol. vit, No. 1; Proc. Japan. Pharmacol. Soc., 
pp. 80-90, 1933.) Kusumoto, H. 

Identical symptoms were produced in fish, frogs, mice and rabbits by the 
four convulsants studied. The convulsant dose intravenously injected into rabbits 
for corilamyrtin was 0:25 mgrm.:kerm.; tutin I, picrotoxine 1:5 and picrotoxinine 
0:8. The minimal doses in mgrm. kgrm. increasing blood-pressure were 0-05, 0-1, 
0-08 and 0-5; slowing the heart, 0:07, 0'5, 0:3 and 0-2; altering respiration, 0-07, 
0:5, 0-2 and o-5 mgrm./kgrm. Chloral prevented convulsions in mice. No evidence 
of accumulation nor of tolerance was found after subcutaneous injections into 
mice. James C. Muncu (Chem. Abstr.). 
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Inñuence of Some Drugs which Act on the Autonomic Nervous System upon Sulphur 
Metabolism. (Sei-i-kwai Med. Journ., vol. liv, No. 2, pp. 104-14 [Engl. 
abstr. 8-9], 1935.) Saito, Y. s 
Doses of 0-1 c.c. of 0-1°% solutions of the drugs were daily injected hypodermi- 
cally into male rabbits for two weeks, and urinary excretions of total sulphide, 
total sulphate, inorganic sulphate and neutral sulphide were established. Adrenaline 
and atropine accelerated sulphide metabolism, while physostigmine, nicotine and 
pulocarpine diminished it. S. TaSHIRO (Chem. Abstr.). 


Different Actions of the Bulbar Centres to Adrenaline and Pituitrin. (Arch. Fisiol., 
vol. xxxiv, Pp. 503-13, 1935.) Sacchi, U. 
Pituitrin injected into the cistern acts directly on the vasomotor centres. The 
action of adrenaline is complicated by its effect on the para-sympathetic nerve. 
A. E. MEYER (Chem. Abstr.). 


Migraine as a Hypophysis Illness and its Treatment with Ovarian Preparations. 
(Med. Klin., vol. xxxi, pp. 448-50, 1935.) Mueller, I. 
Migraine in women is often due to a pathological condition of the hypophysis 
and is relieved by ovarian preparations. G. W. H. Lucas (Chem. Abstr.). 


The Prevention of Loss of Weight in the Psychoses. (Amer. Journ. Psychiat., vol. 
xcii, P. 407, Sept., 1935.) Finkelman, I. 

As a working hypothesis, it seems reasonable to assume that the loss of weight 
is due to a disturbance in water metabolism. Twelve patients with an acute 
psychosis were treated with a hydrating solution, 8 similar cases being used as 
controls. The hydrating solution contained gelatin, dextrose and sodium chloride. 
Eleven of the cases gained weight, and four showed remissions in their mental 
symptoms. The scope of the investigation requires, of course, to be much extended. 

M. HAMBLIN SMITH. 


Hamatoporphyrin Treatment in Dementia Præcox and Involution Melancholia. 
(Psychiat. Quart., vol. ix, p. 368, July, 1935.) Notkin, J., Huddart, J., and 
Dennes, B. 

The writers found no improvement in 10 female cases of dementia præcox ; if 
anvthing, the patients were worse. Of 10 female cases of involution melancholia, 
1 showed considerable improvement, 3 others showed a mild transitory improve- 
ment; the remaining 6 were unchanged. G. W. T. H. FLEMING. 


The Results of Sulphur Pyreto-therapy Associated with Gold-salts in 34 Cases of 
Dementia Precox [Résultats de la pvrétothérapie soufrée associée aux sels d'or 
dans 34 cas d'états dits de démence précoce]. (Ann. Méd. Psych., vol. xv [t,, 
p. 553, April, 1935.) Claude, H., and Dublineau, J. 

It is suggested that the value of the chryso-therapy may be due to the frequent 
coincidence of tubercle; in the present series 16 cases showed tuberculous lesions. 
As a result of the combined treatment, there were 13 remissions, 7 partial or tran- 
sitory remissions and 14 unimproved cases. STANLEY M. COLEMAN. 


The Effect of Alcohol on the Cortical and Subcortical Activity as Measured by the 
Conditioned Reflex Method. (Bull. Johns Hopkins Hosp., vol. lvi, pp. 61- 
83, 1935.) Gantt, W.H. 

Alcohol increased the latent period of both secretory and motor responses, even. 
in moderate doses. In larger amounts it decreased the intensity of the conditioned 
actions and disturbed the balance between excitation and inhibition. 

E. W. Scott (Chem. Abstr.). 


The Effect of Drugs on Athetoid Movements (Influenza di sostanze ad azione ipnotica 
e catatonizzante sui movimenti atetosici e sullo spasmo di torsione]. (Rass. di 

Studi Psichiat., vol. xxiv, p. 244, March-April, 1935.) Lo Cascio, G. 
The effects of various drugs upon athetoid and other involuntary movements 
were ascertained by means of myographic studies, as the result of which it was 
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considered that somnifen, bulbocapnine and urethane reduce these movements, 
while ephedrine has the opposite effects. H. W. EDDISON. 


7. Criminology. 


The Goodenough Drawing in Relation to Delinquency and Problem Behaviour. (Arch. 
of Psychol., No. 175, Jan., 1935.) Hinrichs, W. E. 

The Goodenough drawing, which simply consists in drawing a man, was used 
by the author to test the inmates of the Connecticut School for Boys, an institution 
for delinquents. The test is only moderately connected with general intelligence, 
but is more closely related to maturity as measured by the Furfey scale of develop- 
mental age. There is some connection with maladjustments of the personality, 
such as may give rise to delinquent or problem behaviour. The test showed both 
quantitative and qualitative differences between delinquent and control groups. 

G. W. T. H. FLEMING. 


8. Oligophrenia. 


Little's Disease with Idiocy and Status Verrucosus Deformis Sindrome di Little con 
idiozia sostenuta da status verrucosus deformis). (Riv. di Pat. Nerv. e 
Maent., vol. xliv, p. 628, Nov.—Dec., 1934.) Guidi, F. 

From an examination of the literature as well as from the case he describes, 
the author considers that there may be lesions either of the brain or the cord, or 
both. When the brain is affected, idiocy is usually present. His own patient was a 
second child of healthy parents, the first and subsequent children being normal. 
He was born at full term without forceps, after an uneventful labour. There was 
the usual spastic paralysis of all four limbs and, in addition, dysphagia, especially 
for solids. Profound mental deficiency was present. He died of intercurrent 
disease at the age of 10 years without even learning to respond to his name. 

The post-mortem features were as follows : The meninges were adherent to the 
brain. The brain was of normal size, but its shape was Irregular. The longitudinal 
sulcus was irregular, especially in its posterior part, whence numerous fissures ran 
transversely. The Sylvian fissure was scarcely, and the Rolandic not at all identifi- 
able. In general, the sulci were shallow and the convolutions poorly developed 
and broken up, presenting a mammillated appearance. The Rolandic area 
presented a true microgyria verrucosa. 

Sections of the pre-Rolandic area showed many detached specks of cortex 
surrounded by white matter, in which nerve-cells were scattered. The lavers of 
the cortex were fairly well differentiated except at the base, where the cells were 
irregular in form, distribution and number. Here and there were found cells 
three or four times the size of ordinary pyramidal cells, first noted by Cajal. The 
author considered that the condition was due to a meningo-encephalitis at the 
fourth or fifth month of intra-uterine existence. H. W. Eppison. 


The Genetics of Epiloia. (Journ. of Genetics, vol. xxxi, p. 413, Oct., 1935.) Gunther, 
M., and Penrose, L. S. 

The condition is uncommon. Among about 7,600 inmates of five institutions 
for the mentally defective, only 26 cases were found. The family histories of 20 
of these cases were investigated. Of these cases, 8 were idiots, 7 imbeciles and 5 
“simpletons ”. The conclusion drawn from the investigation is that a single rare 
dominant gene is the chief causative factor. An appreciable number of cases, 
the majority of whom are idiots, are thought to have arisen by mutation. The 
estimate is made that the mutation-rate of this gene may be as high as 160,000 
per individual per generation, and is unlikely to be lower than 1/120,000. The 
great variety found in the clinical manifestations is attributed to the influence of 
extraneous modifying factors, which are mainly independent genes. 

M. HAMBLIN SMITH. 
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Part I.—Original Articles. 


FUNCTIONAL LOCALIZATION IN THE THALAMUS AND 
HYPOTHALAMUS.* 


By W. E. LE Gros Cark, F.R.S., 


Professor of Anatomy in the University of Oxford. 


THE sensory material which provides the essential data for conscious 
activity is conveyed to the higher functional levels of the brain by impulses 
which stream up the olfactory tracts, the optic tracts, and the tracts of the 
brain-stem and spinal cord. With the exception only of the olfactory 
impulses, all these sensory impulses are filtered through the thalamic region 
of the brain, or diencephalon, before they can be relayed to the cerebral 
cortex which forms the anatomical substratum of the more elaborate mental 
processes. It is an interesting fact that, while the functional localization in 
the cerebral cortex and the functional localization in regard to the numerous 
fibre tracts in the brain-stem and spinal cord have been established in quite 
considerable detail by anatomical, physiological and clinical studies extending 
over many years, the localization and the connections of the various relay 
mechanisms in the diencephalon still remain obscure. Since the nature of 
the sensory material which is delivered to the cerebral cortex depends 
ultimately on the influences and modifications which may be imposed on the 
afferent impulses during their passage through the diencephalon, it becomes a 
matter of extreme importance, from the point of view of the study of the 
physiology of sensation and of psychological interpretation of sensory experience, 
that attention should be concentrated on this diencephalic mechanism. The 
minute anatomy of the diencephalon has recently been worked out in great 
detail, and it is now the task of the anatomist, physiologist and clinician to 
discover the functional significance of the numerous cell groups and fibre 
tracts which have been defined. 

* A lecture delivered before the Midland Mental Pathological Society, October 24, 1935. 
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The general disposition and subdivisions of the diencephalon can readily 
be appreciated if a median section through the brain of a three-months human 
embryo is examined (Fig. 1). The diencephalon is hollowed out by the 
median third ventricle. Close to the roof is a rounded ridgė, the epithalamus, 
which includes the pineal body and certain cell groups (such as the habenular 
ganglion) in close topographical relation with it. The floor of the ventricle is 
formed by the hypothalamus, which includes the pituitary body and a number 
of cell groups in close relation with the optic chiasma and the pituitary stalk, 


Fic. 1.—Median section of the brain of a three months’ human embryo to show the main 
parts of the diencephalon. Cb. Cerebellum. Fp. Epithalamus. Hy. Hypothalamus. 
Inf. Infundibulum. Mid. Br. Mid-brain., Op. Ch. Optic chiasma. Pit. Pituitary 
gland. S. Hyp. Hypothalamic sulcus. Th. Thalamus. 


and, behind, the mammillary bodies and their immediate relations. In the 
lateral wall of the third ventricle is a large rounded swelling which is the 
thalamus proper. The thalamic swelling laterally, and the eminence formed 
by the developing hypothalamus below, are separated by a .conspicuous 
furrow, the sulcus hypothalamicus. We are here concerned with the thalamus 
and the hypothalamus. Comparative anatomy (6) indicates that the thalamus 
is primarily a relay station through which impulses which have their origin in 
stimuli arising in the external environment or in such somatic structures as 
muscles, tendons and joints are projected on to the cerebral cortex. In other 
words, it is concerned with the reception of stimuli on the basis of which the 
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organism can adapt its behaviour objectively in accordance with environmental 
changes. The hypothalamus, on the other hand, comprises (with the pituitary 
gland) a neuro-glandular mechanism which is intimately concerned with the 
visceral activities of the body. In lower vertebrates it has been possible to 
trace visceral tracts into the hypothalamus (25), and clinical and physiological 
studies have shown that disturbances of the hypothalamic mechanism are 
commonly associated with disturbances of vegetative functions such as 
carbohydrate and water metabolism, gastric, intestinal and bladder movements, 
vasomotor reactions, sleep and sexual activities. Since functional disturbances 
of this kind form an essential element in all emotional reactions, it will be 
realized how important it is to acquire a knowledge of functional localization 
in the hypothalamus as a necessary preliminary to a clinical or experimental 
study of emotional experience. 


THE THALAMUS. 


In Fig. 2 are shown diagrammatically three transverse sections through 
the human thalamus in which a number of the cell groups or nuclei which 
have been described anatomically are outlined. We may deal with these 
nuclei separately and consider their functional significance. 

The ventral nucleus occupies a ventral position and extends throughout 
the length of the thalamus. Actually it can be subdivided into several 
elements (19) (12), but for the sake of simplicity most of these can be ignored 
here. The ventral nucleus is the main sensory nucleus, and at least its 
posterior half (or more accurately, the posterior half of the pars externa of 
the ventral nucleus) is the terminal station of a large proportion of the fibres 
of the great sensory tracts which form the spinal fillet (from the posterior 
horn-cells of the spinal cord), the medial fillet (from the cuneate and gracile 
nuclei in the medulla), and the trigeminal fillet (from the sensory nucleus of 
the trigeminal nerve). From the ventral nucleus, the impulses conveyed by 
these sensory tracts are relayed on to the post-central gyrus of the cerebral 
cortex. The question now arises whether there is any topographical localiza- 
tion in the ventral nucleus in regard to the different parts of the body from 
which these impulses come, or in regard to the different types of sensory 
impulses which the fibres of the fillet system convey. The first part of the 
question can now be answered quite definitely. It has been established that 
impulses arising in the lower or caudal end of the body terminate in the lateral 
part of the ventral nucleus, while those arising in the head region end in the 
most medial part (12) (45). In other words, there is the same type of functional 
localization in the ventral nucleus as obtains in the post-central convolution. 
Whereas in the latter, the body is represented vertically in an approximately 
upside-down position, in the ventral nucleus the length of the body is repre- 
sented rather transversely, with the head-end most medially. The question 
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whether fibres conveying different types of sensory impulse end in corre- 
spondingly different nuclear elements in the thalamus is still uncertain. That 
there is a functional localization of this order might be inferred from the 
conclusion, based on clinical observations, that on their approach to the 
thalamus, sensory tracts become progressively segregated in accordance with 
the nature of the sensory impulses which they carry. Experiments are now 
being carried out in my laboratory in order to study this anatomical problem. 
So far as they have gone, they indicate that the spino-thalamic tracts, the 
medial fillet, and all parts of the trigeminal fillet terminate in the same region 
of the thalamus, i.e.,in the pars externa of the ventral nucleus. If these 
tracts are concerned with the conduction of sensory impulses of diverse types 


Fic. 2.—Diagrams of transverse sections through the human diencephalon from before 
backwards. <A. Anterior nucleus. Cm. Centre median nucleus. Gl. Lateral geniculate 
body. CQ. Superior corpus quadrigeminum. Gm. Medial geniculate body. H. 
Habenular ganglion. L. Lateral nucleus. M. Medial nucleus. P. Pulvinar. Pes. 
Pes pedunculi. R. Red nucleus. Rt. Reticular nucleus. S. Subthalamic nucleus. 
V. Ventral nucleus. Z. Zona incerta of the subthalamus. 


(as clinical studies indicate to be the case), this termination in a common 


“sensory station in the thalamus is very remarkable. From time to time it 


has been suggested that the trigeminal fillet ends in other elements such as 
the medial nucleus of the thalamus or the centre median nucleus, but this has 
not been confirmed satisfactorily, and there is evidence against it. 

This question of the termination of different sensory neurones in the thalamus 
is of fundamental importance in the problem of the central representation of 
different aspects of sensation, and especially of those types which come under 
the categories of protopathic and epicritic. It has been suggested again, on 
the basis of clinical studies, that, in the thalamus, sensory impulses are grouped 
in such a way that some are projected on to the cortex (providing the basis 
for the discriminative types of sensation), and others are redistributed to the 
thalamus itself. The latter are believed to be relayed to the central grey 
matter of the thalamus, perhaps the medial nucleus. This central grey matter 
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has been termed the central organ of the thalamus, and it has been deemed 
responsible for endowing sensation with feeling tone which is either painful or 
pleasurable. Now if all the sensory tracts from the brain-stem and spinal 
cord which reach the thalamus terminate in the pars externa of the ventral 
nucleus (as seems to be the case), it must be supposed on current hypotheses 
that there are two categories of cells in this nucleus, one of which is concerned 
with relaying the afferent impulses to the cortex, and the other to the “ central 
organ ” of the thalamus. But it has been shown that ablation of the sensory 
area of the cortex (the post-central cortex) leads to complete atrophy of all 
the cells of the pars externa of the ventral nucleus. Thus it seems that the 
terminal nucleus of the fillet system is concerned entirely with projecting 
afierent impulses on to the cortex. It is, of course, possible that impulses 
underlying protopathic sensation are carried up the spinal cord and brain- 
stem by several relays of neurones, so that the whole course to the thalamus 
taken by these impulses cannot be displayed by the Marchi technique following 
lesions at relatively low levels. Consequently, our present information may 
afford no positive data regarding the terminal nucleus for these impulses in 
the thalamus. This question may perhaps be settled by making a series of 
hemisections at high levels in the mid-brain and hind-brain and studying the 
ensuing Marchi degeneration. 

There is another element of the ventral nucleus which deserves attention 
here, and that is the pars arcuata, or the arcuate nucleus. This nucleus lies 
between the pars externa of the ventral nucleus and the centre median nucleus, 
and it has been shown to be the end-station of the brachium conjunctivum 
fibres which come from the cerebellum (38). It is interesting to note, therefore, 
that this nucleus sends relays to the precentral or motor cortex (12). It has 
been known for some time that the ventral nucleus of the thalamus projects 
on to both the pre- and post-central gyri, and it has been supposed on these 
grounds that both these convolutions have an equivalent value as sensory 
cortical mechanisms. It seems, however, that the motor cortex receives by 
way of the thalamus only afferent impulses emanating from the cerebellum, 
and is not concerned with the reception of sensory impulses which are brought 
up by the fillet system. 

The lateral nucleus also consists of several elements, some of which are 
well circumscribed, while some are only indistinctly demarcated from the 
subjacent ventral nucleus. But the lateral nucleus is distinguished by the 
fact that no fillet fibres have been traced into it. Yet the lateral nucleus has 
been regarded as functionally equivalent to the ventral nucleus, and it has 
been assumed to receive fillet fibres conveying impulses from the caudal end 
of the body and to project on to the leg region of the post-central gyrus. 
However, ablation of the upper end of this gyrus only leads to cell atrophy 
in the pars externa of the ventral nucleus. On the other hand, cell atrophy 
in the lateral nucleus (at least in its caudal half) follows cortical lesions in the 
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parietal lobe behind the post-central gyrus—that is to say, in the so-called 
“association ” areas of the parietal cortex. The significance of the lateral 
nucleus therefore remains obscure, although when the afferent connections of 
this nucleus are established by anatomical studies we may get some light 
thrown on this problem. 


Fic. 3.—Diagram showing the projection of the thalamic nuclei on the cortex. Above 
are shown the lateral and medial aspects of the cerebral hemisphere of a monkey, and 
below a schematic transverse section through the thalamus. The anterior nucleus 
is projected on to the gyrus cinguli (C), the medial nucleus on to the frontal cortex 
(Fr.), the lateral nucleus on to the parietal association areas (P), the ventral nucleus 
(pars externa) on to the post-central gyrus (in which the areas for the legs, trunk, arms 
and face are represented diagrammatically), the pars arcuata of the ventral nucleus 
on to the motor cortex (M), the lateral geniculate body on to the visual cortex (V), 
and the medial geniculate body on to the superior temporal gyrus (7). The centre 
median nucleus (cm.) has no afferent cortical connection. 


The pulvinar is a descriptive term of gross anatomy applied to the posterior 
projecting pole of the thalamus, and it includes several “ nuclei’’. Most of it, 
however, is made up of a caudal extension of the lateral nucleus of the thalamus. 
It was rather unexpected to find that in a series of experiments in which (in 


1936. | BY W. E. LE GROS CLARK, F.R.S. 105 


the monkey) various discrete portions of the parietal cortex were removed (12), 
the cells of the main element of the pulvinar apparently remained normal and 
unaffected, for it is generally held that the pulvinar projects on to the parietal 
cortex. In a recent study of the thalamus in a monkey following complete 
hemi-decortication it has been shown that the cell groups of the pulvinar 
undergo complete degeneration (46). Either the main element of the pulvinar 
projects diffusely over the whole area of the parietal cortex (so that limited 
cortical ablations lead to atrophy {which is not easily detectable), or the 
pulvinar projects on to some other cortical region. This question needs 
further investigation. It may be noted that the old description that the 
pulvinar is one of the terminal stations of the optic tract (which still finds a 
place in some text-books) is incorrect. Optic fibres pass through the pulvinar 
on their way to the anterior colliculus, but do not end in the pulvinar. 

The lateral and medial geniculate bodies, developed from the same mass 
of cells in the thalamus that gives rise to the ventral nucleus, are on the 
same functional level as the latter. The lateral geniculate body is the 
main terminal station of the optic tract, and, as is well known, relays 
retinal impulses on to the visual cortex in the occipital pole of the cerebral 
hemisphere. The functional localization in this nucleus is extremely precise. 
In man and other Primates it is laminated, being subdivided into six layers. 
It has been shown that three of these layers of cells receive fibres from the 
homolateral eye, and three from the heterolateral eye (13). Moreover, each 
lateral geniculate nucleus shows practically a point-for-point representation 
in regard to various sections of the retina from which it receives optic fibres. 
This has been demonstrated by the study of Marchi maternal and, more 
accurately, by the study of transneuronal degeneration following localized 
lesions in the retina. It has also been established that each limited part 
of the lateral geniculate nucleus is projected on to a corresponding limited 
area of the visual cortex (35), so that the point-for-point representation of the 
retina is thus carried on to the cortical level. It seems that the lateral 
geniculate nucleus is entirely concerned with the relay of retinal impulses to 
the cortex. Probably none of its cells serve the purpose of transmitting 
these impulses to other parts of the brain, for on ablation of the visual 
cortex the whole of the lateral geniculate nucleus undergoes complete cell 
atrophy. 

The medial geniculate body is the terminal station of a part of the lateral 
fillet which conveys auditory impulses from auditory nuclei in the hind-brain, 
and these impulses are further projected on to a limited part of the superior 
temporal gyrus. The details of these connections and the question of a 
functional localization within the medial geniculate body have still to be 
worked out. The medial geniculate body has often been regarded as a 
mesencephalic element because of its topographical position alongside the 
mid-brain. Developmental and comparative anatomical studies have now 
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shown that, like the lateral geniculate body, it is really a part of the thalamus 
which has become secondarily displaced backwards (8). 

The anterior nucleus is a very conspicuous element in the thalamus of the 
human brain. The nucleus to which I refer is really one element of a composite 
anterior nucleus, the antero-ventral element. In man this element forms 
the main part of the whole nucleus. As is well known, it is the terminal 
station of a remarkably well circumscribed tract of fibres—the bundle of 
Vicq d’Azyr or mammillo-thalamic tract—which arises in the mammillary 
body (from the medial mammillary nucleus) of the same side. This fibre 
tract serves therefore to connect the hypothalamus with the thalamus proper. 
It may perhaps be regarded as a local specialization of a diffuse periventricular 
system of fibres, which dorsally is related to the more medially situated nuclei 
of the thalamus proper and below has numerous connections with the hypo- 
thalamic nuclei (12). The nature of the impulses which the mammillo- 
thalamic tract conveys to the anterior nucleus is obscure. The mammillary 
body itself receives impulses which are brought to it from the hippocampus 
of the cerebral hemisphere, but beyond the fact that these impulses are 
presumed to be olfactory in nature, nothing is known of them. We may 
refer to the experimental evidence (cited below) that the mammillary body is 
functionally related to the phenomenon of sleep. If this is so, its direct 
connection with the anterior nucleus suggests that the latter also may be a 
part of a central neural mechanism which regulates sleep processes. Formerly 
it was held that the anterior nucleus had no connection; with the cerebral 
cortex. It has now been established that it is related by direct thalamo- 
cortical radiations with the whole length of the gyrus cinguli—the strip of 
neopallial cortex which extends along the dorsal aspect of the corpus callosum 
(7) (10). The functional significance of this convolution is quite unknown, 
and it would be of great interest to study the functional results of its bilateral 
ablation in experimental animals. It may be pointed out that in an ascending 
series of mammals the anterior nucleus, the mammillo-thalamic tract and 
the medial nucleus of the mammillary body from which it arises, all become 
progressively more differentiated structurally. This suggests that the 
functional implications of this system become progressively more important 
in the evolutionary scale, culminating in man himself. 

The medial nucleus (or the nucleus dorso-medialis of comparative anatomy) 
is a relatively large element in the human thalamus. For many years this 
nucleus has been commonly regarded as a phylogenetically ancient part of the 
thalamus, and supposed therefore to be concerned with quite primitive 
thalamic functions. This conception, however, is hardly in accord with the 
observation that the medial nucleus becomes relatively larger and better 
defined in higher mammals, reaching its maximum differentiation in the higher 
Primates (6). Moreover, it has recently been shown that it projects on to the 
cortex of the frontal pole—the granular cortex of the area frontalis of the 
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neopallium—for on removal of this area almost the whole of the medial nucleus 
undergoes complete cellular atrophy (11) (12) (9). This cortical area is one 
of the latest areas to acquire its full development and, indeed, in Man reaches 
Its greatest elaboration. The functional importance of this frontal cortex as a 
neural mechanism underlying the more elaborate mental processes is evidenced 
by clinical studies. According to Elliot Smith (17), ‘‘this area, in far greater 
measure than any other part of the brain, deserves to be regarded as the 
seat of the higher mental faculties and the crowning glory and distinction of 
the human fabric’’. What, then, is the nature of the sensory material 
which is conveyed to it by the medial nucleus? Unfortunately nothing is 
known of this, for the afferent connections of the medial nucleus itself are 
still very uncertain. It has already been remarked that the common statement 
that the medial nucleus receives impulses from the trigeminal nucleus rests on 
quite inconclusive evidence and is almost certainly not correct. On the other 
hand, it has been shown that fibres run up alongside the third ventricle 
(forming a part of the periventricular system of fibres), and terminate in the 
medial aspect of the nucleus (11) (42). It seems probable, on anatomical 
grounds, that these fibres relay impulses which have their origin in the hypo- 
thalamus. If the hypothalamus is regarded as a region for the central 
representation of visceral activities and as an essential element in the integration 
of emotional reactions, then the medial nucleus may be regarded as a relay 
station through which the neural processes associated with these activities are 
ultimately projected on to a cortical level. In other words, the medial nucleus 
provides a mechanism whereby the highest functional levels of the brain are 
enabled to control the more primitive elements of mental activity, such as are 
represented in emotional reactions, instinctive impulses, etc. On the basis of 
anatomical considerations, I have suggested elsewhere (6) (and I hold it to be 
legitimate to give expression to such suggestions, even though they are specu- 
lative and entirely tentative), that the frontal area of the cortex “ may thus 
be regarded as a final product of cerebral development, where the activities of 
the purely cortical mechanisms underlying the intellectual components of 
personality are equated with the activities of the hypothalamic region which 
are associated with the more fundamental and primitive components ”, and, 
“in this way a means is provided for harnessing the impulses which are 
indissolubly linked up with elementary forms of emotional experience to the 
intentions and resolves which have their origin in ideational processes taking 
place at the highest intellectual levels’’. It is interesting to note that just 
as the somatic sensory cortex of the post-central convolution is immediately 
adjacent to the motor cortex from which somatic reactions are initiated, so 
the frontal area of the cortex is immediately bounded behind by the pre-motor 
cortex, from which certain visceral reactions have been elicited by electrical 
stimulation (22). 

The centre median nucleus.—The principal nuclei of the thalamus are 
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separated by fibre laminz which are more or less distinct, and in among the 
fibres of these laminz are strewn groups of cells which form what are termed 
the intra-laminar nuclei. In lesions involving the cerebral cortex, these 
intra-laminar nuclei remain mainly unaffected, showing that they have few 
or no cortical connections (46). In higher mammals, one of these intra-laminar 
nuclei enlarges and becomes differentiated to form the centre median nucleus 
which lies just below the caudal part of the medial nucleus. Comparative 
anatomical studies suggest that the centre median nucleus is entirely an 
intra-thalamic mechanism unconnected with the cortex (6), but this conception 
has been contradicted by certain authorities. As a result of an experimental 
study on the monkey’s brain (12), it was stated that “ until and unless more 
convincing evidence of a positive nature is forthcoming, the conception of a 
direct cortical connection of the nucleus should be abandoned”. It has 
recently been conclusively shown by Walker (46), that following complete 
hemi-decortication in the monkey, the cells of the centre median nucleus remain 
entirely normal, although almost every other nucleus undergoes complete 
atrophy. The significance of the centre median nucleus remains unknown. 
Like the medial nucleus, it has been presumed to be a primitive element of the 
thalamus. This is certainly not the case, for it is hardly definable at all as a 
separate nucleus in lower mammals, and in higher mammals it becomes 
‘ progressively larger and better differentiated. In man it is relatively very 
large and, moreover, it becomes differentiated quite early in embryonic 
development. The suggestion made in some quarters that it receives fibres 
of the trigeminal fillet is not based on good evidence. 

In this brief survey we have dealt with the more important nuclei of the 
thalamus proper. Mention may perhaps be made of the reticular nucleus 
which forms a thin plate of cells bounding the whole thalamus laterally, and 
lying among the thalamo-cortical radiations as they emerge from the thalamus. 
The cells of this nucleus undergo degeneration following cortical lesions, from 
which it may be assumed that their axones extend to the cortex. It remains 
possible, however, that the degeneration may be secondary to the mechanical 
effect of the degeneration of the fibres of the thalamo-cortical radiations 
among which they are so intimately interspersed. Anatomically, the reticular 
nucleus appears to be an upward extension of the subthalamus, and there is no 
evidence that the cells of the subthalamus project on to the cortex. 


THE HYPOTHALAMUS. 


It has been pointed out that the hypothalamus is separated from the 
thalamus proper on the ventricular surface by the hypothalamic sulcus. It 
was supposed that this sulcus represents the upward continuation of the 
sulcus limitans, which separates the sensory from the motor lamina of the 
embryonic neural tube. Inferences were drawn regarding the functional 
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significance of the hypothalamus on the basis of this topographical relation. 
Embryologists are now generally agreed that the hypothalamic sulcus is 
developed independently of the sulcus limitans, and is merely a secondary 
groove formed between the swellings of the developing thalamus and hypo- 
thalamus. 

The hypothalamus is intimately connected with the olfactory regions of 
the cerebral hemisphere, and since there is good evidence in certain lower 
vertebrates that ascending tracts from gustatory and other visceral centres 
of lower levels terminate there (25), it, has come to be regarded as primarily 
an olfacto-visceral correlation mechanism. It is probable, however, that the 
most valuable clue to the ultimate significance of the hypothalamus is to be 
found in its close association with the pituitary gland. The neural portion 
of this gland is developed embryologically as a downgrowth from the floor 
of the third ventricle, and conspicuous masses of nerve-cells are differentiated 
to form a number of hypothalamic nuclei in close topographical relation to its 
stalk. The hypothalamus, from this point of view, appears toi be a complex 
ganglion directly associated with the pituitary, and forms with it a common 
neuro-glandular mechanism. Certain hypothalamic nuclei are directly con- 
nected with the pituitary gland by tracts of nerve-fibres (34, 14, 15). There 
is also a very intimate vascular connection between the pituitary and the 
hypothalamus—the so-called hypophyso-portal system (36, 37, I1). Minute 
vessels run up from the gland to be distributed among the cells of some of the 
hypothalamic nuclei, and colloid of pituitary origin has been traced histologically 
up these vessels either in their lumen or in perivascular spaces. It is supposed 
that by this means the colloid is brought into functional relation with the 
cells of the nuclei. ; 

In man the hypothalamus can be divided into four fairly distinct areas 
from before backwards—the pars supra-optica, which lies just above the optic 
chiasma, the pars infundtbularis, which corresponds to the eminence of the 
tuber cinereum, the pars retro-infundibularis, and the pars mammillaris. These 
main subdivisions are particularly well defined in the human fœtus. 

Pars supra-optica.—This region contains two of the best defined and most 
constant nuclei of the mammalian hypothalamus, the paraventricular nucleus 
and the supra-optic nucleus. The paraventricular nucleus forms a flat plate 
of cells lying close against the ependymal lining of the third ventricle. Its 
relative extent can be seen in Fig. 4. It consists of closely packed and rather 
large cells which show certain characteristic features. They appear vacuolated, 
the Nissl granules are peripherally placed and the nucleus is often eccentric. 
Cell inclusions of colloid material in both the paraventricular and supra-optic 
nuclei have been described by Scharrer and Gaupp, who believe that this 
colloid provides evidence of an independent! secretory activity of the cells 
themselves (23). They include the two nuclei under the term “ Zwischen- 
hirndruse ’’. That the colloid is not derived from the pituitary gland via 
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the hypophysio-portal system is indicated by the fact that it can still be 
demonstrated some time after hypophysectomy. Another characteristic 
shared by the paraventricular and supra-optic nuclei is their great vascularity, 
which may be indicative of some special functional relation between the cells 
and the blood vascular system. The relation of the paraventricular nucleus 
to visceral functions is suggested by the statements that its cells undergo 
atrophy after puncture of the dorsal vagus nucleus (44), and after extirpation 
of the superior cervical ganglion (24). It is said also to show degenerative 


Fic. 4.—The ventiicular surface of the hypothalamus ıs shown in this diagram, with 
the relative position and extent of a number of the hypothalamic nuclei. 4. Anterior 
commissure. Hdm. Dorso-medial hypothalamic nucleus. Hum. Ventro-medial 
hypothalamic nucleus. Hp. Posterior hypothalamic nucleus. Mm. Medial mam- 
millary nucleus. Mth. Mammillo-thalamic tract. Pre. Pre-optic nucleus. Pv. 
Paraventricular nucleus. So. Supra-optic nucleus. 


changes in hyperglycemia and in diabetic coma, and following experimental 
pancreatectomy (44). It must be emphasized, however, that the unusual 
cytological features of the cells of this nucleus may be mistaken by the unwary 
for chromatolytic changes. 

The supra-optic nucleus consists of a closely packed group of cells which 
straddles across the optic chiasma and the anterior end of the optic tract, with 
a tendency to extend down on the anterior aspect of the tuber cinereum. 
The existence of a supra-optico-hypophyseal tract has been shown by a 
number of investigators, and the intimate functional relation of the nucleus 
to the pituitary gland is well established. Degenerative changes ensue in its 
cells after injury to the posterior lobe of the pituitary (29), while lesions 
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of the nucleus have been stated to be followed by atrophy of the posterior 
lobe (4). The relation of the supra-optic nucleus and its connections to diabetes 
insipidus also seems certain now. Richter (41) produced permanent glycosuria 
in rats by a puncture of the hypothalamus in front of the tuber cinereum | 
and in the region of the optic chiasma, and it is probable that his injuries 
involved the nucleus or the supra-optico-hypophyseal tract. Biggart has 
recently described a clinical case of diabetes insipidus in which the lesion in 
the hypothalamus is represented as being quite small and confined to the 
site of this tract. Fisher, Ingram and Ranson have also shown that experi- 
mental diabetes insipidus can be produced by bilateral injury limited to the 
supra-optico-hypophyseal system in cats. These authors emphasize the 
superticial position of the tract—a position where it is particularly liable 
to be involved by pathological processes affecting the meninges in the 
neighbourhood. 

Pars infundibularis.—The medial part of the tuber cinereum—that part 
lying between the ependymal lining of the ventricle and the fornix column— 
is filled with a dense collection of small rounded cells which are rather 
embryonic in character. This mass of cells can be subdivided into dorsal and 
ventral condensations which are termed the dorso-medial and the ventro- 
medial hypothalamit nuclei. The ventro-medial hypothalamic nucleus is of 
special interest, because of all the hypothalamic nuclei it bears the closest _ 
topographical relation to the pituitary gland. In the foetus it is particularly 
well defined, but in the adult it loses its clear-cut outline (9). Like most of 
the hypothalamus, it receives fibres from the stria terminalis and the medial 
forebrain bundle (both primitive tracts which have their origin largely in 
olfactory regions of the forebrain), and it is also connected with the subthalamus 
by a small tract called the fasciculus papers descendens. The dorso-medtal 
hypothalamic nucleus is less well defined than ‘the ventro-medial nucleus and its 
connections are not clear. The lateral part of the tuber cinereum is somewhat 
complex cyto-architecturally, and is therefore not easy to analyse anatomically. 
It may be termed the lateral hypothalamic area. By many recent authors it is 
included under such cumbrous names as the “ tubero-mammillary nucleus ’”’, 
‘* mammillo-infundibular nucleus ” or ‘‘ tubero-mammillo-trigonal nucleus "’. In 
essence, the lateral hypothalamic area is characterized by conspicuous but 
scattered groups of large cells which pervade it. Another distinctive feature 
is the presence in its superficial part of spherical and sharply circumscribed 
groups of small cells which are termed the nuclei tuberis. These nuclei 
frequently raise up small tubercles on the lateral aspect of the tuber cinereum 
which are easily seen with the naked eye. It is of interest to note that the 
lateral hypothalamic area is more differentiated structurally in man and the 
higher Primates than it is in lower mammals (9). Indeed, the characteristic 
groups of large cells and the presence of well-defined nuclei tuberis are 
distinctive features of man and the anthropoid apes. 
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The lateral hypothalamic area is of particular importance for the reason 
that viscero-motor effects following experimental stimulation of the hypo- 
thalamus have in many cases been produced in this region (27, 28, 40, 26, 
2, 20). It is well known that there is a pupillary dilator mechanism in the 
hypothalamus, and it has been shown that the most marked reactions are to 
be obtained by stimulation of the lateral hypothalamic area. Stimulation 
of the same region may cause cessation of peristalsis, and loss of tone in the 
stomach and small intestine. 
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Fic. 5.—Sagittal section of the hypothalamus near the mid-line. A. Anterior com- 
missure.° bv. Blood-vessel. Hdm. Dorso-medial hypothalamic nucleus. Hum. 
Ventro-medial hypothalamic nucleus. Hp. Posterior hypothalamic nucleus. Mm. 
Medial mammillary nucleus. Mth. Mammillo-thalamic tract. Pre. Pre-optic nucleus. 
Pv. Paraventricular nucleus. Soe. Supra-optic nucleus. 


The tuber region forms a part of what Beattie (2) has called the anterior 
mechanism of the hypothalamus, and which he suggests is to be regarded as a 
parasympathetic centre. Stimulation of the tuber nuclei is stated to lead to 
increased motility of the stomach and bladder, and to an increase in gastric 
secretion and a slowing of the heart-rate. The effects on the stomach and 
heart are, moreover, abolished by section of the vagus. These reactions are 
the opposite’ to those which have been obtained from stimulation of the 
posterior hypothalamic region immediately behind. It has been suggested 
from time to time that the tuber region of the hypothalamus has some relation 
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to temperature regulation, though the evidence for this is perhaps not yet 
convincing. Reference may be made here to a recent paper by Morgan and 
Gregory (33), who found marked pathological changes in the nuclei of the 
tuber cinereum in cases of idiopathic epilepsy and in certain psychoses. 

Area retro-infundibularis—This region of the hypothalamus is made up 
of the nucleus hypothalamicus posterior. In man this nucleus is a fairly well- 
defined element as seen in sagittal sections. It lies just in front of the 
mammillary bodies and the lower end of the mammillo-thalamic tract, and 


Fic. 6.—Sagittal section of the hvpothalamus to one side of the median plane. A. 
Anterior commissure. DB. Nucleus of the diagonal band. F. Fornix. HI. Lateral 
hypothalamic area. Int. Nucleus intercalatus. MI. Lateral mammillary nucleus. 
So. Supra-optic nucleus. 


consists of scattered large cells in a matrix of small cells. This nucleus appears 
to give rise to a great proportion (perhaps the majority) of the periventricular 
system of fibres (30, 2), and it may thus be regarded as an important efferent 
mechanism through which impulses from the hypothalamus as a whole are 
transmitted to the brain-stem and spinal cord. The periventricular system 
of fibres also takes origin in part from other hypothalamic elements—they 
have been traced in silver preparations from the supra-optic nucleus, para- 
ventricular nucleus, ventro-medial and dorso-medial hypothalamic nuclei, as 
well as from the posterior hypothalamic nucleus. Most of ‘the fibres curve 
upwards and backwards close to the mid-line towards the dorsal aspect of 
the brain-stem, and collect to form a longitudinal bundle immediately below 
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the posterior commissure.’ From this point they are continued back imme- 
diately ventral to the cerebral aqueduct, forming the fasciculus longitudinalis 
dorsalis of Schütz. The termination of this tract is somewhat obscure, but 
the prevailing opinion is that it connects with the motor nuclei of the brain- 
stem and particularly with the viscero-motor nuclei, and perhaps reaches the 
spinal cord. It seems probable, however, that at least the greater part of this 
tract is made up of short relays of neurones. The only experimental studies 
of an anatomical nature on the course of the tract are those of Beattie, Brow 


Fic. 7.—Transverse section through the hypothalamus in the region of the tuber 
cinereum. F. Fornix. Hl. Lateral hypothalamic area. Hp. Posterior hypothalamic 
nucleus. Hum. Ventro-medial hypothalamic nucleus. Tòb. Nuclei tuberis. 


and Long (3), who traced the Marchi degeneration which followed lesions 
involving the posterior hypothalamic nucleus. They claimed to have demon- 
strated by this method fibres passing down in the grey matter of the floor 
of the fourth ventricle after partial decussation above the mammillary bodies, 
and finally terminating in the grey matter of the lateral horn in the thoracic 
region of the spinal cord. Their physiological evidence indicates that efferent 
impulses certainly pass from the hypothalamus along this route. Krieg has 
recently found that injuries to the periventricular tract in rats are associated 
with alterations of feeding reactions. It should be noted that while the main 
part of the periventricular system is undoubtedly an efferent tract from the 
hypothalamus to the brain-stem, there is anatomical evidence that some of 
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the more anterior fibres run up alongside the third ventricle to the mid-line 
nuclei and the medially situated nuclei of the thalamus proper (42, 43). Thus, 
the medial nucleus of the thalamus is apparently linked up in this way to the 
posterior hypothalamic nucleus, though experimental evidence suggests that this 
connection is made by short relays of neurones. The posterior hypothalamic 
nucleus forms a part of what Beattie (2) has called the posterior mechanism 
of the hypothalamus, and experimental studies suggest that this mechanism is 
a controlling centre for the sympathetic system, and for the secretion of 
adrenaline. Stimulation in this part of the hypothalamus leads to acceleration 
of the heart, vaso-constriction, dilation of the pupil and pilomotor effects, etc. 

Pars mammillaris—The mammillary bodies form conspicuous structures in 
the interpeduncular space on the base of the brain. Each body consists 
mainly of the spherical medial mammillary nucleus—a nucleus which becomes 
relatively large and exceedingly well defined in Man and the higher Primates. 
There is also described a lateral mammillary nucleus and the nucleus intercalatus, 
which are both quite small. As has been already mentioned, the mammillary 
body is the main terminal station of the fornix column, and gives rise to 
the mammillo-thalamic tract which links it with the anterior nucleus of the 
thalamus and, through this nucleus, with the gyrus cinguli of the neopallium. 
The functional significance of the mammillary bodies is still in doubt. Recently 
experimental evidence has been brought forward suggesting that they are 
intimately related with sleep processes. It has been known for some time, 
mainly on the clinical evidence offered by cases of encephalitis lethargica (16), 
that a neural mechanism regulating sleep exists somewhere in the posterior 
part of the hypothalamus, and not very far from the nucleus of the third cranial 
nerve, which lies in the floor of the cerebral aqueduct. Ranson (38) has now 
reported that it is easy to produce catalepsy and somnolence in cats by lesions 
confined to the mammillary bodies and the immediately adjacent territory. 
He states that large bilateral lesions situated a short distance behind the © 
mammillary bodies, lesions in the grey matter adjacent to the caudal part of 
the third ventricle and the neighbouring part of the cerebral aqueduct which 
do not extend ventrally into the region of the mammillary body, or lesions in 
the tuber cinereum in front of the mammillary body, do not cause any distur- 
bance of sleep. Ranson’s control series seems, therefore, to be particularly 
good. It would be clearly a matter of some interest to study the mammillary 
body histologically in those pathological conditions which are associated with 
catalepsy or hypersomnolence. | 

Cortical connections of the hypothalamus.—The possibility of a cortical 
control of the vegetative neural apparatus in the hypothalamus is obviously 
of great significance to the psychologist. It is important, therefore, to consider 
the fibre paths by which the hypothalamus is related to the neopallial cortex. 
It has already been shown that by way of the mammillo-thalamic tract and 
the thalamo-cortical fibres from the anterior nucleus of the thalamus, it is 
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possible for impulses to be conveyed from the hypothalamus to the gyrus 
cinguli. There is evidence that impulses may also be conducted in the reverse 
direction. Thus, descending fibres in the mammillo-thalamic tract have 
been demonstrated by the Marchi method in the cat (10), while cortico- 
thalamic fibres from the gyrus cinguli to the anterior nucleus of the thalamus 
have been recorded by the same method in the rat (7). Clearly, therefore, an 
anatomical path is here provided by which it is possible for impulses from 
the gyrus cinguli to influence the activities of the hypothalamus through the 
medial mammillary nucleus. 
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Fic, 8.—Diagram showing the connections of the neopallial cortex with the hypo- 
thalamus. 4. Anterior nucleus of the thalamus, connected to the gyrus cinguli (G. 
Cing.) by fibres (a). The anterior nucleus is connected to the medial mammillary 
nucleus by the bundle of Vicq d’Azyr (b). F. Frontal cortex connected with the 
medial nucleus of the thalamus (M), with the subthalamus (Sd), and with the septal 
area ($) by fibre paths (c. e and g). The medial nucleus is related to the posterior 
part of the hypothalamus by periventricular fibres (d). The subthalamus is connected 
to the hypothalamus by descending fibres (f), and the septal area is connected to the 
hypothalamus by a septo-hvpothalamic tract (h). 


Another and perhaps more important connection is to be found with the 
frontal pole of the cerebral hemisphere. By the Marchi.method it has been 
demonstrated that corticifugal fibres run from the area frontalis of the cortex 
to the medial nucleus of the thalamus (7), and it has already been noted that 
the medial nucleus in its turn is related to the posterior hypothalamic nucleus 
by way of the periventricular fibres (42, 43). Other possible routes for such 
impulses from the frontal cortex are offered by the septal region and the 
subthalamus. A tractus neocortico-septalis has been described by Wallenberg 
in the guinea-pig from the frontal pole to the dorsal part of the septum 
pellucidum, and Mettler (32) has recently traced similar connections in the 
monkey. It is also known that the septal nuclei contribute a bundle of 


1936., BY W. E. LE GROS CLARK, F.R.S. II7 


fibres, the septo-hypothalamic tract, which connects with a number of hypo- 
thalamic nuclei. Lastly, corticifugal fibres have been demonstrated to run 
from the frontal pole of the hemisphere into the zona incerta of the subthalamus 
(7), and it is known that some of the hypothalamic nuclei receive fine fibres 
which run medially from the zona incerta. Here, then, are the alternative 
anatomical routes through which the cortex of the frontal pole can exert a 
controlling influence over hypothalamic activities. In this connection 
reference may be made to the experiments of Fulton and Ingraham (21), who, 
by making an incision in the prechiasmatic region of the medial surface of the 
hemisphere in cats, were able to alter profoundly the emotional behaviour of 
these animals. It is probable that this lesion involved the course of the 
fibres from the frontal cortex which are eventually relayed on to the hypo-. 
thalamus, whether by the medial nucleus of the thalamus, the septal region 
or the subthalamus. 
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PRESENT-DAY medicine tends, where the ztiology of a disease is obscure, 
to rely too much on the wholesale suspicion of several viscera. It is, therefore, 
necessary to consider those factors which lead us to the supposition that the 
liver is at fault in epilepsy. This view has three principal derivations : 

(a) The post-mortem appearance of the epileptic liver —In a large proportion 
of cases of long-standing major epilepsy there is evidence of degenerative fatty 
changes in areas of the liver. Definite though not unduly marked in some of 
the chronic cases, these become more confluent in cases of status epilepticus. 
A comparative study of the cellular changes in this condition and in eclampsia 
should provide close analogies. 

(6) The leucocytic and particularly eosinophilic variations related to the 
crisis, in view of the observations of the effects of liver extract, implicate 
the liver. We have studied this phenomenon more closely, but the scope of 
this paper limits its present consideration. At any rate, the degree of variation, 
in whatever direction, suggests a role for the liver. 

(c) Epilepsy is widely held to be an allergic phenomenon. It is not possible 
tọ assemble all the evidence that has accrued from several lines of attack. 
Positive protein sensitivity tests, the beneficial effect of concurrent disease, the 
response of seizures to the injection of protein substances (a desensitization 
phenomenon), the inheritance of allergic tendencies from the ancestors, and the 
isolation of a toxic substance, common to epilepsy and other undoubted allergic 
phenomena, asthma, urticaria and migraine, constitute different methods of 
approach. It has been suggested that the effect of the most common diet 
employed is due not specifically to its ketogenic properties, but to elimination 
of sensitizing substances, and also that epilepsy is due to an cedema of the 
brain analogous to the serous exudation occurring in urticaria. 

The hemoclastic crists.—In allergic conditions the liver is held to show, at 
any rate, an aberration of function, since these diseases demonstrate the pheno- 
menon of a hzemoclastic crisis which presupposes hepatic deficiency. The 
functional disturbance is most commonly regarded as protopexic, though it 
has been shown also to involve the metabolism of sugar. The crisis is 
demonstrated by various signs : 

1. A leucopenia instead of a leucocytosis, after the ingestion of milk. 
2. A fall in blood-pressure. 
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3. Abnormal excretion of urobilin or of bile-salts. 
4. Lowering of the nitrogen content of the serum. 
5. Alteration in the coagulation rate of the blood. 
There is a possible indictment of the liver in three of these five factors. 

The hemoclastic crisis is generally held to be a useful test. Its originators, 
Widal, Abrami and Iancovesco, claimed for it greater sensitivity than that of 
any other test of liver function. They are supported by Wolf, and by 
Beaumont and Dodds. Other evidence is favourable, but does not convey 
such infallibility as the originators claim. Some workers doubt its usefulness. 
It is also suggested that the leucocytosis ascribed to liver function is 
peripherally determined, a vasomotor effect dictated by vagotonic reactions. 
The view of Shaw and Sabin, that leucocytic effects ascribed to protein 
ingestion may be influenced by daily tidal variations, must also be considered. 

The mass of evidence does show that the hemoclastic crisis and, in particular, 
its leucocytic aspect, is a reliable test of liver function where present, but that 
its absence does not exclude the possibility of hepatic derangement. It is 
sufficiently well established that hæmoclasia occurs in allergic conditions in 
general. 

Hemoclasia in epilepsy.—The occurrence of this has been established by 
several workers, but the number of cases investigated is small. The results 
show a majority of positive reactions, though nothing approaching complete 
unanimity occurs. Our own slight experience with the test yielded equivocal 
results in epileptics. 

The levulose tolerance test—Our reason for experimenting with this test 
was to discover if there was any other evidence obtainable as to liver malfunc- 
tion. Here, as with the hemoclastic crisis, we are faced with a diversity of 
opinion as to the test’s value, only in this case it is more accentuated. However, 
the uniform of results obtained in this investigation seem to show that 
levulose tolerance is not in any sense a floating variable. The value of 
this essay lies to some extent in its justification of the levulose tolerance test, 
as well as for the light it throws on the epileptic reaction. 

The test has really had an inadequate trial, for though the literature on 
the subject is voluminous, in many experiments tolerance was investigated 
by measuring the urinary levulose—a very unsatisfactory procedure. 

Strauss, one of the pioneers in this department, insisted in Igor that there 
is a direct connection between alimentary levulosuria and liver disease, and 
asserted, twelve years later, that further experience confirmed his earlier 
opinion. In his opinion levulosuria, in liver disease, is due to the slight degree 
to which the muscles are able to form glycogen from levulose. Peters and 
Heinicke believe in its efficacy, the latter indicating its usefulness for the 
diagnosis of operability in surgical conditions. Rebaudi finds a definite 
specificity for the test in the derangement of the liver in acute infections. 
Von Halasz emphasizes its usefulness in diffuse liver disease. Williams, 
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studying malarial-infected general paralytics, found the test satisfactory for 
determining liver derangement. King concluded that the test was a very 
useful indicator of functional capacity, pointing out also that levulose is 
unique among carbohydrates in its entirely intrahepatic metabolism. Goodman 
found lavulosuria occurring in 100 per cent. of cases of cirrhosis. Covell 
considered it a reliable indication of hepatic disease where symptoms were 
latent. Spence and Brett’s work is of importance in their insistence on blood 
rather than urinary estimations of sugar, in order to exclude the effect of the 
renal threshold. They believe that the height and length of the blood sugar 
curve is proportional to the degree of liver damage. 

Other investigators who regard the test with favour are referred to in the 
bibliography. Among workers more critical of the test, de Filippi considers 
the metabolism of levulose may be influenced by an internal secretion of the 
liver. The greater permeability of the kidneys to levulose is regarded by 
Hetényi and Tallermann as a complicating factor. Rowe, Plummer and 
McManus consider the possibility of a special mechanism for the metabolism 
of levulose. Elmer and Scheps compare the test unfavourably with the 
galactose test. 

The work of Mann is of special importance, in that he investigated a 
considerable number of mental cases, using the blood sugar curve method. 
A very small minority gave positive results. Of 19 certified cases, 2 only 
showed indubitably positive reactions, while in 55 early cases there were only 
2 possibly positive results. 

The application of the levulose test to epileptics—The work done on this 
problem has been most sparse. Only Gosden and Tylor Fox have used a 
tangible group of epileptics. In the majority of their cases they obtained a 
pathological rise in the blood sugar value, and concluded that there was in 
epilepsy a definite liver deficiency. This was most noteworthy in patients 
with, and during, severe fits, but it persisted in the intervals between fits, 
becoming less marked in long-standing cases. They added that such results 
were In agreement with the post-mortem findings. Normal results were 
obtained from two cases of petit mal, one subject free from fits for a year, one 
case of traumatic epilepsy, and one case of long-standing epilepsy in a deterio- 
rating patient. The most interesting reflection arising from this paper is its 
complete lack of agreement with the results in our investigation. Covell’s 
group of subjects included one epileptic patient who gave a positive result. 

Technique of the test.—The patient was made to fast from 6 o'clock in the 
evening previous to the test. At 9 a.m. about 5 c.c. of blood was withdrawn 
by venu-puncture at the anterior aspect of the bend of the elbow, and received 
into a sterile glass tube containing potassium oxalate. The patient was then 
given 50 grm. of levulose in water. At intervals of half-hours for two and a 
half hours blood was withdrawn. The blood sugar was then estimated by the 
Folin and Wu method. j 
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The limits of levulose tolerance.—The general opinion is that in normal cases 
there is a very slight rise. Maclean and de Wesselow insist that there is none 
at all—a view supported by Spence and Brett. Isaac and Covell indicate 
that the rise is to the extent of 10 to 12 mgrm. %. As to the increase in cases 
of liver involvement, this is usually held to be between 20 and 30 mgrm. °%. 
Schirokauer and Tallerman quote higher figures to the extent of 70 mgrm., 
while Elmer and Scheps, and Spence and Brett, appear to believe that anything 
above 20 mgrm. % is indicative of liver derangement. The general opinion, 
held by Van Noorden, Greene, Snell and Walters, etc., is that 30 isa safer figure. 

A very noticeable feature is that, while the blood sugar is stated as varying 
between 80 and 120 mgrm. %, the patients in our investigation approximated 
very closely to the lower figure. Of the thirteen patients in this investigation, 
we have the following distribution of blood sugar values, prior to the adminis- 
tration of levulose. These are expressed to the nearest milligramme : 


TABLE I.— Initial Blood Sugar Value. 


Blood sugar Number of 
values. patients. 
°07 : I 
"o8 : 10 
"09 ‘ I 
“I i O 
‘II 3 I 


The average blood sugar figure for the group is therefore ‘082. This 
adherence to the lower figure is very significant. 

Rise on ingestion of levulose.— The following are the figures indicating the 
highest sugar values attained : 


TABLE II.—The Highest Blood Sugar Values. 


Patient. Sugar value. 
C. C— r "09 
W. G— : -1025 
M. G— eai 

C. H— I 

E. K— I 

E. G. P— I5 
C. I. R— 0g 
J. H— -0825 
W. B— "II 
F. S— -08 
E. H— -0925 
A. M. L— ‘0975 
R. T— T exe) 


Average '. ; . +0988 
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The average rise is therefore 17 mgrm. %. 

The times at which the maximum figure was obtained are as follows : 

TABLE III.—Times of Maximum Blood Sugar Elevation. 
Patient. Time. Patient. Time. Patient. Time. 
C.C— 4-1 hour. E. K— $ hour. E. H— _~ $ hour. 
W.G— 1 re E. G. P—__$ hours. A. M. L— 1 ,, 
M.G— 1 z5 C. I. R— 1 hour. W. B— 1 ,, 
C. H— 1 x R. T— I$ hours. J. H— + ,, 
F. S— 1-14 hours. 


All the cases except E. G. P— and C. I. R— had returned to their original 
Consideration of these two cases is deferred. 


level at the end of 24 hours. 
There are three typical types of tolerance curve. 


approximate more or less to these types. 
the blood sugar reaches its maximum after 4 hour, and is back at its original 


level between 1 and 14 hours. 


Most of the graphs 
In the first variety (Fig. 1) 


In the other (Fig. 2) there is a delayed maximum 


after one hour, with a return to the normal after 14 and 2 hours. The 
third type (Fig. 3) is where the tolerance curve more closely approximates to 


a straight line. 
3 respectively. 


The relative incidence of these is about equal, being 3, 4 and 


It is interesting to note that there is a tendency throughout the group for 
the sugar value to fall below the original level. 


tendency compared with the normal glucose curve. 


Study of Fig. 1 will show this 


In the subjoined table 


the sugar values at the outset of the experiment are compared with the lowest 


obtained in its course: 


TABLE IV.—Comparison of Initial with Lowest Blood Sugar Values 


Patient. 


W. G— 


C. C— 


Obtained. 


At onset. 
‘09 
-085 
"075 


Sugar values. 


Lowest obtained. 


-085 
‘075 
‘0725 
"085 
075 
"II 
-08 
-08 
-08 
"065 
"0775 
07 
"065 
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In g out of 13 cases the blood sugar fell to a level lower than that at the 
beginning of the experiment. 

Only 4 cases showed that phenomenon of a secondary rise which is observed 
in a glucose curve, and which, in this latter case, occurs after 14 hours, and to 
the extent of -or grm. °%4. In these four patients, the secondary rise was in 
2 cases after 24 hours, in each case -005 in extent. In another the appropriate 
figures were 14 hours and -o1, and in the fourth, 1 hour and -0125. 

The tolerance curve and the duration of epilepsv.—There appears to be some 
tendency for the elevation of the blood sugar curve to be less in cases of long- 
standing epilepsy with slow deterioration than in cases of shorter duration 
without dementia, or with more rapidly developing deterioration. 


ATYPICAL CASES. 


The case of C. I. R—, considered in Fig. 4, is unusual because of a preliminary 
fall in the sugar value during the first half hour, and because of the more 
prolonged secondary rise after 14 hours. The meaning of the former, in 
particular, of these two peculiarities is difficult to elicit. The whole curve, 
however, is not atypical in its excursions, i.e., it does demonstrate that very 
minimal rise in the sugar value which characterizes the whole group. 

The case of E. G. P— (see Fig. 5) is markedly unusual, in that there is a 
definite rise to the extent of 40 mgrm. °% in the blood sugar. It is of interest 
that this was a case, above all others, contaminated with gross congenital 
change other than epilepsy, the patient being a low-grade microcephalic 
imbecile. 

Relation to period of fits.—Unfortunately there are few data available to 
show any relation between the incidence of the convulsions and the variations 
in the blood sugar count. Only in three cases are such figures available. F. S— 
had hts at 3.45 a.m. and 8.30 a.m., this latter time, by a fortunate chance, 
being just half an hour before the collection of the first sample. The curve 
given below (Fig. 6) shows a persistently low figure. 

J. H—, who had a convulsion at 5.5 p.m. in the day following the experi- 
ment, gave the following curve (Fig. 7), showing a rather constantly low figure. 

Both the above patients had fits at the rate of less than one a day, somewhat 
irregularly dispersed, and, as a general rule, with only one convulsion in a day. 
F. S— had 17 fits in 25 days, and J. H— 11 in 34 days. 

The third case, W. B—, was of a different category. She had more fits, 
amounting sometimes to several in a day, and occurring often on successive 
days, save that there were periods of remission, usually of 2-3 days, when she 
had no fits. She had 47 fits in 38 days, giving an average of 1'24 a day. A 
typical distribution was the following succession, expressed in fits per diem : 
2.2.5.2.3.3.3.0.0.0.0.3.3.2. She, therefore, constitutes a different type 
to the two patients previously studied, i.e., a patient in whom the fits occur in 
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obvious groups. The levulose test was performed during the intermission 
outlined in the last-quoted figures. Her curve is given in Fig. 8. It will be 
seen that, with a value of ‘11, she attains the highest sugar figure of the series, 
save for the exceptional case of E. G. P—. 

These three cases outline an elevation of the levulose count in quiescent 
periods and a depletion at the time of the fits. Superficial analysis might lead 
to the criticism that the generally low figure throughout this investigation 
must indicate, if the speculative view expressed above be true, that the 


BLOOD SUGAR CURVES ASSOCIATED WITH FITS. 


FITS PRECEDING TEST. FITS SUCCEEDING TEST. 
CHART A. NAME F., S-—. CHART B. NAME J. H—. 
-20 
19 MAJOR FITS 345&830ani TOLERANCE TEST 9-Oan 
18 TOLERANCE TEST 90am MAJOR. FIT 5-5 em. 
1789 75 
ROI br 3 
A Ex = 
v ta 
` a | 
x I3 Se) 
31292 2 
-H o 
O ki a 
= 09 
08 
-07 | A 
TIME 30 60 90 120150 30° 60° 90 120 150 
Fic. 6. Fic. 7. 


patients constituting this experiment were continually having convulsions at 
the time of its performance. This was not the case. It must be emphasized 
that, to obtain support for the above expressed view, which has a merely 
indicative value, it would be necessary to take patients and test them day by 
dav, and compare the results with the fit charts for the same periods. The 
periodicity of convulsions in epileptics is so variable that merely relating the 
time of the experiment to the immediately preceding or succeeding fit is of 
little value. 

The result obtained from the three cases above is mentioned only as a 
stimulant to further inquiry. 

It must be emphasized that there seems to be a primary source of fallacy in 
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all comparisons of lavulose tolerance with the incidence of fits, in that we have 
no evidence that in these anything other than the blood glucose is utilized. 
What is estimated after the levulose test is the total available sugar in the 
blood, and this is presumably the factor affected in the convulsions. Variations 
in blood sugar associated with fits should therefore not be regarded as 
fluctuations in the lavulose value. 


BLOOD SUGAR CURVE DURING REMISSION. 
FROM PATIENT SUFFERING FROM GROUPS OF FITS. NAME W. B—. 


wo 
MS LAEVULOSE 


BLOOD SUGAR PER CENT, 
WwW 


TOE Di 
09 
“08 
-07 toa 
TIME 30 60° 90'120 150 
: Fic. X8. 
SUMMARY. 


This is best divided into two sections, the first dealing with the conclusions 
to be drawn with regard to the function of the epileptic liver, and the second 
with inferences as to the general usefulness of the lævulose test. 


The Epileptic Liver. 


(1) There is an unusually low blood sugar in epilepsy. 

(2) The absence of a rise to a pathological degree in the blood sugar after 
the ingestion of lævulose indicates that there is, in epilepsy, no impairment of 
liver activity—at any rate so far as this particular function is concerned. 

(3) The rise in blood sugar is not only within normal limits but is minimal 
in degree. This almost points to the epileptic liver having an abnormally good 
tolerance for lævulose. 
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The Levulose Test. 


The results obtained in this investigation are a useful testimony to the 
value of the lavulose test. This view would apply equally had the sugar values 
obtained been as high as they were low. In this particular, it is not the actual 
values that are of importance but their uniformity. The peculiar constancy 
of these results, with the exception of the one patient of an unusual type, does 
point to the test expressing with accuracy some constantly operating tendency. 


CONCLUSION. 


There is no impairment of liver function in epilepsy, at any rate so far as 
the metabolism of levulose is concerned, and any deviation from normal is 
more in the direction of an unusually good tolerance for this sugar. 

We thank Dr. Gordon Masefield for his kindness in enabling us to do this 
work, and for his interest in it. 
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THE EFFECT OF SODIUM EVIPAN ON THE CEREBRO-SPINAL 
FLUID PRESSURE. 


By E. N. BuTLer, M.R.C.S., L.R.C.P., D.P.M.Eng., 
Assistant Medical Officer, Cane Hill Mental Hospital, Coulsdon, Surrey. 


Ix view of the increasing use of intravenous sodium evipan as an anesthetic, 
any contribution to the knowledge of its pharmacology would seem to be of 
value. It is known from experimental work and from clinical reports that 
injection of this drug causes a depression of both respiration and blood-pressure, 
and that jactitations or twitchings are often present during induction. The 
report of the Anesthetics Committee of the Medical Research Council (1) states 
that there is generally a decrease in the rate of respiration, and that there is a 
transient fall in systolic blood-pressure of 20-30 mm. Hg. Weese (2) observed 
a decrease in rate and amplitude of respiration, and a fall of blood-pressure 
of not more than 20 mm. Hg. Jarman (3) found a fall of 20 mm. or more. 

It seemed to be of interest to find out what action, if any, there was on 
intracranial pressure, as judged by that of the cerebro-spinal fluid. The 
following method was employed. 

Lumbar puncture was performed, and the patient kept in a horizontal 
position. The needle was connected to a vertical glass tube by a short 
rubber connection ; to the tube was fastened a sliding millimetre scale. A 
sliding scale has this advantage over a graduated manometer—that it is easy, 
by moving the scale up or down, to bring the zero-point of the scale to 
the level at which the puncture has been made, and so compensate for move- 
ments of the patient. Readings of cerebro-spinal fluid pressure were taken 
at intervals of one minute, or more frequently when necessary, and plotted as 
a graph. The results obtained in three cases are shown in the accompanying 
graphs. | 

In Case 1, 0'5 grm. of sodium evipan was injected, 24 minutes being taken 
for the injection. There was a slight initial rise of pressure, which can be 
attributed to the effect of puncturing the skin and the vein. This was followed 
by an abrupt fall of pressure of about 50 mm. in the cerebro-spinal fluid. This 
fall was taking place while the injection was still being made. This sudden 
fall having reached its maximum, the pressure began to rise slowly. For 
2 minutes, during the phase of lowest pressure, there was mild clonus of the 
limbs. Complete narcosis and atonia was not reached until 3 minutes after 
the point of lowest pressure. Relaxation was complete for 9 minutes, and the 
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pressure showed a secondary drop while the patient was coming round. The 
pressure did not reach a normal level until 30 minutes after the end of anesthesia 
and 50 minutes after the injection. 

In Case 2, following an injection of 0'2 grm., a similar fall in pressure of 
about 50 mm. of cerebro-spinal fluid was obtained. The injection occupied’ 
30 seconds, and produced an anesthesia of 24 minutes ; this was accompanied 
by mild clonus. A flattening of the curve, rather than a fall, was noticed on 
recovery of consciousness. Pressure was normal 10 minutes after injection. 
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Case 1.—Effect of sodium evipan. 21.8. 34. 


In Case 3, after an injection of 0'2 grm. an initial rise due to the puncture 
occurred, and was followed by a fall of about 40 mm. of cerebro-spinal fluid. 
The time spent on the injection was I minute. Anesthesia lasted for about 
8 minutes, there was no clonus, and no break in the curve on awakening. 

In the first two cases a manometer of 2°0 mm. bore was used, and in the 
third case one of 40 mm. bore. 

These three cases show that an injection of evipan causes a sudden drop in 
intracranial pressure, followed by a prolonged rise. Though one cannot be 
certain with only three cases, the magnitude of the fall appears to be indepen- 
dent of the dosage. Also, as is well known, the duration of anesthesia was 
shown to be variable for a given dose. The onset of anesthesia could be either 
before or after the point of minimum pressure. The secondary fall in pressure, 
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or check in the rise, observed in two of the cases, may or may not have some 
physiological meaning. 

Twitchings were observed in two of the cases: In one, 0°5 grm. was given 
in 2.5 minutes, and in the other, 0'2 grm. was given in 0'5 minute. In the 
third case, 0'2 grm. was given in I minute, and there were no movements. 
In this third case the gradient of the fall of pressure is not so steep. 
Stefan (4) states that jactitations and twitchings are caused by too speedy 
injection, and the quicker the injection the more marked the movements. 


a Sodium evipan 0°2 grm. 
| Coma and mild clonus. 
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Cast 2.—Effect of sodium evipan. 2°0 mm. tube. 11.9.34. 


From the similarity of the three curves, in one of which clonus was absent, in 
one present only during induction, and in the third continuous, it does not 
seem likely that fall of pressure and twitching have any causal connection. 
Berger (5) believes that the twitching is due to stimulation of the brain 
by the drug, before it produces its narcotic effect on the sleep-centre. 
One is tempted to compare these twitchings, amounting to frank clonus 
at times, with the clonic convulsions of epilepsy. However, the work 
of Gibbs, Lennox and Gibbs (6), who measured cerebral blood-flow by means 
of the heat conduction of a stylet introduced into the internal jugular vein, 
showed that any change of blood-flow in a fit was secondary, as regards time, 
to the fit itself ; this change in blood-flow was usually a definite increase, which 
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might, however, be preceded by a decrease. They considered that any fall 
of the cerebro-spinal fluid pressure which might be noted at the onset of a fit, 
was probably due to inspiratory spasm with a closed glottis. An observation 
which has more bearing on the possible cause of the jactitation after injectior 
of evipan is that of Weiss and Baker (7), who remark that syncope, with 
occasional convulsive manifestations, is frequently seen as a sequel to a sudden 
fall in blood-pressure from whatever cause. 
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CasE 3.—Effect of sodium evipan. 4'o mm. tube. 3.11.34. 


That the mechanism of evipan narcosis differs essentially from that of 
normal sleep is indicated by the fact that Stevenson, Christenson and Wortis (8) 
found a definite increase in intracranial pressure during normal sleep. 

At first sight it might be assumed that, from the well-known fall in blood- 
pressure after evipan, a fall in intracranial pressure would necessarily follow. 
Instead, intracranial pressure has rarely any direct connection with the 
prevailing general blood-pressure, and is far more intimately bound up with 
the jugular venous pressure. The following table, which has been compiled 
mainly from the work of Loman and Myerson (9, 10), shows the changes 
which occur in cerebro-spinal fluid, internal jugular and systolic arterial 
pressure as the result of certain drugs. 
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Pressures. 

et Fis net 
Amytal . : : O ; o ; = 
Adrenaline . : + ‘ + ; + 
Amyl nitrite . é + ; + f — 
Pituitrin . . L : + : — o 
Histamine : + : o ; = 
Caffeine . ; ; — ; O : + — 
Evipan . : : — ; sa ; = 


It should be noted that adrenaline and pituitrin were given intravenously. 
The action of histamine on intracranial pressure has also been extensively 
studied by Pickering and Hess (11) in its relation to headache. Although 
producing a marked fall in blood-pressure, amyl nitrite causes a sudden rise 
in intracranial pressure, owing to increase in venous pressure ; this phenomenon 
is now well known, and may be used instead of the Queckenstedt effect in 
testing for spinal block. 

The effect, if any, of sodium evipan upon venous pressure, jugular or general, 
has not been examined. Although there are many observations in which it 
may be inferred that a rise of jugular pressure causes a rise of cerebro-spinal 
fuid pressure, we do not know of any where the reverse is true—that a fall 
of jugular pressure causes a fall in cerebro-spinal fluid pressure, with the 
possible exception of change of posture from horizontal to erect. It seems 
likely that the mechanism of the fall in intracranial pressure following the 
injection of sodium evipan is a fall in cerebral capillary pressure, with a 
tendency to a decrease in the volume of the blood-bed of the brain. 

Itisa point of interest that very few substances which are pharmacologically 
active in this sphere act by depressing the cerebro-spinal fluid pressure. Of 
the substances studied, apart from hypertonic solutions, caffeine sodio-benzoate 
and sodium evipan alone produce this effect. 


SUMMARY. 


The effect of an injection of sodium evipan on the cerebro-spinal fluid 
pressure has been studied. A sudden fall of pressure was found in the three 
cases examined. Possible mechanisms for this fall and for evipan clonus 
are discussed, and the action of the drug compared with others which are 
pharmacologically active in this field. 
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AN APPROACH TO THE PROBLEM OF FEAR IN CHILDREN. 


By Hitpa WEBER, M.D., B.S., B.Sc., D.P.M.Lond., 


Physician to the Institute of Medical Psychology, and tothe British Hospital for Mental Disorders 
and Nervous Diseases. 


A ONE-SIDED approach to any question, which is always suspect, becomes 
a very real danger when it concerns medicine. It is the purpose of this paper 
to draw attention to certain half-truths which have arisen in this way in 
connection with fear. Fear, like pain, is a danger-signal, called into existence 
to draw to the individual’s notice the presence of some threat to his welfare. 
It has, therefore, ultimately a protective purpose with a direct relation to 
self-preservation. 

Nevertheless, as its very position as an emergency reaction would suggest, 
the continued existence of fearis harmful. Invaluable as a temporary measure, 
the condition of body and mind to which it gives rise is, as such, injurious to 
the total well-being of the organism. In addition, its very presence indicates 
that some exciting cause remains. As Williams (2) points out, fear and anxiety 
can only be treated rationally when it is realized that they are but symptoms. 
For these two reasons alone, fear, with its derivative anxiety does, in fact, lie 
at the basis of much ill-health. 

None the less, the survival value of fear (1.e., its relation to self-preservation) 
remains, and factors which tend to throw the physiological aspect of the 
question unduly into the background lead to an attitude of mind which is not 
only inexact, but, worse still, may have deleterious results. In the course of 
everyday life, for instance, the sensitive child is likely to find his fears meet 
with lack of understanding, possibly with impatience, even reproof. Bewildered, 
with guilt added to an increased sense of fear, initiative and ability receive a 
severe check. At the same time the child may feel resentment, even hate, for 
those who have given in place of help an added load of difficulty and fear. 
Some of the problems and delinquencies of childhood may well find their root 
in such a situation. 

While ignorance explains much of this intolerance, it is more difficult to 
account for the small attention which medicine pays to the survival value of 
fear. It is common knowledge that those species of animals which do not 
experience fear have other means of defence at their disposal (3). For example, 
the tortoise finds protection in the thickness of his shell, the skunk in the 
terrible odour with which he repels his enemies, and so on. It is equally well 
known that it is no chance happening that the existence of those animals 
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which do experience fear depends at times upon defence or flight ; for in 
keeping with its position as an emergency reaction, fear prepares the organism 
to meet the need which such a situation requires.* Psychically it sharpens and 
directs attention to the object of danger at the same time that its capacity 
to inhibit conflicting tendencies makes it one of the most powerful determinants 
of conduct. Physically, its stimulation of the sympathetic results in that 
increase of sugar in the blood which provides in turn an extra supply of readily 
available nourishment for muscular work. At the same time, the related, 
more rapid and forceful beating of the heart causes a quicker and more powerful 
flow of blood throughout the body generally, while the accompanying inhibition 
of digestion, by deflecting blood from these processes, places more nourishment 
at the disposal of those muscles of the trunk and limbs which are specially 
concerned with the movements of defence and flight (5). 

Well recognized as are these facts in the medical world, certain considerations 
suggest that medical practice and theory pay them insufficient attention. The 
following case-history may serve as a useful introduction to the subject. 


A CASE OF FEAR. 


To be afraid of one’s own shadow is a phrase popularly used to indicate excessive 
timidity. Itis, however, so seldom met with that, apart from the intrinsic interest 
of the case itself, its occurrence in actual practice would seem worth recording. 
Thelma, an intelligent child of nineteen months, was walking along the street 
with her mother one winter’s evening when, observing her own shadow cast by 
the hght from a standard lamp behind her, she became filled with terror. Clinging 
to her mother, she met any attempt to make her stand on the ground with passionate 
and frightened crying. Her mother, seeing how great was her terror, carried her 
home, thinking the phase would pass. She was mistaken. Not only did the child 
on her return home show the same dread of shadows, but in the course of the next 
nine davs matters went from bad to worse. 

Thelma’s whole outlook became increasingly dominated by fear. The previously 
happy and contented child, who had thoroughly enjoyed a romp, and yet would 
piav for hours by herself when her mother was busy, now cried, demanded constant 
attention, and would not be left alone. 

Treatment was carried out with the willing co-operation of the parents at a 
single interview, the main outlines of which follow : 

After she had become accustomed to the room, and a doll had effectively paved 
the way to friendly relations with me, I suggested that her father, who had the 
child in his arms, should carry her to the wall opposite the window. I then showed 
her the shadows of her own hands, those of her doll, and of a ball on the end of a 
string. Secure in her father’s arms, she took interest in the game and tolerated 
the shadows well. When, on my suggestion, however, her father lowered her to 
within reach of the ground, she screamed with fear; it was as though, since she 
had been walking when the fear of her own shadow first overwhelmed her, association 
with the floor reminded her again of her own fear. Possibly also, when on the 
ground, she became more acutely aware of her defencelessness. 

The child was not forced in any way. Instead I advised her father to sit ona 


* Under the influence of fear men have performed the most extraordinary feats of running, 
leaping and jumping. McDougall (4) quotes an example of an athlete who, when chased as a 
boy by a savage animal, leaped a wall which he was not again able to clear until he had attained 
full adult stature and strength. 
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couch with Thelmain hisarms. Again feeling secure, she soon became free enough 
to take interest once more in our game with the doll and the ball. After a time we 
made a further step. Her father holding her, she stood on the couch without 
fear. But when, on my suggestion, he sat on the floor, she again became fearful. 
At length, however, by similar stages as before, she passed from his knee to the 
ground, at the same time that she played with her toys and became further accus- 
tomed to their and her own shadows. Gradually, becoming more and more at 
home, the wish for exploration took the place of fear, and before the end of an 
hour Thelma’s whole attitude and expression had completely changed. Whining, 
terror and undue dependence had given place to freedom of action, to the content- 
ment of the happy and self-confident child. 

Subsequent as well as immediate progress was also good. The mother wrote 
some weeks later to say that Thelma had never gone back since the interview. 
It is true that she had hesitated occasionally for a moment or so for two or three 
days afterwards, but she quickly recovered her self-possession and had no return 
of her fears. On the contrary she played with her own shadow and called it 
“ Thelma ’’. She began to make progress in every way. Her appetite and sleep 
were good, she put on weight, and became a normal and happy child. The good 
results so quickly obtained were undoubtedly satisfactory. At the same time it 
must be conceded that they in part depended upon Thelma’s previous history, as 
well as upon the comparatively short duration of the symptoms themselves. Up 
to the time of the onset of her fear of shadows Thelma had been apparently well 
adapted in every way. The home atmosphere favoured this state of affairs. The 
parents were well adjusted, and were fond of each other and of their child. Thelma 
herself was forward and intelligent—by the time she was eight months old she was 
saying “ Mum ” and “ Dad ”’. 


THE PLACE OF FEAR IN THE DEVELOPMENT OF THE CHILD MIND. 


This picture of an intelligent, happy and scemingly well-adjusted child, in 
a good environment, both material and mental, renders the more surprising 
the pathological fear of shadows which arose for no obvious reason. Two 
broad possibilities as to the origin of this fear present themselves. On the 
one hand, recent psychological work, both with adults and children, suggests 
that it indicated the manifestation of an internal conflict hitherto latent. On 
the other hand, the following considerations support a simpler possibility, 
namely the association of the child’s terror with an atavistic fear of the unknown. 

The purpose of fear.—It is generally accepted that it was in the interests 
of self-preservation that primitive man should regard the unknown with 
dithdence, and this uncertainty, if not satisfied, might justifiably lead to a 
well-defined fear. In view of the absolute helplessness of the newborn infant, 
however, it is not surprising that at the outset of life fear plays little part. 
The very purpose of fear as a danger-signal implies some discrimination, and 
discrimination is useless if there is not some corresponding power of independent 
action. 

Special sense and intellectual development.—At birth, indeed, the infant’s 
powers of exteriorization generally are very meagre. Even the special senses 
are but imperfectly developed—only later does the child attain full acuity of 
sight and hearing. In the intellectual sphere there is the same paucity ; it is 
generally held in fact that the infant initially perceives no differentiation 


1936. | BY HILDA WEBER, M.D. 139 


between the self and the not-self (7). Only with time is he able to distinguish 
the “ I” from the external world, while accurate distinction between different 
objects in the environment is a yet later achievement. 

Relation to power of independent action.—These increasing powers of discern- 
ment are no mere accessories. The growing capacity for independent action 
renders them necessary, forming as they do an essential instrument in the 
equipment of the relatively self-sufficient individual. But these changes 
require time. Even when the child can recognize his mother for a while he is 
inditferent to most of his surroundings. His early easy acceptance of the 
attentions of strangers may therefore well, in part, depend upon the indifference 
born of the lack of perception. What is unobserved is for practical purposes 
unseen. 

Fear and the ability to discriminate.— Just as the child’s early attitude 
connotes lack of discrimination rather than actual friendliness, so his later 
shyness, which leads him to reject the advances of strangers, may well indicate 
less an accession of hostility than the advent of a developing awareness of the 
need to distinguish the harmless and useful from the harmful. To the extent 
that the child is able to realize that the world is not entirely favourable to his 
existence, it is little wonder that such a novel and disagreeable possibility has 
a disturbing effect. 

The effect of animism.—The child’s early animistic viewpoint of the world* 
brings with it further complexities, more especially since this animism has a 
certain qualification ; it allows as it were, degrees of life. For instance, the 
moving object not only more readily attracts attention than does the stationary, 
It also suggests a greater measure of life—a terrifying possibility when the 
object brings with it the dread ot the unknown. Significantly enough it was 
the sight of her own lengthening shadow as she walked away from the strect 
lamp that first aroused in Thelma the fear of shadows. It is true that she 
must have seen shadows before. On the other hand it is no mere hair-splitting 
to say that she may never previously have truly observed them. The way in 
which the child mind develops, referred to above, supports this possibility. 
In short, absence of fear does not necessarily mean courage ; it may depend 
upon lack of perception. Some of the timidity which intelligent children 
often display may arise from early perception of objects combined with 
incorrect interpretation. 

In much the same way, the ability to observe, as distinguished from merely 
seing things, varies from one individual to another. Significantly enough, 
Thelma was rather a precocious child. In this way her fear of shadows may 
have coincided with and have arisen from her first observation of them (as 


e The child who slaps the chair which is in his way and calls it “ naughty ” illustrates this 
animistic point of view, i.e., that attitude which endows all objects with life. Significantly 
cnoneh the adult exhibits the same tendency at times of emotional stress when the more primitive 
is apt to emerge. For instance he may wreak his wrath upon an inanimate object into which 
he has knocked, more especially if the contact has caused him pain. 
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opposed to mere seeing). Advanced enough to observe her lengthening 
shadow, she was not yet able to express in words, even to formulate clearly to 
herself, what she dreaded. Certainly there existed some such obstacle to 
progress, for treatment which enabled her to accept shadows as part of her 
environment resulted in the disappearance of her fears. With this change, 
the well-justified assurance of healthy development took the place of the 
state of regression into which the condition of fear had cast her. 

In view of the dependence of children on their parents, the lasting good of 
this one interview has a further interest. It suggests that they as well as 
Thelma had benefited. Certainly both had been present at the interview, 
and both had consciously recognized the goal of treatment, namely the replace- 
ment of fear by well-justified confidence. These facts may well have influenced 
their later management of their child in the direction of a better understanding 
—a possibility which incidentally supports the contention that the treatment 
of the parents is the first essential in the mental hygiene of children (8). 
Certainly any means which helps parents to a better understanding of the 
child has value. ' 

It will be observed that the method used in this case is similar to that 
used in the training of animals. It seems possible, therefore, that the coni- 
parative approach may have a wider value in connection with child life in 
general and with their fears in particular. With this idea in view the tollowing 
notes have been set down. 


POINTS OF LIKENESS BETWEEN THE CHILD AND ANIMAL MIND. 


General management.—At the outset it is evident that the management, 
both of children and animals, has much in common. As a trainer of horses 
once remarked, patience, firmness and understanding are always required in 
dealing with horses. Many an animal has been ruined by mistaking playfulness 
and high-spiritedness for viciousness ; beaten for what was only a manifes- 
tation of health, the animal became vicious and sour. Surely such an opinion 
is well in keeping with much recent work with children, more especially when 
taken with the trainer’s further remark that to lose one’s temper is a sign of 
weakness which lowers the man in the animal’sesteem. It may be that he was 
considering the horse from too anthropomorphic a point of view. As Gesell (9) 
points out, the extent to which the behaviour of animals should be construed in 
human terms is a matter for very careful consideration. Nevertheless, with this 
reservation in mind, animals are in many ways so like children, and vice versa 
(10, 11), that even cursory examination would suggest that the study of animal 
behaviour may have real value as an additional means of gaining insight into 
the workings of the child mind. — 

Difficulties of discrimination.—The difficulty which some animals find in 
distinguishing substance from shadow is a case in point. A dog I once knew 
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could be worked up into a paroxysm of excitement whenever his master caused 
the light reflected from a glass to move about the floor ; and it is not uncommon 
for a cat to play with shadows. But not only pleasurable excitement ; fear 
may arise in animals in much the same way : the horse which shies at a piece 
of paper is an example. Instances such as these suggest in themselves that 
incorrect interpretation of experience may similarly be a primary cause of fear 
in children. After all, with children, as with animals, the stream of feeling is 
always there, whereas judgment is fitful (12). This fact in itself predisposes 
to error. while the resultant atmosphere of doubt and fear, by establishing a 
vicious circle, may well render the world a place fraught with terror. . 

The sense of guilt-—Circumspection is always required when making 
deductions from clinical material of this kind. The danger of anthropo- 
morphizing animal behaviour is well recognized. It is perhaps not so clearly 
understood that the interpretation of child behaviour from too adult a stand- 
point may likewise vitiate some of the work done in this field. The danger is 
real. more especially since an unconscious wish to justify the conclusions drawn 
may in turn lead the adult to that over-generalization from the particular 
which inevitably produces further error. For instance it is true, as Klein (13) 
points out, that children suffer at an early age from a sense of guilt. But 
not only does she ascribe this guilt to conflict or conscience arising from diffi- 
culties, usually, if not always, of a sexual nature—and significantly enough, 
adult analysis long preceded that of children—but she also appears to attribute 
all pathological anxiety to this origin; at any rate she does not 
refer to any other. Now, whether or no she is right in her contention 
that all psychoneurotic reactions have their basis in the anxiety of 
childhood, anxiety in childhood is so frequent that knowledge of its causation 
in general, and of this theory in particular, deserves investigation, both from 
the point of view of prophylaxis and treatment. 

Apart from the fact that in a research of this kind no avenue should be 
neglected, the possible value of the study of animal life immediately presents 
itself. It offers even on casual inspection a definite alternative. With animals 
there is no constant relation between either conflict or conscience on the one 
hand and anxiety on the other. A hen, for instance, exhibits unmistakable 
anxiety when she sees the ducklings which she has hatched swimming on the: 
water; their position is to her a dangerous one. But to credit her with 
conscience in the matter would certainly seem far-fetched, and this 
independently of such a view as Lloyd Morgan’s (14), namely that where the 
workings of lower mental processes can fairly explain an instance of animal 
behaviour, there is no justification for attributing it to those which stand 
higher in the order of development. 

Application of Lloyd Morgan’s dictum to child psvchology.—Attention is also 
called to this dictum, because its very applicability to animals suggests that 
it may equally apply to children, more especially in connection with such a 
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subject as fear, the very reactions of which show not only its primitive nature, 
but also its significance to the organism as a whole (15). Take, for instance, 
the reflex nature of fear responses—for reflex action is not only primitive (16), 
but its main function is the preservation of the organism. 

Relation between emotion and motion.—Incidentally, considerations such as 
these account for that close connection between emotion and motion (17), 
which is in fact so marked that in animals the momentary practical advantage 
can quite recede into the background when some emotional need requires 
expression. Kohler (18) gives an apposite instance of this. Hearing two apes 
crying because they had been left out in the rain by mistake, he fetched the 
key and unlocked the door of their cage. Though he himself was standing 
in the pouring rain, both apes stopped to hug him as if in thanks before they 
ran into the shelter of their warm and dry bed. Now though apes are capable 
of great cunning, to ascribe this conduct to an ulterior motive would be difficult 
if not impossible for the most cynically minded. The simpler explanation 
seems on every count to meet the situation better. 

Pathological effect of repression.—This close connection of emotion with 
action also explains how it is that emotion generally, when unable to find 
outlet in motion, tends to have pathological effects. The well-known saying 
that when the stocks in New York go down, diabetes goes up, is relevant 
here. Custom and convention indeed so frequently prevent modern man from 
making that active response which a given stimulus demands that Crile (3) 
has described civilization as a kind of auto-captivity. But, harmful as it is 
for the adult, such undue repression is even more deleterious for the child. 
His greater tendency to movement in itself makes such inhibition especially 
trying, while emotional reactions are also a necessary part of his normal 
development. 

The lability of emotion.—In addition to the extent that the attempt is made 
to train the child to too adult or “ civilized ” a mode of behaviour, it is apt 
to interfere with the lability of his emotions—and a child's emotions normally 
are and should be very labile. The facility, for example, with which he recovers 
from a storm of passion and turns to happy play with his toys is a normal 
phenomenon of childhood (19). Incidentally, this lability affords another 
parallel between children and the lower animals. A previously terrified rabbit 
may be found nibbling a lettuce-leaf within a few minutes of the removal of 
his cause for fear. 

Evolution and the inherited response—Though an animal’s response, 
untutored by experience, may give insight into his primitive needs, it has not 
necessarily a survival value, as natural selection alone shows. Pitt’s obser- 
vations (20) on the effect of the temperamental characteristics which distinguish 
the mouse Evotomvys glareolus from E. skomerensts are relevant here. The two 
species of mice are similar in physical structure. But the former’s quick- 
ness, wariness and readiness to take alarm have enabled him to flourish in 
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surroundings in which his brother’s slower movements and overtrustfulness 
have allowed him to become a prey to his enemies. The survival value of fear 
here comes plainly into view. 

Environment and the inherited response.—At the same time, an inherited 
reaction, though of advantage to the species in the environment in which it 
was evolved, may be unsuitable in another. This observation merits 
consideration when the behaviour both of animals and children is in question. 
A lover of animals (20) has ascribed the action of the horse which shies at a 
piece of paper to lack of courage, and contrasts it with that of the cat, which 
tends to pause and examine the unfamiliar object. This opinion may be 
correct. On the other hand, in a given environment, what is wisdom for one 
species of animal may be rash, even suicidal for another. A herbivorous 
animal, such as the horse, in the wild state is well advised to regard the 
unexpected with caution, as a possible source of danger. But a carnivorous 
animal, such as the cat, whose livelihood in part depends upon his readiness 
to track down and spring upon the suddenly appearing quarry, is in a somewhat 
different position. Some degree of preparedness to examine, maybe to follow 
the suddenly appearing object, has for him a definite survival value. Hunger 
is a powerful master, and where it impels the animal the possibility of food 
may drive fear into the background. 


THE RELATION OF FEAR TO SECURITY. 


The needs of the moment therefore to some extent determine whether fear 
or interest predominates when the unknown is in question. On the whole, 
the situation may be summed up under the one heading of security. After 
all, it is ultimately in the service of self-preservation that the need for food is 
able to overcome fear. The question of security, that complement to fear, 
has in fact a special interest in connection with the subject-matter of this 
paper. Both endogenous and exogenous factors are concerned in this question. 
Well-justified assurance in one’s own powers, whether physical or mental, 
contributes to the sense of security in a measure at least equal to that which 
external shelter or support may give. Examples of pathological fear and 
anxiety would even suggest that endogenous factors are, if anything, ultimately 
of the greater importance. 

Security a counter to fear —As a counter to the sense of fear, the feeling of 
security need be but partial, but it must be sufficient to give the individual 
assurance from which he may grow (21, 22). The small child, safe behind 
the shelter of his mother’s skirts, dares then to peep out at the unknown, and 
therefore to him terrifying stranger. The wise mother does not rebuff the 
child, nor scold him for displaying fear. She may not recognize the emergence 
of an atavistic trait, a primal fear in the presence of the unknown, but she 
appears to realize the value of adequate though not pampering protection. 


144 THE PROBLEM OF FEAR IN CHILDREN, "March, 


The sudden and unexpected.—Within certain limits, anything which decreases 
the sense of security predisposes to fear. In this way a summation of factors 
may produce a state of terror. A loud noise is not necessarily in itself terrifying. 
Yet when it is unexpected, it arouses fear even in the newborn infant. It is 
the same with the sudden loss of support*; this to some extent remains 
throughout life. A man crossing a bridge, which remains quite steady until 
he reaches the middle; when it begins to bend, shows real fear. On the other 
hand, both a loud noise and loss of support when associated with a well-balanced 
preparedness may arouse pleasure instead of fear (incidentally, well-poised 
preparedness postulates a certain degree of security). The healthy child, 
secure in his home, usually loves a noise, and, as adults know to their cost, 
likes it all the more if he makes it himself. Not only is it expectea, but possibly 
the knowledge that the noise is due to his own efforts gives him a sense of 
mastery, and that self-confidence which in itself lends a sense of security. It is 
the same with loss of support. The small child enjoys being tossed in the air 
by the strong and kindly adult: he knows that he will be safely caught. 
Possibly the sense of defying danger adds a spice to the situation. In phantasy 
it may be as though he were stepping forth into a dangerous country which his 
own prowess enables him to master. But some sense of security must be 
maintained—once the child has been dropped he will with difficulty, if ever, 
tolerate the game again. 

Repetition in child play.—In other ways the need for security is of interest 
in connection with children ; for instance, the repetitive process which forms 
such a marked feature of their play.t Repetition brings with it increasing 
familiarity, and familiarity, as contrasted with the unknown, brings with it 
a feeling of security. But just as a feeling of security follows upon past 
experience, to which the child has been unable to adjust, e.g., by means of 
repetition, so, as Diethelm (25) points out, the feeling of insecurity is based 
upon experiences of the past to which the individual has not been able to adapt 
himself. 

Emotion and intelligence. —For this reason intelligence plays a far more 
difficult part when an opposing “ emotional set ’’ has first been established. 
The well-trained polo pony is able to treat with unconcern the ball which by 
chance may pass between his legs on the polo ground. It is doubtful whether 
a pony not early trained could ever become so accustomed. Similarly with 
the child, early experience is of great importance ; the youngest infant learns 
to inhibit painful reactions and repeats those which are pleasurable. But 
dependent though these responses directly are upon the emotions and automatic 
mechanisms, even at this early age intelligence plays some part. For instance 


* A sudden noise and the unexpected loss of support are the two stimuli which Watson (23) 
found aroused fear in the newborn infant. In other words, as he points out, this fear, like heart- 
béat, grasping and other unlearned responses, occurs without previous experience. 

t Freud's ditferent views (24) on the subject of what he calls the “ repetition-compulsion ”” 
are of interest here. 
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mental defectives are with difficulty trained in good habits and broken of 
bad ones, whereas normal infants only -acquire such bad habits if they are 
brought up wrongly (26). 


THE MANAGEMENT OF THE CHILD. 


The above observation has a further interest. It indicates that good 
management is in line with the normal child’s best interests, and rather contra- 
indicates a too “‘ go-as-you-please ’’ attitude to his upbringing. It may be, 
as Gesell (g) says, that the inborn tendency to optimum development is so 
inveterate that the child suffers less than he logically should from our 
unenlightenment. Nevertheless nothing absolves the adult from responsibility 
towards the children in his care. Man owes his pre-eminence in the animal 
kingdom to his intellect. But, as with other powerful weapons for good and 
evil, the child needs some initial help in the use of this potent and flexible 
instrument of adaptation. Not only maldirection, but no direction at all 
may have serious results. The burnt child avoids the fire, but nobody would 
suggest that this is the wisest method of education. Experience is not neces- 
sarily the best teacher ; it may be very wasteful. Apart from actual physical 
injury, the experience tends to make it more difficult for the child to avail 
himself of its useful properties whilst avoiding its dangers. 

Adaptability of the child.—Fortunately for the child, his powers of adaptation 
enable him to unlearn as well as to learn. This, in turn, leads to another point 
of interest. For this adaptability, which Bolton (27) has described as the 
growing point of mammals, depends upon the possession of the fore-brain. 
Birds are, comparatively speaking, automata. In confirmation of this view, 
not only does the fore-brain reach its highest development in the human 
cerebral cortex, but also man is of all animals the most adaptable. At the 
same time, this very adaptability carries with it grave disadvantages if its 
potentialities are not rightly handled. With the passage of years, life for man 
becomes so increasingly a matter of adaptation (28) that the right interpretation 
of experience in early life, when the foundation for later reactions is being laid, 
is a matter of especial moment. 

The child’s need for gutdance.—The immature mind of the child demands 
plav for the development of individuality and personal initiative, but he also 
needs some guidance and authority upon which he can rely. The emotional 
rapport between parent and child is of the first importance. Intelligence can 
achieve much, but it must rest upon a sound basis; mishandling of the emotional 
life may wreck the whole. The behaviour of the parent, therefore, deserves 
careful consideration. Excessive severity tends to be equated with tyranny ; 
undue leniency with weakness ; whilst the child finds inconsistency of conduct 
especially hard to bear—it gives him no firm ground from which he can 
grow. 


a6 
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The place of the parent.—Good poise on the part of the parent is indeed of 
inestimable value ; Cameron (29) has, in fact, described the management of 
children as depending upon the interplay between the adult mind and the 
mind of the receptive, suggestible child. Means, therefore, which help the 
adult to attain such a standard are obviously important (30). 

The parent’s attitude to fear —The recognition of the basic relation of fear 
to the instinct of self-preservation has its own place here. In the first place it 
brings with it the realization that the child’s fears are not ‘‘ mere cowardice ”’ 
or ‘‘ just stupidity ’’, but are rather symptomatic of something amiss. This in 
turn encourages a constructive view of the situation. In the second place the 
more tolerant and understanding attitude of mind which such a realization 
brings with it cannot but affect the relations between parent and child. The 
latter finds, in place of a seemingly tyrannical authority, a friend to whom he 
can turn in times of difficulty and stress. 

Such a secure but not over-protected child is in a fortunate position. The 
need for the requisite degree of security satisfied, the wish to investigate the 
unknown takes the place of fear. Learning by experience that he is able to 
manage the problems which he encounters, difficulties come to be regarded as 
opportunities for action, not as responsibilities to be dreaded. Fears of the 
present, instead of forming an obstacle to progress, constitute a scaffolding for 
future growth—a further impetus to right development. A wise spirit of 
adventure takes the place of doubt and fear. 


2 


CONCLUSION. 


Fear is a danger-signal evolved in the interests of race and self-preservation. 
It is a specialized, not a universal emergency reaction ; those species of animals 
which lack this emotion have other means of defence at their disposal. The 
possession, or not, of fear, indeed, may be said to divide the more highly evolved 
forms of animal life into two great categories. From this point of view, 
therefore, man’s ability to feel fear allies him with those animals which are 
similarly endowed. 

The latter fact, together with the many points of similarity between animal 
psychology and the immature mind of the child, has a special interest for the 
pediatrician ; it suggests that the subject of fear in children may derive help 
from comparative study. Moreover, even superticial examination supports 
the same possibility. For example fear, in common with other problems of 
the child mind, may be approached from too adult a standpoint. Comparative 
work may here act as a valuable corrective ; it certainly brings more clearly 
into light the way in which the fears of childhood, lacking the modifying 
influence of experience, tend to be aroused by causes in keeping with the world 
in which fear itself was evolved. Primitive man with justice regarded the 
unknown as a possible cause for fear. Clinical material in conjunction with 
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animal psychology indicates that some of the fears of childhood represent an 
atavistic survival of this primitive dread. 

Acquaintance with this primitive cause of fear is important. Its neglect 
almost inevitably leads the parent into misconstruction of the child’s related 
doubts and dreads. Such misconception may have serious results, for mis- 
handling of a child’s fear situation not only causes present trouble, it may 
also add fuel to a neurotic tendency ; it may even render physiological fear 
pathological. In either case, as recent work, both with children and adults, 
gæs far to show, incorrect treatment of the fears of childhood lays the 
foundation of much unhappiness, even illness in later life. On the other 
hand, a wise approach to the child’s difficulties is of inestimable gain, and 
here a just realization of the survival value of fear has its place. 
Spelling as it does a keener appreciation of the association of fear with 
some unresolved problem, it opens the way to a more wisely tolerant and 
perceptive view of the child’s difficulties. This more enlightened attitude ot 
mind inevitably favours more judicious child management. As a result, 
childish doubts and dreads, which, neglected or otherwise mismanaged, might 
have been a danger, may even become the starting-point for real progress and 
achievement. Fears, wisely dealt with as they arise in early life, become a 
stimulus towards healthy mental development. 
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STUDIES IN DEPRESSION. 


By D. Ewen Cameron, M.B., Ch.B.Glas., D.P.M.Lond., 


Manitoba Hospital, Brandon, Manitoba. 


I. 


THIS series of investigations originated in a study of the Necker cube. Ht 
has been suggested that the fluctuation-rate of this and similar ambiguous 
bodies will serve to differentiate between the introvert and the extravert (1). 
While this assertion was being investigated, it was found that those patients 
who were depressed showed a slow fluctuation-rate. It was decided to 
investigate the question whether or not the fluctuation varied with the degree 
of depression. Since the fluctuation-rate is known to vary considerably from 
person to person (2), it was decided to study a group of depressives over a long 
period of time, if possible until recovery. The stability of the fluctuation-rate 
in the same person from day to day is considerable. Guilford and Braby 
report a coefficient of reliability of ‘96 (3). 


TECHNIQUE. 


The ambiguous figure used was that of a staircase which fluctuated in 
appearance between that of a normal staircase and a staircase seen from 
below. The patient called out the fluctuations, which were counted over 
six separate periods each of a minute. A rest of two or three minutes was 
allowed after the first three counts. The total for the six minutes was charted 
(Chart 1). In some cases the regularity with which the fluctuations occurred 
was also reported. At the same time, notes were made as to the patient's 
condition, based on his statement, on our observation at the time, and on the 
patient’s behaviour chart records. 


RESULTs. 


Eleven cases were followed over varying periods of time. Of these, six are 
shown as being typical: 


Case A.—An elderly woman who was readmitted agitated and very depressed. 
Throughout the year during which she was tested she improved considerably, 
though with occasional setbacks, which were reflected in the fluctuation-rate. She 
is still in hospital, but is in an open ward and has single parole ; she 1s also doing 
work in the Nurses’ Home, and her discharge is being contemplated. 

CasE B.—This woman is in the menopausal years. At the time of commence- 
ment of testing she was depressed and agitated. There was marked picking and 
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rubbing. She is noted as having a slump at the end of April, 1934. Thereafter 
there was very little change in her, until spring, 1935. She was then so far improved 
that she was able to be given group parole and to be transferred to the open ward. 
She is still in hospital. 

Case C.—This woman was admitted depressed and mute. She remained so 
until a few days before the commencement of the test. She improved rapidly, 
was transferred from the disturbed ward on July 4, 1934, and was transferred to 
the open ward and given parole on July 17. A few days later, her husband died 
very unexpectedly. She was discharged on August 7, 1934. It was not thought 
that she was showing more than usual grief (note the drop in the curve). She 
had, however, to be readmitted on August 17, 1934, having been suffering from 
sleeplessness and a mild return of agitation. She rapidly improved once more and 
was discharged a few days after the last test. 

Case D.—At the commencement of the test this woman complained of emotional 
numbness and inability to concentrate, but no actual unhappiness. There was 
steady clinical improvement, and her behaviour chart was clear throughout 
December and January. The patient herself did not report any improvement. 
Following on this, there were some unsatisfactory interviews with her husband 
and the patient developed a marked degree of insomnia. This steadily deepened, 
and with it there occurred quite definite feelings of depression. The test had 
finally to be interrupted on account of the growing weakness of the patient, due to 
the extreme and exceptionally resistant insomnia. 

CasE E.—Little comment is necessary. This woman, at the time of commence- 
ment of the test, was depressed, retarded and unable to concentrate. She improved 
steadily until her time of discharge. Asin most of the cases, her own account of 
her condition was the most unreliable guide to the progress of the reaction. 

CasrE F.—This middle-aged woman was admitted following a suicidal attempt. 
At the time of starting the tests she was deeply depressed, suspicious, and unable 
to concentrate to do any but the simplest tasks. She improved steadily. By the 
middle of January her behaviour chart was clear, and by the end of that month 
menstruation was re-established. She was discharged a few days after the last 
test. It is of interest to note that when the depression reaches a certain degree of 
intensity no fluctuations occur. 


In the course of following up the development of these cases, we found 
that this test was a more delicate index than can well be shown without an 
extremely detailed clinical account. It was possible, e.g., to demonstrate a 
difference between the rate as taken in the early morning and that taken some 
hours later in those cases that showed a morning exacerbation. It happened 
that in two of the cases the patient’s husband died, with the result that the 
rate showed a marked fall. One woman was apprehensive about coming to 
conference. She was re-tested a few minutes after being told that this had 
been arranged. There was a fall of about 50% in the rate. 

It was also noted that the rate at which the fluctuation occurred was 
usually irregular during the more severe period of the depression. As improve- 
ment began, considerable regularity in the rate of occurrence was established. 


COMMENT. 


From the chart shown and the accompanying description, it will readily 
be seen that the fluctuation-rate tends to increase as the patient gets better. 
The aspect of the depression with which this improvement best correlates is 
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the patient's capacity to concentrate, as shown by his ability to grasp what 
was said to him, to enjoy reading, to move around, and generally to get things 
done. It was also noted that the rate becomes more regular the more the 
depression subsides. 

These observations led us to inquire into the mechanism at work. After con- 
sideration, the theory was evolved that it might be that in states of depression 
we have a constant flow of painful stimuli (‘‘ thoughts ’’, ‘‘ ideas ’’, “ feelings ’’) 
which, like any other powerful stimuli, produced inhibition, partial or complete, 
of all other activities. If this is the case, it is clear that this particular 
activity, namely that involved in the fluctuation of perception of the figure, 


60 


Seconds per minute disturbed, 
w 
ô 


10 


20 50 60 


oO 40 
Minutes. 


CHART 2.—Effects of strong stimulus in producing inhibition in disturbed patient. 


will also suffer from inhibition. The inhibition will naturally be the greater 
the more severe the depression. In order to demonstrate the inhibiting 
. Capacity of a strong stimulus the following experiment was devised : 


II. 


A continuously excited and over-talkative patient was placed in a room 
from which all possible stimuli were eliminated. A record of his talkativeness 
over a period of half an hour was made. Ear-phones were then attached to 
his ears, and a continuous sound of a harsh penetrating character was led into 
the phones. This sound was controllable in intensity. 


RESULTS. 
As can be seen from the chart (Chart 2), the patient almost at once became 
quiet and remained so for a considerable time. Any tendency towards talking 
within this period could be overcome by increasing the intensity of the sound 
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stimulus. After an hour it became apparent that this stimulus was becoming 
painful. Ultimately the patient began to shout very loudly in an attempt to 
drown the other sound stimulus. This experiment was repeated several times 
on the same patient and on others. It can be seen that a strong stimulus 
will inhibit activity even where that is of an extreme kind. It is also to 
be noted that, where this strong stimulus continues over a long period, the 
organism finds it painful and endeavours to inhibit its activity by producing 
other stimuli (the loud shouts). 


iil. 


From the foregoing, it appeared that it might be possible to regard the 
depressive reaction as primarily an inhibition produced by the long-continued 
action of a strong stimulus. The most prominent symptoms in depression 
‘are undoubtedly those of inhibition-retardation of skeletal muscular activity 
and to some extent of smooth muscular activity, retardation of thinking, poor 
concentration, ‘“‘ dearth of ideas”. On the basis of this concept it was 
determined to attempt to produce a depressive reaction experimentally. 
The animal chosen was the guinea-pig. It is clear that the now frequent 
studies of animal behaviour must accustom us to the possibility of disordered 
behaviour occurring or being produced in animals. From a careful study of 
psychogenic factors said to be the cause of depressive reactions it would 
appear that one of the more common components of most of them is frustration. 
That which tends to limit the free thrust of the individual against his environ- 
ment, that which tends to hobble and handicap him in his struggle with the 
world, sets up a serious and threatening situation for him. This situation 
is met by an increased concentration of the individual’s endeavours to deal 
with it. In some organisms this essentially preservative mechanism of 
concentration and preoccupation (with its necessary inhibition of other 
activities) proceeds too far and a state of extreme inhibition is set up. In 
searching, then, for a stimulus which would be ot this order for the guinea-pig 
organism, we kept in mind those frustrations which would be most serious for 
the survival of the organism. After review it was decided to frustrate the 
animal's locomotion. 


TECHNIQUE. 


This frustration was produced by applying plaster casts to both hind legs 
in the position of extension. In order to check the degree of inhibition obtained, 
it was necessary to select some activity which readily yielded to exact measure- 
ment. This, after some trials, was found in the respiratory-rate. In the guinea- 
pig this is very responsive to outside stimuli, so that special care has to be 
taken in securing constant temperature (22°-24°C.), constant illumination 
and freedom from noise. All the animals in the experimental room should be 
of the same sex. The rates must be counted at the same time after teeding. 
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Even so, some difficulty is experienced in obtaining a steady base-line. We 
have found it necessary in many cases to count over a period of 30 or 40 days. 
The respiratory-rates were counted for three one-minute periods night and 
morning. Readings which did not fall within a range of 10 were discarded 
and further counts made. In the charts the average of the six respiratory 
counts is recorded. The weight in grammes was also recorded daily. It is to 
be noted that the pigs prior to experimentation had been in pens of about 
100 sq. ft. The cages in the experimental room are I sq. ft. in size. This, 
coupled with the fact that there is no constant fall in the respiratory-rate 
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dunng the first tew weeks while a base-line 1s being established, disposes of 
the possibility of the lowering of the respiratory-rate being due to a 
metabolic adjustment to decreased activity. 


RESULTS. 


In all 18 pigs were experimented upon. On 3 of them the procedure 
was carried out twice, involving daily observations on most of them over a 
period of 60 days or more. In one case observations were carried out for 
127 days. Clear-cut inhibition, as shown in the fall of the respiratory-rate, was 
produced in g. In the others, lesser degrees of inhibition could be detected 
by statistical analysis. Chart 3 shows the percentage drop in respiratory- 
rate which occurred from the time the casts were put on till the lowest point 
in the depression was reached. The respiratory-rate at the time of putting 
on the casts was taken as average for the last 10 days raised to 100 The 
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lowest point was taken as the average of 5 days at the lowest point and raised 
proportionately. Slowing of the respiratory-rate usually set in at once 
(Pig 4, Pig R, Pig 7). Very occasionally it did not develop for some time 
afterwards (Pig X). It then fell, to reach its lowest point in a few days up to 
about 2 weeks, though longer falls are noticed (Pig 1). At times the fall is 
rapid and extreme (Pig 4, Pig 12). Following on the full development a 
partial recovery may take place even though the casts are kept on. This is 
considered as being due to adjustment of the pig to the frustration. In some 
cases the pigs were observed over extended periods to see whether recovery 
would take place while the cast was still on (Pig 1, Pig 4). While there is a 
partial recovery, complete recovery does not occur. In Pig 4 some skin 
infection took place, which probably tended to raise the respiratory-rate 
latterly. Where the cast was taken off, the respiratory-rate improved with 
the recovery of function of the legs (Pig 7, Pig 12). Unfortunately where 
the casts remained on for extended periods there was always damage to the 
legs, (long-continued stiffness, cedema, blood blisters and even gangrene). 
These latter developed a day or so after the removal of the cast. Where the 
cast can be taken off early, before damage occurs, recovery in respiratory- 
rates is rapid (Pig 12). In the occasional case (Pig 7) removal of the casts 
renders, through the development of these injuries, the locomotion of the pig 
temporarily more frustrated than before with a subsequent transient increased 
inhibition. It has been noted that for some months after work has ceased 
on the animal, and it has been returned to the pens, it tends to be less active 
than the ordinary pigs and to keep more under cover. The weight curve 
usually keeps pace very closely with the respiratory-rate, falling as it does 
and rising with recovery. In some cases this was obscured by the fact that 
the pig. were young and rapidly growing (Pig R, Pig Y), and on one occasion 
by the fact that the pig was pregnant (Pig 12). It was considered to be of 
importance to discover whether the tendency towards depressive reactions 
remains the same over a period of time in the same pig. Accordingly Pig N, 
Pig Y, 1, and Pig 2, 1, in whom very slight depressions had been produced, 
were after several weeks again subjected to the same procedure. The 
second depressions vary very little in intensity from the first. 


DISCUSSION. 


From these experiments we suggest the following concept of the depres- 
sive reaction. All organisms on being exposed to frustration react by 
concentrating their activities to deal with the situation. Concentration 
naturally involves inhibition of other activities. In certain types of organism, 
especially in those in which inhibitory reflexes are easily produced, this 
inhibition becomes much intensified and an abnormal state of inhibition 
arises. This is suggested by the impression that we received from our work 
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Pig R.—Casts were applied at X!. This was one of the earliest pigs and the casts were 
inadequately applied. The pig removed one of the casts with damage to the leg on 
November 6, and removed the other also with injury to leg on December 2. In spite 
of the injury there was considerable freedom of function by the end of the experiment. 
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Pig X'.—Casts applied at X? for about three weeks, when quite a definite fall in the 
respiratory-rates and weight occurred. Further experiments will be necessary to 
determine the nature of this delayed reaction. 
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Pig. 4.—Casts applied at X!. Casts were not removed. Note gradual adaptation to the 
situation, with rise in respiratory curve and decreased fall in the weight curve. 
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Pig 13.—Casts applied at X!. No depression. Cast was light, and frustration of move- 
ment was not complete. Cord was severed at X?. Inhibition ensued. Sepsis set in, 
and probably caused later rise in respiratory-rate. Paralysis of both hind legs was 
complete throughout. 


Weight in grma. 


Resplrations por minute. 


1936. BY D. EWEN CAMERON, M.B. 157 


Weight in grms. 


Respirations per minute. 


90 
80 
70 
60 
se 


13 Jan.18 28 7 Feb 17 27 9 Mar 19 Apr 18 


1935 


Pig 14.—Casts applied at X!. This pig’s cord was severed. Complete paralysis of both 
hind legs occurred. The first evidence of recovery of function in the right leg was 
noted on February 24. A slight return in the left leg was noted on March ro. Function 
was still very limited at the end of the experiment. 
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Pig 1.—Casts applied at X! and not removed. There was very little adaptation to be 
noted, save that the fall in respiratory-rate stops, and fall in the weight curve becomes 
much slower. 
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Pig. 12.--This pig was advanced in pregnancy. 
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Casts were applied at X1, and removed at 


X2. The weight curve was affected by progressing pregnancy, and by delivery which 


occurred on February 21. 
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Pig 7.—Casts were applied at X!, and removed at X?. 
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A fair recovery of function was attained. 
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with the pigs, that it was those animals in which it was difficult to provoke 
inhibitory responses in any case—those pigs in which it was hard to produce 
“ freezing ’’ reactions and which were startled by any chance stimulus—that 
did not readily pass into depression. It is necessary to stress, however, that 
we do not feel that we are as yet in a position to state beforehand with any 
certainty which pigs will develop definite depressions and which will show 
slight if any response. The value of such data if transferable to the human 
organism is obvious. 

We have conjectured that the feelings of depression, sadness, loneliness, 
anxiety and apprehension which we too frequently assume to constitute the 
whole picture should be regarded as psychic pain due to the action of a 
stimulus. Our view would put it on the same basis as somatic pain arising 
from a harmful stimulus applied at other functional levels. 

The feeling of guilt, necessity of repentance (long periods of grieving and 
confession of wrong-doing, necessity of atonement by self-injury), the feeling 
of the inevitability of punishment and the support of these concepts by 
hallucinations and delusions are, we consider, the manner in which the 
individual presents the situation to himself. These various methods of 
presentation are dependent on the early training and experience of the 
individual, and are not, we suggest, fundamental to the situation. 

At no time during the experiments on the guinea-pigs did we note anything 
- Suggesting an excitement. A lead which should be kept in mind is that given 
by the patients under strong sound stimulus. Where the stimulus was long- 
continued the patient became very excited and noisy. A conjecture is that 
since the depressive reaction is definitely a more serious and more unpleasant 
form of reaction, the organism may under certain circumstances protect itself 
from entering the depression by breaking up the threatening inhibition by the 
development of a capacity to be readily stimulated. It would seem that this 
could only be done where the original situation was of a less serious nature. 
Possibly these excitement reactions could be produced by less drastic forms 
of frustration. 

With regard to the mechanism of recovery, we have as yet got comparatively 
little information from our experiments. It would seem that, as long as the 
stimulus as represented by the cast on the legs remains only partial, recovery 
can take place. Even this point, however, will have to await a better technique 
of restraint. Damage to the legs is always present where the casts have been 
kept on for over two months, while we have noted that the pigs that are returned 
to the pens are sometimes quiet and inactive for several months after their 
return. The partial recovery indicates that the organism has the capacity 
to adjust itself to some extent to the situation. In certain pigs this capacity 
to adjust is very much more marked and more rapid in its action. These are 
the pigs in which little or no depression can be developed. There is clearly a 
close analogy between what happens here and what happens in the human 
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organism. On being exposed to equally harassing situations only a certain 
proportion of a group will show depressive reactions. Moreover, recovery 
from the reaction will occur while the external situation remains the same. 

We suggest that the central fact in a depressive reaction is an abnormal 
preoccupation with a dangerous situation, or, reducing the statement further, 
that the organism undergoing a depressive reaction to a situation which is 
harmful or threatening, is an organism in which the capacity for adjustment is 
so slow and so inadequate that an abnormal degree of preoccupation (i.e., 
inhibition of all other activities) with the situation is necessary. 

The loss in weight during the period of growing depression and the gain in 
weight as the depression subsides we feel to be comparable to what occurs in 
the human organism; namely, that the inhibition which is revealing its 
presence in the lowered respiratory-rate is part of a generalized inhibition with 
reduction in the output of gastro-intestinal secretions and a slowing of 
peristaltic movement. 


SUMMARY. 


On the basis of three groups of experiments, we suggest some clarification of 
the concept of depression, and also the possibility of producing experimentally 
in animals reactions comparable to the inhibiting aspects of the depressive 
reaction in the human organism. 

The experimental observations demonstrate firstly that the rate at which 
ambiguous figures fluctuate varies indirectly with the severity of the depression, 
secondly the inhibiting effects of a strong stimulus on the activity of the 
organism are shown, and finally we have recorded the influence of a long- 
drawn-out stimulus of the nature of frustration in producing a state of inhibition 
resembling the depressive reaction. 

These observations suggest to us that those organisms that react by 
depression to difficult situations, especially those in which frustration is 
prominent, are organisms that are not capable of making the necessary internal 
readjustments to prevent the normal concentration and preoccupation with 
the difficult situation from spreading and intensifying till the organism is 
partially or wholly overcome by the accompanying inhibition. 

With regard to the other phenomena usually associated with the depressive 
reaction there is little material directly arising out of these experiments. No 
further information is forthcoming as yet as to what we have termed “ psychic 
pain”. Likewise, we have no information as to the work-mechanisms which 
exist in the guinea-pig organism to promote recovery. The fact that the 
responses of repentance, atonement, and the necessity of punishment seem 
to exist only in the human organism, while it is apparently possible to produce 
this generalized and profound inhibition in an organism such as the guinea-pig, 
leads us to feel that inhibition in the face of difficult situations of all activities 
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save that concerned with the re-adjustment to the situation may well be a 
common attribute of organisms which have reached a certain level of integra- 
tion. It would certainly suggest to us that the inhibition—retardation, 
dearth of ideas, lack of concentration, weakness, indecision, reduction of 
secretions and slowing of peristaltic movements—is the central fact in the 
depressive reaction. 

Re ferences.—(1) McDougall, W., ‘* Chemical Theory of Temperament Applied to Introversion 
and Extraversion’”’, Journ. Abnor.and Soc. Psychol., October- December, 1929, xxiv, pp. 293-309. 
—/2) Guilford, J. P. and Hunt, J. M., “Some Further Experimental Tests of McDougall’s Theory 
of Introversion-Extraversion ”, Journ. Abnor. and Soc. Psychol., 1931-1932, xxvi, pp. 324-332. 


—(3) Guilford, J. P., and Braby, K. W., “ Experimental Test of McDougall’s Theory of 
Introversion-Extraversion ’’, Journ. A bnor. and Soc. Psychol., March, 1929, xxiii, pp. 382-389. 
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Part II.—Reviews. 


Der Aufbau des Organismus: Einführung in die Biologie unter 
besonderer Berücksichtigung der Erfahrungen am kranken 
Menschen. By KurT GOLDSTEIN. The Hague, 1934. 


In this book, written during the leisure forced upon him by his expulsion 
from Germany, Goldstein has collected the ideas already expressed in his 
publications since the Great War and extended them systematically into a 
general biology. Wehave here an original structure of thought, the importance 
of which for the biology of the future can hardly be overestimated. 

By founding his biological ideas on observations obtained from the sick 
patient—as the sub-title indicates—Goldstein has deliberately chosen an 
opposite direction to that which proceeds from the more simple form of life 
to the more complicated. He starts with man, and tries to approach the 
understanding of life from its highest form. No conception, he says, has 
become more problematic to him in the course of his studies than the idea of 
simplicity. Man is the living being we understand best. Observation and 
analysis of experience of disease processes may sometimes furnish better 
insight into the activities of the organism than observation of the normal. 
There is no difference in principle between observation of disease processes 
and experimental studies, since experiment and disease are equally inter- 
ferences with the normal processes of life. Thus, as we shall see later, the 
conception of illness plays a paramount part in Goldstein's ideas. But he 
does not confine himself to the consideration of morbid events; these serve 
him rather as a background for the reality and “essence ’’ (Wesen) of the 
living organism. 

At the start, the author lays the foundation for his biological thought by 
discussing observations on brain injuries. He criticizes the artificiality of the 
common conception of symptoms and the too easy assumption of defects. 
“ Symptoms are answers which the organism gives according to the questions 
asked by the investigator.” The latter, however, has generally framed his 
questions according to theories which have been introduced prematurely 
and taken over from heterogeneous fields. Thus a theoretically limited 
selection has been made of the manifold phenomena to be investigated. One 
sees that Goldstein’s, as every new doctrine, claims freedom from theoretical 
prejudices. Like many others, he also denies others the value of testing by 
results, and stresses the importance of observing the way in which they are 
produced and the total situation which leads to them. 

Goldstein holds that there is a “ general fundamental disturbance of 
function ” alike in principle in all cerebral lesions—a conclusion similar to that 
arrived at by several other modern authors. As a general formulation he 
proposes that ‘‘ the patient has lost the ability to deal with the possible and 
the imaginable, as opposed to the actual and real. The process of disorgani- 
zation is shown first in the more differentiated and more exact (elaborate) 
performances and leads to a more amorphous general behaviour’’. Last to 
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be destroved are the functions of greatest value for the continued existence of 
the organism. There are in this connection two scales of value, harmoniously 
interwoven in the normal: there are functions which have a value for mere 
existence, and others which are valued by the organism as being the very 
essence of its individuality. In the sick patient functions having only the 
latter value are destroyed early. 

Oi fundamental importance for the understanding of Goldstein’s ideas is 
the contrast he draws between “‘ordered’’ and “ catastrophic ’’ behaviour 
(geordnetes und katastrophales Verhalten). Ordered behaviour is characterized 
by constancy, by right adaptation to circumstances (Richtigkeit), adequacy and 
congruity in the make-up of the individual. In the reduced state of disease 
the organism makes more or less efficient attempts to keep this up in order to 
avoid the catastrophic reaction. The latter was first observed and described 
by Goldstein in cerebral lesions, and is now applied to similar modes of behaviour 
throughout the living world. Catastrophic reaction means psychic and somatic 
concussion, produced when the limit of individual capacity is passed and there 
is inability to fulfil what is required ; subjectively it is felt as helplessness, 
constraint, want of freedom and anxiety (Angst). When the catastrophic 
reaction has taken place, ordered behaviour is hindered for some time by its 
atter-effect, and the fit passes into a state of bewilderment and total inactivity. 

This very important tendency of the sick organism to seek to avoid 
catastrophic reactions explains numerous features in the behaviour of patients 
with brain injuries. They exhibit a search for quiet, for regular and mono- 
tonous occupation on a small scale; they avoid all experiments and new 
experiences ; they are afraid of emptiness, e.g., in space ; they tend to narrow 
their environment. All this is done and completed without deliberation or 
etfort of will. The patient’s remaining energy is re-distributed according to 
certain laws, one of which is that total performance is preserved even at the 
expense of loss of partial functions. 

This review of the first chapter of Goldstein’s book would be misleading if 
it gave the impression of.an enumeration of new conceptions and laws of 
disintegration. On the contrary, everything 1s derived from concrete obser- 
vation of patients. Thus this part of the book, which contains the origin 
of Goldstein’s biology and his doctrine in a nutshell, is of interest and 
importance to neurologists and psychiatrists. 

It is followed by an attack on the doctrine which conceives of the organism 
as a structure of reflexes. Similar attacks are familiar in theoretical biology 
to-day. Goldstein’s criticisms are directed in the first place to the theories 
which introduce higher secondary factors in order to explain direction in the 
interaction of reflexes (Sherrington, Weiss, Uexküll, Bethe). After having 
demonstrated that such assumptions are unsatisfactory, he gives succinctly 
his own view of the function of the nervous system. According to him the 
nervous system of man is a network, like that of the lowest animals ; in other 
words, it is an apparatus always working as a whole. It never rests, but is in a 
state of permanent excitation. Every stimulus is followed by a change of 
the distribution of excitation in the whole system. 

The stimulus provokes a reaction at a certain topos; but in addition to 
this “‘ near effect” (Nahewtrkung), changes in distant parts occur. Both 
together produce the “ figure-ground formation’’. The more precise the 
Gestalt formation required, the more difficult it is. Definite anatomical 
structures are adapted to definite stimuli—at least in higher animals ; con- 
sequently there is, for instance, with the special sense organs and their central 
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connections, a functional “‘ near effect ” besides the local effect in its stricter 
sense. Anatomical structure is important for the distribution of energy, 
but less so than the stimulus itself and the total situation of the organism at 
the outset (Ausgangs-situation). An essential condition of a normal functioning 
of the organism is that it shall be able to equalize the effect of the initial 
stimulus and to maintain itself in equilibrium. 

If there is a lesion, the functions of the central nervous system are entirely 
altered. The next chapter is devoted to the analysis of these modified 
functions. Chiefly, the effort of ‘‘ isolation ’’ leads to unselected responsiveness 
to stimuli, lack of differentiation, abnormal topical distribution of the excita- 
tion, and “ lability ” of the reactions (i.e., uncertainty and fluctuation in 
figure- -ground formation). Goldstein thinks that traces of all these abnormal 
types of reaction can be demonstrated in the normal, but that they show 
themselves unmistakably only in the presence of a lesion. With the aid of 
this concept of “ isolation °, Goldstein builds up a new conception of the 
partial functions, especially the reflexes: “ The special qualities and charac- 
teristics of the reflexes can be explained as consequences of formal changes 
in the course of the excitation in isolated parts of the system.” Thus the 
reflex is not a scientific abstraction, but a special response of definite meaning 
to the whole organism. It must be understood in the situation in which it 
occurs. It is areaction to danger, particularly to the danger of “ catastrophe ”’ 
Imminence of “catastrophe’’ causes isolation of separate parts of the 
system and local reflex defence reaction. These, however, are unusual events, 
and can never lead to an understanding of the normal. 

The diagnostic value of reflexes is not contested, but only regarded as a 
result of empirically established correlations. Light is thrown on some 
methodological points in considering the nature of reflex behaviour, e.g., the 
difference in essence between movements of flexion and extension of striped 
muscle and phasic reactions symptomatic of breakdown in the central connec- 
tions, e.g., nystagmus. Finally, the author points out the unproductiveness 
of all theories involving negative factors like “ disinhibition’’. There is 
nothing negative in nature. ‘‘ Cognition dealing with factors is always 
positive in character.” 

In a similar way the author discusses shortly ‘‘ conditioned reflexes ’’, 
“ phenomena in cortical stimulation ’’, ‘‘ instincts ’’ and ‘ biochemistry ’’ as 
partial aspects of the organism. But it is just these apparent digressions 
which lead to the most voluminous chapter of the book, in which the theory 
of the organism as a whole (Ganzheitstheorie des Organismus) is systematically 
worked out. 

Goldstein rounds off his theory with illustrations of all these fundamental 
ideas from the normal and abnormal physiology of men and animals. He 
stresses the point that the changes in the whole by which every stimulus is 
accompanied have nothing to do with “irradiation ”. This spreading-out of 
similar effects, beyond the special place concerned, is a rare and quite unnatural 
happening. The changes in the whole differ from the changes on the spot ; 
but one is related to the other and they form a firmly joined unity. How 
this unity is built up and what the factors are which bind it together are 
important questions which the author tries to answer here. The signiticance 
of the stimulus to the organism in the momentary situation is decisive in the 
development of the unity and its special content. Consequently the effect 
of a stimulus is different if the significance changes. All interference from 
outside leads to modifications which again depend on this essential significance. 
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Only one performance is possible at the same moment of time because of the 
participation of the whole organism in every event. Goldstein shows that 
this theory throws light on observations which were inexplicable as long as 
they were thought of in terms of reflexes. 

In regard to the circumstances in which activity in parts can happen, he 
adds to the two cases already mentioned (experiments and disease) the 
deliberate ‘‘ isolations ” intentionally produced in psychological experiments 
in men. This seems rather remarkable in view of his relation to Gestalt 
psychology, with which he has had and still has some association, though he 
detaches himself from it in a later chapter of this work. 

The idea of the relative independence of activity from the anatomical 
structure is also further developed. Experiments of transplantation and 
extirpation of extremities in animals, which have been so much discussed in 
recent biological writings, prove the preponderance of function over structure 
in significance to the whole organism. These results are applied to similar 
events in the psycho-physiology of man. The application of this principle 
to the problem of cortical localization appears as a natural development at 
this point. This takes us back to one of the starting-points of Goldstein’s 
biology : he gives a clear account of his views on cerebral localization, already 
well known from numerous previous papers. The differentiation between the 
“central ’’ and “ peripheral” part of the cortex is treated in full. Only in 
the latter can the relation between the focus and the specific disturbance be 
established. Lesions in the central parts are always followed by a general 
disturbance which is demonstrable in every other function of the organism. 
“ Localization of a function means, not merely excitation of a certain focus, 
but a dynamic event which affects the whole nervous system, even the 
whole organism, and has a definite Gestalt in every performance. The tocus 
gives this Gestalt of excitation a peculiarity which is expressed in the 
hgure-formation. The focus has by virtue of its special structure its own 
characteristic influence on the activity of the whole.” 

Finally, the specificity of the senses, as far as they are connected with 
special peripheral apparatus, is discussed from the new viewpoint. Even 
these sensory events are formations of the whole organism, and the interaction 
between different senses is demonstrated by striking examples. That there 
are specific functions and structures is not denied ; but specificity only arises 
out of the activity of the whole. 

The fact of antagonistic innervation seems especially difficult to bring 
into accordance with Goldstein’s views. He thinks that, in so far as it occurs 
at all, it is artificially and experimentally produced. The activities of the 
voluntary muscles and the vegetative nervous system which have been 
interpreted on the assumption of antagonistic innervation are explicable as 
“whole” effects. Concepts like “inhibition’’ or “ regulation ° are losing 
their value as explanations. Alternative forms of reaction and phasic changes - 
belong, however, to the normal activities of life’’. But Goldstein considers 
them as signs of slight “ catastrophe reactions” which are unavoidable in 
adaptation to the environment. 

Surprisingly enough, this chapter is concluded by a broad discussion on 
the “ phenomenon of anxiety ’’. The central position of anxiety in Goldstein’s 
theory is closely connected with the importance he lays on the “ catastrophic 
reaction ’’. Anxiety is the subjective and, by virtue of its somatic manifesta- 
tions, the objective expression of the collapse of the personal world and ego. 
While the sick man tries to find ways of avoiding the “ catastrophe reaction ’’, 


166 REVIEWS. [March, 


the normal man has to face the threat of catastrophe courageously ; in doing 
so he realizes his essential nature by creative activities. 

This is followed by a short discussion of the psycho-somatic problem, and 
an extensive criticism of psychoanalysis and its relations to biology. The 
conceptions of psychic and somatic are —as Goldstein thinks—only modes of 
view which, however justified, are only material if one regards the reaction of 
the organism as a whole. The general biological laws hold for both. In the 
discussion of psychoanalysis the separation of conscious and subconscious 
and the overwhelming influence of one part (sexual theories) on the whole 
are sharply criticized. Goldstein refers in this connection to the types of 
isolated part-reactions which he finds in children’s behaviour. This isolation 
only disappears during development as centralization increases. The great 
difference between Goldstein and Freud seems to the reviewer to he in Gold- 
stein’s positive valuation of consciousness. He emphasizes the importance 
of consciousness in the finest and most differentiated reactions. He estimates 
highly “the special qualities which the human being has obtained by the 
possibility of being conscious °”. By this reasoning he not only takes up 
a position contrary to Freud, but also separates himself from all biological 
romanticists, like Klages, who attempts to discredit the conscious mind 
(Geist) by putting vital forces in the foreground. 

Eventually Goldstein tries to elucidate and to characterize the ‘ essential 
nature’’ of the organism. This is—as we have heard—the guiding factor 
in the reactions of the whole, and is at the same time realized in these 
reactions. 

In order to approach this central conception Goldstein uses observations 
on “ preferred’’ behaviour (ausgezeichnetes Verhalten) which he published 
some years ago. The organism does not carry out all those activities which 
would be possible were one merely to consider its isolated parts. It has a 
tendency to prefer definite modes of behaviour, either in perception or move- 
ment or attitude. Subjectively the “ non-preferred’’’ behaviour is accom- 
panied by feelings of “not right”, “ disagreeable’’, ‘‘ unsatisfactory ”’, 
“ difficult ’’, etc. The organism wants to return to a different, quite definite 
behaviour. Goldstein considers this in numerous examples of sensory and 
motor behaviour, especially in connection with vestibular functions. This 
leads up to the assumption of certain constants which determine the essential 
nature of the individual. In a time constant (this is more or less equivalent 
to a “personal tempo ’’) he sees one of the distinguishing characteristics of 
personality. Besides individual constants he distinguishes similar constants 
for the species. 

To avoid extending this survey to an inordinate length it seems better 
not to discuss the later, merely philosophical chapters of the book in full. 
The first of them deals with the epistemological foundation of the theory 
. (“The Nature of the Biological Cognition’); two others deal with special 

applications and general conclusions (on “ normality ’’, ‘‘ health and disease ”’ 


“ heredity and breeding ’’, “ life and mind ”, “ the hierarchical structure of 
living beings’, “ 


on man and animal”). The latter chapters express the 
author's convictions on a variety of subjects, and are of great personal charm. 
The final chapters, “ On Gestalt Psychology and the Doctrine of Physical 
Gestalt’, and ‘‘ Cognition and Action ’’, contain limitations and safeguards 
of the theory without adding anything really new. 

Yet this survey of titles may give some impression of what a comprehensive 
work of thought has been inspired here by medical experience. The book is 
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full of stimulating ideas and every biologist who finds time to think about the 
fundamental basis and aims of his work will have to come to terms with it. 
W. MAYER-GROSS. 


Die Seelenstérungen der Blutdruckkranken: Beiträge zur psychia- 
trischen Alterspathologie und zu einer ‘‘ Psychiatrie auf patho- 
physiologischer Grundlage’’. By E. Krapr. Wien, 1936. Pp. 120. 


The distinction between arterial hypertension and arteriosclerosis, which 
has been generally recognized in general medicine, is scarcely mentioned in 
the psychiatric literature. The author of the present monograph has rightly 
noticed the importance of this subject, and tries to apply this advance to 
psvehiatry. 

His investigations are based on extensive material. He worked through 
not only the admission of arteriosclerotic, presenile and senile psychoses to the 
Munich Psychiatric Clinic, but also a great number of other cases of psychoses 
commencing after the forty-fifth year. Finally he made use of those cases 
diagnosed post-mortem as having been definitely hypertonic during life. 

A short review of the actual German conception of hypertension disease is 
followed by a detailed descriptive clinical section. The psychic disorders of 
patients suffering from high blood-pressure are classified in four main groups : 

(1) Short attacks of unconsciousness or deep clouding of conscious- — 
ness. 

(2) Short lasting exogenous psychoses with deep clouding of 
consciousness. 

(3) Homonymous disturbances (depressions with or without addi- 
tional features and of very varying duration). 

(4) Permanent change of personality sometimes forming the back- 
ground for episodic disturbances. . 

A particular section deals with the differential diagnosis of psychic disorders 
in hypertonics and in climacterics, preseniles, seniles and arteriosclerotics. 
One can, in fact, hardly speak of the differential diagnosis, as the author tries 
to show the hypertonic features in all these diseases. In particular, Kraepelin’s 
presenile psychosis is to a large extent very similar clinically to the cases 
investigated by Krapf. 

Evidently the author’s interest is concentrated on what happens in the 
brain, especially in its circulatory system, during these hypertonic mental 
disorders. This cannot be observed by biopsy in man, nor can post-mortem 
examination give a direct explanation of this occurrence. Therefore the 
author tenders ‘‘ circumstantial evidence ”’ of the existence and the pathogenetic 
Importance of functional circulatory disturbances. These, however, can 
only explain that there are cerebral phenomana, but not why the particular 
clinical picture appears. In order to explain this, one has to venture some 
"hypotheses. Three such are discussed by the author : 

(1) One can assume a specific predisposition or ‘‘ Anlage `’. 

One can regard as responsible either— 

(2) The intensity of the damage or— 
(3) Its special localization. 

As mentioned above, this clinical study is based on extensive clinical 
material and is illustrated by numerous elaborate records. Beyond this the 
author uses his clinical experiences to discuss some general problems of 
psychiatry. With regard to constitution he assumes a very general “ episodic " 
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constitution, viz., an Anlage for episodic disturbances which, depending on 
the intensity of the Anlage, may be set going either autochthonously or 
through strong affective disturbances or physical or chemical noxe. In the 
case of hypertension (and perhaps in some more instances) this Anlage must 
be supposed to be outside the brain. The functional circulatory disturbances 
may be the final common pathway explaining why different forms of damage 
produce the same picture. There are three groups of disturbances which 
seem to the author to be linked up pathogenetically. He therefore classifies 
them together as a group of functional vasomotor syndromes : 
(1) Anxious and agitated, ecstatic and confusional twilight states 
(epileptoid group). 
(2) Psychoses with hyperkinetic or akinetic motility disturbances 
(catatonic group). 
(3) Disturbances of mood. 

The author finds sufficient substantiation in literature which favours his 
view. He points out in concluding this stimulating monograph that if his 
hypotheses can be proved, and if furthermore, evidence can be given that 
other clinical pictures are defined by other pathogenetic mechanisms, one 
may hope for a new classification of psychoses from a pathophysiological 
standpoint. E. GUTTMANN. 


Nouveau Traité de Psychologie. By GEorGEs Dumas. Fourth volume, 
The Functions and the General Laws. In collaboration with CH. 
BLONDEL, E. CLAPAREDE, H. DELACROIx, H. PIERON, G. POYER, 
G. REVAULT D’ALLONNES. Paris: Felix Alcan, 1934. Pp. 528. 
Price 120 frs. 


This is the fourth volume of Prof. Georges Dumas’ New Treatise of Psvcho- 
logy, to be completed in nine volumes. This interesting volume is divided 
into two parts: (1) The General Functions of Organization; (2) The General 
Laws of Mental Activity. In the former the first and second chapters are by 
H. Piéron on “ Attention’’ and “ Habit and Memory ” respectively. The 
third chapter, “ Association of Ideas”, is by H. Delacroix, whilst Revault 
d’Allonnes contributes the fourth on ‘‘ Schematization ”. G. Dumas himself 
has written the fifth on ‘‘ Symbolism ”’. 

No one is better qualified than Prof. Piéron to write about “ Attention ”’ 
and “ Habit and Memory ”. After a rather short historical survey, he 
discusses the nature and different forms of the processes of attention, their 
degrees of predominance, their duration and stability (oscillation, maintenance 
of orientation and resistance to disturbance). Coming to the evolution of 
attention in general, individual and transitory factors are discussed and interest 
is considered the unique factor. In this discussion a discrepancy in the terms 
Bahnung and Hemmung becomes evident. Piéron quotes Bleuler as saying 
that attention is a manifestation (4 usserung) of affectivity, the impressions 
or ideas which arouse interest are reinforced (gebahnt) and all the others 
inhibited (gehemmt). Now gebahnt means, not reinforced, but facilitated. 
Bahnung means making a path, Hemmung means opposing, resisting that 
which comes along a path. The former term implies the neurological basis 
and the latter the psychical event. The English equivalents, “ facilitation "’ 
and ‘“‘inhibition’’, are more happily chosen. The difference between spon- 
taneous and voluntary attention consists, according to Piéron, in a primary 
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interest with immediate satisfaction for the former, whilst the latter implies a 
secondary interest for an indirect or deferred satisfaction. When discussing 
the etfects and characteristic manifestations of attention, Piéron criticizes 
quite rightly the comparison, so frequently met with, of attention with the 
visual field. A far better comparison appears to us to be that of a biconvex 
lens moving between a source of light and a plane, by which means the light 
mav be more or less distributed or focused on the plane. Motor, respiratory, 
cardiac, vaso-motor, glandular and introspective effects of attention are also 
considered and the question of its mechanism is discussed. A very good 
bibliography closes this chapter. 

As mentioned above, the second chapter on ‘ Habit and Memory ” is 
also by Prof. Piéron. Seventy pages are devoted to this important subject. 
After an outline of the realm of memory the author discusses the different 
forms of memory as conceived by him: the problem of sensorial persistence, 
the span of apprehension and immediate memory, habit and memory, static 
and dynamic memories. Here is a point which we should like to criticize. 


Piéron says: “. . . the chain of associations is polarized, . . . it 
cannot easily be reversed. It is difficult to recite poetry backwards, to invert 
words, to say the alphabet backwards, to reverse an action, etc.’’ Now, as 


has been shown’, if we distinguish motor memory from psychological memory 
proper, e.g., visual, we find that the author’s remarks refer only to the former, 
and that in the higher memory the sequence ts reversible. Even with rows of 
nonsense syllables if learnt by sight only, by excluding the motor factor, it has 
been found that the preceding member of the series is as easily evoked as the 
succeeding one. When discussing the question of affective memory, Piéron 
seems to consider that the question is still undecided, whilst one would 
have thought that after Külpe’s exposition and the result of other researches 
it was now generally accepted that there are no affective memory images. 
There may be cognitive processes, 1.e., the knowledge that one experienced 
jov or sorrow, etc., or there may be renewed affective processes. Referring to 
Wm. McDougall’s and May Smith’s endeavours to establish experimentally 
the reality of Bergson's distinction, the author says, ‘‘as to pure memory, it is 
unknown to psychologists ”’. 

The third and most complete part of this well-documented chapter deals 
with the laws of memory, those of acquisition and of evanescence. Great 
stress is laid upon the importance of interest. Many curves are reproduced, 
e.g., those of progress, of acquisition, of reacquisition, of influence of intervals, 
of forgetting, etc. Reference is made to Blonsky’s recent work on the earliest 
memories of 273 students and school-children, where it was found that the 
earliest incident remembered was often of an unpleasant character. It is 
surprising to find an uncritical reference made to Whateley Smith’s publications 
on the psycho-galvanic reflex, which are open to the gravest objections. To 
the statement on p. 111 that nonsense syllables form the best and mostly used 
material for investigating the general laws of memory, many psychologists 
will take exception. They may still be in great use, but they are anything 
but the best material for this purpose. 

The fourth part concerns mnemonic feelings—1i.e., feeling in the sense of 
Marbe’s Bewusstseinlage, a cognitive and not an affective process. Feeling 
of want of reality, feeling of recognition, of conservation and forgetting are 
considered. False recognition is rather perfunctorily dealt with, and deserved 


* A. Wohlgemuth, “On Memory and the Direction of Association ”, Brit. Journ. Psych., 
1914, V, Pp. 447-465. 
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a more thorough discussion. ‘‘ The Psycho-physiological Problem of Memory ”’ 
and “ Role and Use of Memory ” form the concluding parts of this interesting 
chapter. The following bibliography contains some 200 references, but is 
far from complete. To cite but a few we miss the names of Jastrow, Alsberg, 
Ries, Schumann, Owen, Dreher, Erdmann, Washburn, Peters, Meinong, 
Balaban, Colegrove, Kiilpe, Goldstein and many, many others. 

Chapter III by H. Delacroix is on the “ Association of Ideas ”, which in a 
way supplements the preceding chapter by Piéron. He agrees with Claparède 
and Ziehen that simultaneousness (Malbranche said already identity in time) 
is the condition of the formation of association. The criticisms of the value 
of association-tests in medicine and law are appreciated. | 

Revault d’Allonnes is the author of the fourth chapter, entitled “ Schematt- 
zation’’. The study of schematization, we are told, forms part of what may be 
called intermediate psychological analysis. After reference to the definition 
of the term “schematization ” by various authors, Aristotle, Kant and Taine, 
the general laws of schematization, perception, apperception and the function 
of schematization are discussed. It may be remarked that here apperception 
has practically the connotation that it has with Wundt: “ Perception 
organizes our sensations in vague flings and in vague states of consciousness |; 
apperception particularizes the things until they become objects, and the 
vague states of consciousness until thev become special sensations, memories, 
thoughts, an ego and other persons . . The treatment of schematiza- 
tion of number and of rhythm, the relation of schematization with concept, 
judgment and reasoning is more of logical and methodological than psycho- 
logical interest. With reference to schematization in the higher animals, the 
author leaves it to the reader to judge how far Gestalt comes near to what 
he has called ‘‘dynamic schemes” and “ apperceptive effects’’. Some 
five pages are devoted to the cerebral anatomy and the physiology of schema- 
tization, and a short discussion on “ schematization and pedagogy ” closes 
this somewhat lengthy chapter. 

Prof. Dumas is the writer of the fifth chapter entitled “ Symbolization "’. 
“ A symbol ts a perceptible object taken as a sign for something that cannot 
be perceived, by virtue of an analogy by which the imaginative has been 
touched,” whilst a “ schema is a simplified and concrete figure which represents 
the essential marks of an object, also concrete, or of a movement ”. Symbolism 
is considered in its different aspects, in everyday language, in literature, 
music, painting, sculpture and in mimicry ; also several pages are devoted to 
Bergsonian symbolism, The most interesting part from a psychological 
point of view is that of the symbolism of passion: “The psychology of 
mystics appears very simple. They are ardent souls who, fascinated by the 
earthly Venus, and under the influence of Christian ideas, want to kill the 
eternal desire and who persuade themselves that they are victorious. But 
one cannot triumph over sexuality and it is sexuality that in the last resort 
carries off the victory, for, as Mme. de Sévigné says of Racine, mvstics love 
God as lovers love their mistresses.” The author concludes that, in general, 
the love of man does not symbolize when its direct expression is possible. It 
becomes symbolic when conventional reasons, social, moral or others limit its 
expression or obstruct it. This chapter is exceedingly well written, very 
Interesting, and abounds with quotations from French poets. 

The second book on The General Laws of Mental Activity opens with a 
chapter on “ Automatic and Synthetic Activities ” by Ch. Blondel. After 
pointing out the indefiniteness of the meaning of the terms ‘ automatic 
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activity ” and ‘‘ synthetic activity ” as used by psychologists, he emphasizes 
the finalistic and organized aspect of mental life. Thus in a sense, he says, 
we live more in the future than in the present. Integration, organization, 
co-ordination, unification of our activity which constantly determines the 
preoccupation of our objective, are particularly observable in the man of 
genius polarized by a directing idea and in the reasoning lunatic obsessed by a 
prevailing idea. The spontaneous aspect of mental life and the mechanical 
or mechanized aspects are next discussed at some length. Of these three 
aspects of mental life it is the first which theorists have mostly considered, 
being intent on justifying the constant integration of all the manifestations of 
human activity in the unity of the person. The consideration of psychic 
activity from their spontaneous and mechanical aspects has given rise to the 
concepts of mental automatism and automatic activity, and the author points 
out the wide and varying connotations of these terms in psychology and 
psychiatry. In his critical reflections with which Blondel closes this chapter 
he says that “ to attach the many and various defensive activities of a living 
being to one and the same instinct of conservation, or to see in the diversity of 
«cial organizations the effect of the same gregarious instinct, is merely to 
return to the explanation of the hypnotic effects of opium by virtue of its 
somnolent properties. Thus, there are acts some of which may conveniently 
be called synthetic, others automatic, but each synthesis, each automatism 
has its own springs, causes and effects; and synthetic activity and 
automatic activity are but headings under which they may be placed, but 
they are not explanations.” 

Prof. Pierre Janet contributes the second chapter on “ Psychological 
Tension and its Oscillations ”. In twenty-five pages Janet gives a résumé of 
his well-known theories, which he has expounded for many years in numerous 
lectures and voluminous publications. They are too well known to require 
further exposition. He discusses them under the following headings : (1) The 
automatism of the tendencies. (2) The degrees of activation of the tendencies. 
i3) The hierarchy of the tendencies and the tension of the mind. (4) The 
oscillations of psychological tension. (5) Sleep, fatigue, emotion, neuroses. 

Chapter III, “ Mental Activity, Intellectual Work and Fatigue ”, is by 
Prof. Pover. The first part contains a general survey of mental activity and 
a statement of Foucault’s three laws. Next the author discusses the notion 
of work and collective psychology, and traces work from the lowest level of 
the unskilled labourer to the highest of the man of genius, and comes to the 
conclusion that the contributing factors are very complex and manifold, and 
thinks that for a long time to come it is doubtful if formulz will be found 
Which allow these factors to be measured and, still more so, the work that 
results therefrom. The third part deals with physical and mental fatigue. 
Fatigue is detined, with Ioteyko, as the diminution or the loss of excitability 
by exercise, i.e., by an excess of excitation. Fatigue, physical and mental, has 
often been interpreted as a means which the organism employs to protect 
itself against exhaustion. However, to avoid the criticism which such 
hnalistic language may evoke, it may be better to use the term “ regulation ”’, 
and consider fatigue as a phenomenon of auto-regulation of work. As to the 
“experience of fatigue ’’, the author, after reviewing several theories as to its 
seat, comes to the conclusion that, at least partly, it is localized in the 
peripheral terminations, but that it has not been proved that there is no 
cerebral centre of the experience. The chapter concludes with a discussion 
of the physiological and psychological effects of intellectual fatigue, overwork, 
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individual variations, the rhythms of activity, the need of activity and the 
need of rest. 

Prof. E. Claparède contributes the fourth and last chapter on “ Sleep and 
the Waking State’’. He discusses activity and rest, the oscillations of mental 
activity, the octographic method and the different types of sleepers based 
thereon, but without any criticism. The second and longest part of this 
chapter treats of sleep, the need of sleep, the conditions and mechanism of 
the subjective need, yawning (here we miss a discussion on the contagion of 
yawning, which is of importance when theorizing on sleepiness and sleep), 
falling asleep, postures of the sleeper, partial sleep, sleep and suggestibility, 
sleep and affectivity, the dream (here we are told that every one of us, during 
a third of our existence, manifests the mental state of the dementia præcox 
patient—introversion and loss of contact with reality), character, length and pro- 
foundness of sleep, measures of resistance to waking, restful and restless sleep, 
quantity of sleep, quality and recuperative action of sleep, method of effective 
sleep and method of experimental insomnia, awakening and orientation during 
sleep (here the awaking from sleep at an unusual time, the gradual and curious 
linking up of space and time might have been discussed). ‘Sleep is not a 
thing always like itself; there is not one sleep, but many kinds of sleep,” is 
the conclusion the author draws at the end of this part. The third part on 
pathology and border states of sleep is rather too short—two and a half pages. 
The fourth and concluding part of this chapter is on the theory of sleep. The 
principal theories of sleep are stated and discussed—the circulatory theories, 
the neuro-dynamic and the theories of exhaustion. They are criticized and 
rejected. The author then advances his own biological theory, according to 
which “it is not because we are intoxicated or exhausted that we sleep, but 
we sleep in order not to be so”. This aphorism is reminiscent of William 
James's aphorism, ‘‘ we do not cry because we are sorry, but are sorry because 
we cry ”, but it is not so effective and comprehensive, and in the following 
pages in which Claparéde discusses the mechanism of sleep he appears to 
contradict himself to some degree. The mechanism of sleep ‘ consists in an 
inhibition reflex, and the inhibition has as its object the reactivity of the 
individual, perhaps his muscular tonicity, and certainly . . . his interest 
for the present situation and his higher mental activity inasmuch as this is 
adapted to the present reality. This inhibitory reflex is provoked by various 
stimuli, e.g., darkness, feeling tired, recumbent position, closing the eves, 
monotonous impressions, view or representation of the usual sleeping-place, 
thought of the usual hour of going to bed, etc.’’. The chapter finishes with 
a short discussion on the cerebral centre of sleep, the origin and the hygiene 


of sleep. 
The proof-reading, as in the preceding volumes, still leaves very much 
to be desired. A. WOHLGEMUTH. 


Objective and Experimental Psychiatry. By D. EWEN CAMERON. New 
York: The Macmillan Company, 1935. Pp. 204. Price 12s. 6d. 


This is an excellent book, which will be found extremely useful to all 
candidates for the Diploma in Psychological Medicine. The writer covers a 
wide field of recent experimental work, including conditioned reflexes, heredity, 
blood sugar tests, the response to ephedrine and adrenaline, the relation of 


1036.) REVIEWS. 173 


the respiratory centre to schizophrenia, epilepsy, basal metabolism, blood- 
pressure, the hemato-encephalic barrier, constitution, pathology and statistical 
methods. 

The author points out that’ ‘‘ during the war period when bereavements, 
separations, financial loss, fear and conflict involved large numbers of people 
and involved them to a’greater degree than ever before, no increase in the 
number of persons admitted to mental hospitals is to be observed. The 
experiences in the present financial depression have been similar”. And 
again: ‘‘ Probably the question which is most frequently put to the patient 
in this connection is ‘ Was anything worrying you at the time?’ It is very 
rare indeed to find a person who can reply that he had no worries at the time. 
It would be interesting to make a study of normal individuals as to whether 
at a set previous time they had worries or not.” And finally: “ We venture 
the suggestion that further inquiry may show that those alleged psychic 
traumata are frequently brought into a false causal relationship by the 
conventionalizing tendencies of the patient and worker who alike believe in 
the etiological potency of these traumata.” We have read these statements 
with the greatest possible satisfaction. How glibly and with what relief 


have we in the past entered on our returns to the Board of Control the 


mysterious F. r and F. 2, and how utterly valueless are these decisions as to 
etiology ! 

We are dismayed on reading on p. 149 that medical students are not 
included under the caption, ‘‘ The Human Organism ”. We are quite willing to 
exclude the members of the Harvard University football squad, but medical 
students, no! The dubious assertion is made that Buscaino’s racemose 
areas of degeneration are really artefacts, as they have not been described in 
normal brains even when strong alcohol or nitric acid alcohol is used in the 
preparations of the tissues. We think it a great pity that the manic-depressive 
psychosis should be included in the same group as mental defectives of various 
grades. This theory surely died a natural death years ago—we know of no 
reliable evidence in its favour. At the same time we do wish writers would 
avoid the use of the misnomer “amentia ” and use the word “ oligophrenia ”' in 
its stead. ‘‘ Amentia”’ is so generally used for confusional insanity on the 
Conunent that it should be avoided. 

It is a pity that the expression ‘‘ tetrad difference ’’ should be given as 
“tetract ’’! We would like to see it made compulsory that all writers of 
scientific papers should have a course in statistics, or alternatively submit 
their results to a competent statistician for analysis and seas as to reliability. 

G. W. T. H. FLEMING. 


a” 


4 


Constitution and Health. By RaymMonp PEARL. London: Kegan Paul, 
Trench, Trubner & Co., Ltd., 1933. Pp. 97. Price 2s. 6d. 


This small book is an expansion of a lecture given at the Army Medical 
Centre, Washington, by a biologist. The writer takes the view that disease 
consists in an alteration in the usual normal functioning of the human organism 
associated with a disturbance in a normally equilibrated and therefore 
unnoticed commensalism between man and a particular lower plant. When we 
nnd the author stating that “ it must be said that a careful statistical examina- 
tiun of rather accurate, if not very extensive material, does not yield evidence 
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of any very marked or striking association between bodily habitus and general 
health ’’, there arise grave doubts in our minds as to the practical benefit to 
be gained by what is obviously a most laborious and intricate investigation. 

The biologist unfortunately is more used to working with flies than human 
beings. The results of experiments on Drosophila melanogaster do not impress 
us as likely to lead to any useful conclusions about the biology of Homo 
saptens. 

We do not agree that ‘‘the student of constitution has a major role 
to play in the development of an adequate understanding of human nature ”’ 

G. W. T. H. FLEMING. 


Chronic Nasal Sinusitis and Mental Disorder. By F. A. PICKWORTH. 
London: H. K. Lewis & Co., Ltd., 1935. Pp. xiv + 156. Price 
16s. net. 


The point of view expressed in this book may well be described as that of 

the Birmingham School. It is not universally accepted, for there is considerable 
` difference of opinion as to the prevalence of sinusitis in normal people, and 
unfortunately there is a great lack of control material shown by research 
workers. 

Much of the criticism to which we should like to have directed the reader's 
attention is contained in Jowett’s paper in the last number of the Journal. 
He points out that in his series of 500 cases, nasal sinusitis was proved in 776° 9. 
Pickworth in his book gives 81°%, while Clarke and McCowan found 9°4°,. A 
satisfactory explanation of this discrepancy seems overdue. Jowett’s series of 
184 mentally normal people yielded not less than 5°, with sinus suppuration. 

The author quotes his findings of 49°5°, of 6,502 mental hospital patients 
showing serological evidence of infection with organisms of the typhoid- 
dvsentery-food poisoning groups and of 25%% among new admissions. Will he 
tell us the rate amongst the same social levels from the general Birmingham 
population ? Mental hospitals in country districts where the incidence of 
insanity is no less show very much smaller percentages than these. We 
cannot believe that Dr. Pickworth is serious when he tells us that “ hysteria 
similarly should be treated as a medical disease due to minute focal brain 
lesions and not due solely to the imagination ’’. Does Dr. Pickworth really 
think any scientific medical men use the expression “ the imagination ” in a 
popular sense ? 

The book is very well produced and the illustrations are excellent. 

G. W. T. H. FLEMING. 


Diseases of the Nervous System. By S. E. JELIFFE and W. A. WHITE. 
London: H. K. Lewis & Co., Ltd., 1935. Sixth edition. Pp. 1175 
407 engravings and 13 plates. Price 42s. net. 


We are all familiar with this book on our shelves, and the present sixth 
edition is an improvement on the last 1929 edition. More than this it is 
hardly necessary to say. The authors point out that the new materiał is as 
follows : New methods of examination have been added. The chapter on the 
vegetative nervous system brought into line with present-day investigations, 
particularly the pathways of the hypothalamic region presented in the light 
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af recent metabolic studies. The newer surgery of the sympathetic is discussed. 
The endocrinopathies, especially the pituitary sections, have been rewritten. 
The newer work on spinal cord lesions, especially the encephalo-myelitides, has 
been revised. Rarer peduncular and mid-brain lesions are included, also 
certain new issues in the discussion of the localization of brain tumours. In 
the tinal section, dealing with what the authors term the symbolic systems, a 
considerable amount of new material has been added. 

The number of pages remains the same, but the individual page has been 
enlarged to cope with the increased amount of matter. The book retains its 
very high level of excellence—it is always a pleasure to use it. However, 
there are a number of criticisms we wish to offer. We are rather surprised to 
read that a transient period of cottus interruptus in infancy is probably 
nermal—even in America. If only writers would not confuse onanism and 
masturbation, statements so absurd would not occur in standard textbooks. 
We do not agree with the inclusion of anomalies of erotic expression in a 
chapter with idiocy, imbecility and feeble-mindedness. Still less do we agree 
with tinding in the index “ amentia p. 1060 ’’, and looking at p. 1060 to find 
acute hallucinatory confusion as synonymous with amentia, and then in the 
index, “‘Amentia, treatment of, psychoanalytic, 1140 ”, and on looking at 
p. 1140 finding the psychoanalytic treatment of mental deficiency described. 
This absurd confusion in the use of the word ‘‘ amentia ” could so easily be’ 
avoided by using the term “ oligophrenia ” for all forms of mental defect, as is 
done in the official classification of the Royal Medico-Psychological Association, 
and abolishing the use of ‘‘ amentia ” for confusional syndromes. 

We think the writers might have given some more definite results of the 
malarial treatment of general paralysis, instead of merely reiterating their 
statement of 1929 and altering the date to 1935. Even in 1931, 8,000 patients 
had been reported on, with 26°, returned to their former occupations. 

We do wish the term “ neurasthenia ” could be eliminated from textbooks. 

Prolonged narcosis is not mentioned in the treatment of the manic-depressive 
psychoses nor in that of the dementia precox group. We should prefer to 
see the title of Chapter XIX, “ The Schizophrenias (Dementia Preecox Group) ”. 

We would like to see Pick’s disease given as much prominence as Alzheimer’s 
disease, and not simply included amongst the arteriosclerotic psychoses. 

G. W. T. H. FLEMING. 


The Patient and the Weather. Vol. I, Part 1, and Vol. II. By W. F. 
PETERSON and M. E. MILLIKIN. Michigan: Edwards Bros., 1934-35. 
Vol. II. Price $6.50. 


In a previous number of the Journal (January, 1935) we reviewed vol. iii 
of this work. We now deal with Part 1 of vol. i and vol .11. 

Part I of vol. 1, which has as its subtitle, “ The Footprint of Asclepius ”’, 
is largely historical. The footprint of Asclepius has apparently been firmly 
planted on the United States, especially on the cyclonic track. According 
to the authors, in the Mediterranean coastal regions the Jew is no problem, but 
transplant him to the storm-tracks of the United States, and he becomes most 
unstable— Gastric ulcer, multiple sclerosis, the insanities, leukemia, migraine, 
epilepsy, myocarditis, the skin diseases, whatever we approach in the way of 
autonomic disturbances we find in ever-growing numbers in the Jews”. 
(Are all these conditions “ autonomic disturbances ”’ ?) 
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The writers see the same things happening with the negro when transplanted 
from his peaceful African home to this hades of cyclonic tracts. Apparently 
the schizophrenics must “have the ides of March’’, for they tend to be 
conceived in the spring. 

Vol. ii, which is a heavy tome of 530 pages, has as its subtitle ‘“Autonomic 
Dysintegration’’’. It deals with the “ vegetatively stigmatized ’’, as von 
Bergmann describes “‘ the nervous and neurasthenic’’. The ground covered 
includes cases of headache, epilepsy, eclampsia, mucous colitis, gastric ulcer, 
neuroses, urticaria, asthma, arthritis and glaucoma. The various chapters 
contain most elaborate case-histories with the most detailed charts one could 
wish to see, combined with records of wind, sunshine, barometric pressure, 
temperature and precipitation. The detail is extraordinary, but again we 
must say that many thousands of cases in various “ storm-areas ” will have 
to be reported on and analysed statistically before the medical profession 
are likely to accept these interpretations. 

This volume is, Jike vol. iii, lthoprinted from typescript owing to the 
huge number of charts, etc., which have to be inset. 

| G. W. T. H. FLEMING. 


Des Reflexes Conditionnels. By G. MARINESCO and A. KREINDLER. Paris: 
Alcan, 1935. Pp.171. Price 25 frs. 


This excellent monograph by two well-known Rumanian research workers 
is a welcome addition to the literature on conditioned reflexes. There is a 
foreword by Prof. Georges Dumas of the Sorbonne. 

The book is divided into three parts, the first dealing with, amongst other 
things, the relation of chronaxie to the development of conditioned reflexes, 
the laws of irradiation, concentration and inhibition and the role played by 
the synapse. The second part is concerned with the development of conditioned 
reflexes in children, including the important work of Krasnagorski. The third 
part deals with the clinical aspects of the subject, and is the most important 
and interesting part of the book. This section deals with senility, the 
neuroses, the psychoses, including general paralysis, dementia precox, paranoia 
and epilepsy, and with speech defects, including aphasia and stammering. 
Unfortunately the numbers of cases experimented on in all these sections is 
small, and we would have wished for much larger figures to secure more 
statistically reliable results. In the depressed type of general paralytic it is 
easier to establish conditioned reflexes than in the euphoric type, but difhcult 
to maintain them; they are easily inhibited. The motor reflexes are more 
easily inhibited than the vasomotor. In cases of catatonic dementia pracox 
it is very difficult to establish vasomotor reflexes. According to Pavlov the 
symptoms of schizophrenia are those of a chronic state of hypnosis with 
varying phases, which represent different degrees of intensity of irradiation 
and inhibition. Miroljubov and Ngol have confirmed this experimentally. 

The authors point out quite wisely that, after all, the study of conditioned 
reflexes is only in its infancy, and there is a vast field of research awaiting 
investigation. 

We wish that writers both in this country and abroad would avoid the 
expression Argyll-Robertson ; there is no hyphen between the two names. 

The book lacks an index. G. W. T. H. FLEMING. 
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An Introduction to the Theory and Practice of Psychology. By LL. 
Wy Jones, M.A.Oxon., Ph.D.Leipzig. Macmillan & Co., 1934. 


It is a pleasure to review this very excellent book by Dr. Wynn Jones. 
There are two kinds of text-books, one that follows tradition chapter by 
chapter, merely putting old material into a new dress, and the other that is 
essentially new from the first chapter to the last. The present book is of the 
latter kind. It supplies a long-felt want to all teachers of psychology, giving 
a sound introduction to Spearman psychology without being unduly advanced 
or dithcult. Dr. Wynn Jones is better qualified than anyone else to supply 
this introduction, since he is perhaps the senior follower of Spearman in 
England. 

Many, and particularly members of the medical profession, must often 
ask, “ What is Spearman psychology ?”’ I believe that it is the only 
weakness in Dr. Jones’s book that he does not answer this question sufficiently 
well. In my opinion, Spearman’s work will go down to posterity because of 
its methodology rather than because of any of its present findings, and this, I 
think, might have been discussed in this text-book. Spearman is the direct 
descendant of Sir Francis Galton—much more so, I believe, than Prof. Karl 
Pearson, in spite of the latter’s great statistical achievements. Galton began 
the English school of experimental psychology ; Spearman has supplied the 
essential tools for continuing this work in a thoroughly scientific way. In 
the last resort nearly all measurement in individual psychology, pure or 
applied, depends upon theorems of the kind put forward originally by Prof. 
Spearman. It is true that much measurement goes on daily which does not 
seem to involve Spearman’s theorems; but the theorems are used without 
knowing it in most cases, and the measurements would be put on a scientific 
basis were the theorems used explicitly instead of implicitly and untested. 

At first sight Dr. Jones’s book has a disjointed appearance. There is 
often little or nothing connecting one chapter with the next, and nothing to 
integrate the many chapters into a whole. In the present state of knowledge, 
however, this is perhaps as it should be. Chapters appear on the perception 
of speech sound, visual patterns, and the tactual perception of forms—all 
amirable introductions to their topics. Chapters on memory and imagination 
follow immediately, in which an excellent example is supplied of the way in 
which the Spearman technique plays havoc with the arm-chair dissertations 
on memory by H. Bergson (pp. 53, 54). There is a well-documented chapter 
on “G” factor and tests of intelligence. A very common error is made in 
this chapter, however, which requires correction. It is not the case that the 
higher the “ reliability coefficient ” of a test, the better it is (p. 85). In point 
ot fact one test can be very much less reliable than another and yet be much 
the better test—for the purpose required of it. A simple cancellation test 
mav have reliability as high as 0°95, whereas a good G-test may have only 
o 70. The former is almost useless as a test of G-factor, whereas the latter 
may be as satisfactory as any we have available as a test of ““G”’. 

There are chapters on experimental esthetics and art judgment, on tests 
of musical ability, mechanical aptitude, perseveration, statistical methods, 
etc. Each is followed by a number of questions for the use of students, and 
also by excellent references. Of greater importance, almost every chapter 
describes experiments which can be performed by the student without the 
use of any elaborate apparatus. W. STEPHENSON. 
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Hughlings Jackson Memorial Volume. Neurological and Psychiatric 
Papers from the Clinic for Nervous and Mental Diseases of the Stephen 
Tisza University, Debrecen, Hungary. Edited by the Director, Prof. 
LADISLAW BENEDEK. 1935. 

The spirit of comradeship uniting men of science throughout the world, 
which is at once an inspiration and powerful factor in the cause of peace 
among nations, is again made manifest in a volume dedicated to the memory 
of Hughlings Jackson on the centenary of his birth, by Prof. Benedek of 
Hungary. This bulky tome is prefaced by the well-known autographed 
portrait and a short life of Jackson, in which we learn that the great neurolo- 
gist’s only recreations were the reading of detective stories and rest. He did 
not like walking and followed no sport, yet a restless nature appears in his 
sister's reference to a theatre visit when he could not sit through the entire 
play ; he was obliged to take it in stages, one act at a time ! 

The greater part of the volume is in German text, and one of the few 
English articles is by Benedek and de Thurzó on the influence of irradiation 
on the spinal fluid. The writers refer to the lack of literature on this subject, 
and state their belief that further systematic investigation is very desirable 
and will lead to important results. They found that after one irradiation 
the number of cells in the spinal fluid of G.P.I. patients decreased considerably, 
and in one case after irradiations in series the number of cells decreased from 
133-36 in the sub-occipital, and from 213-41 in the lumbar spinal fluid. 
Globulin reaction became considerably stronger while the Wassermann 
reaction usually remained unaltered when examined by the titration method 
of Hauptmann-Hoésshi, but in one case a negative Wassermann reaction 
became positive. The authors have continued their experiments on animals, 
and intended to read a full report of the results at the Second International 
Neurological Congress in London last year. ` 

Prof. Benedek is a eugenist, and is working to promote a sterilization Bull 
for Hungary. In an article on the subject he states that the sterilization 
of men would be done by the Scharf operation, in which the “ seed-conductor °’ 
is severed where nearest the surface, leaving the stump connected with the 
testicles unclosed so that the testicular secretion is absorbed by the lymph. 
The operation is not dangerous, and Benedek has demonstrated by film that 
it may be performed in a few minutes. 

Reference is made to the attitude of the Roman Catholic Church towards 
eugenic sterilization. A Papal letter of 1930 places the family above the 
State, and doubts the right of secular authorities to perform such an “act of 
violence.’’ as the altering of a physical organ. Further, it is not considered 
“just ” to lay so heavy a punishment on persons who are likely to produce 
afflicted children, but it would be wiser for them not to marry. The eugenists 
are doing everything possible to convince the Pope of the necessity of steriliza- 
tion, and there are prospects that the Papal view will accommodate itself to 
scientific advancement, as happened in the case of dissection of the human 
body many years ago. S. Woop. 


The World and Neural Induction [Il Mondo come Induzione Neurica]. 
By Enzo Lori. Turin: S. Latti & Co., 1936. Pp. 251. Price 12 lire. 

The induced electric current and its field is taken by the author as an 
analogy in his theory of hfe. He recalls the rhythm and periodicity of 
Nature, and assumes that both are secondary to a rhythmical field of force 
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through which the world moves. It is a pity that no fact or evidence is 
produced to support the assumptions on which his theory is developed. 

The body 1s regarded as an induction phenomenon, each cell of which is a 
concatenation of induced electrical charges reacting with its fellows to 
constitute the body as a whole. The body is assumed to evoke, in its tum, 
secondary induction currents, the nerve impulses, which innervate and 
vitalize the whole organism and, in their turn, produce an electric field consti- 
tuting conscious mental processes. 

The relationship between this complicated ayom unit and the 
hypothetical primary force is exemplified as follows: When a tap is turned, 
the water flows. The turning of the tap, however, is not in itself the cause 
of the flow, but merely a changed circumstance which allows the water to 
fow. The cause of the flow is the pressure (height) at which the water is 
stored. Similarly, if we move a conductor of electricity within an electric 
teld there will be a change in the induced current. The cause of the change is 
the inducing current; the movement is only the changed circumstance which 
permits the inducing current to manifest itself. Applying this reasoning to 
sensation, the author regards a stimulus from without as a changed circumstance 
whereby the primary force shows itself, by induction, within the organism. 
The stimulus itself is not the cause of the reaction. Sleep is regarded as 
the slower phase of the inducing rhythm, but little attempt is made to 
explain obvious difficulties, and the treatment of dreams is very superficial. 
Social relations are represented as inductive interaction between the units 
comprising the group. 

The tield covered is very wide, but as he extends his theory the author 
personalizes his primary force quite arbitrarily. 

The book has little of scientific interest, but due emphasis is placed upon 
the fact that all vital activity is a continuous response to continuous stimulation 
from without as well as from within, the view that mind and body form one 
unit, and the difficulty in defining the dividing line between the self and the 
non-self. H. W. EppIison. 
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Part II].—Epitome of Current Literature.* 


1. Anatomy and Physiology. 


The Electrical Activity of the Cortex. (Proc. Roy. Soc. Med., vol. xxix, p. 197, 
Jan., 1936.) Adrian, E. D. 


Bremer, using preparations of the isolated cerebral cortex, found that regular 
potential waves at Io a second occur as long as the blood supply is maintained. 
Repeated stimulation of a point on the rabbit’s cortex brings about a state in which 
at each stimulus a wave of activity spreads out like a ripple, every ripple spreading 
slightly further than the last, until they may cover a disc one centimetre or more in 
diameter. If stimulation has been prolonged, there is usually an after-discharge 
of waves arising both from the stimulated point or from other points on the cortex : 
these waves spread outwards in the same way and at the same rate as those pro- 
duced by the stimuli. Thus there appears the electrical counterpart of the epilep- 
tiform attacks which result from excessive stimulation of the cortex. Similar 
waves are developed as the result of injury to the cortex and from the use of 
convulsive drugs. It is thus seen that two conditions favour the development 
of large and relatively simple potential changes in the cortex. One is the absence of 
the usual stream of afferent impulses, the other is the epileptiform state; these 
two conditions give rise to the characteristic waves of the human electrencephalo- 
gram, which name we owe to Berger. These waves only appear when the eyes 
are closed and the subject is in a sleepy and contented frame of mind. The 
focus of these waves in the occipital area moves from place to place. The Berger 
rhythm can be induced much more readily in some subjects than in others. Many 
people give large, regular waves when still feeling far from calm; others need a 
couch, a darkened room and a dose of amytal. Nervous, apprehensive people 
are usually in the second category, but not always. In an epileptic fit we find a 
series of very large potential waves travelling widely over the cortex, both as an 
accompaniment of a fit, and as the prelude to one occurring spontaneously or 
induced by hyperventilation, etc. G. W. T. H. FLEMING. 


Enzymic Activity of the Brain. (Proc. Roy. Soc. Med., vol. xxix, p. 200, Jan., 
1936.) Quastel, J. H. 


The writer points out that the brain possesses phosphatases (splitting glycero- 
phosphate, nucleic acid and hexosediphosphate), fumarase, glyoxalase, glutaminase, 
and an esterase which can split acetylcholine, but which is inhibited by physo- 
stigmine. There also exists an indophenol oxidase, which is three or four times 
more abundant in the grey matter than in the white. This oxidase activity seems 
to be inversely proportional to the size of the animal concerned. 

Peroxidase catalase exists, although only to a small extent. The respiratory 
pigment-carrier cytochrome also exists in the brain. 

When we consider the substances burned by the brain, we find sundry curious 
features. Fatty acids are unatfected, and only one amino-acid, glutamic acid, 1s 
acted on. The substances which keep up the high respiratory rate of brain cortex 
are glucose and substances intimately associated with carbohydrate breakdown, 
i.e., lactic and pyruvic acids. Fructose, mannose, a-glycerophosphate, galactose 
are all oxidized, the latter but feebly. Succinic acid is oxidized vigorously. 

* A number of abstracts in this section are reproduced from Chemical Abstracts by kind 
permission of Prof. Crane, of Ohio University, to whom the Editors wish to express their 
thanks. 
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Grey matter is three or four times as active as white matter in its ability to 
furnish dehydrogenases. 

In avitaminosis B, the brain is unable to burn glucose or lactic acid at its usual 
rate; the addition of a small amount of vitamin corrects this. The lesion in 
polyneuritis appears only to affect the carbohydrate mechanism, no effect on the 
oxidation of succinic acid being found. 

Possibly narcosis is linked up with the power of narcotics to inhibit glucose or 
lactic acid oxidations. 

Brain has practically no effect on glycogen, whereas it can break up glucose 
very quickly. The synthesis of glutamine from glutamic acid and ammonia by 
the brain is invariably connected with the nervous system, and depends on 
glucose oxidation. G. W. T. H. FLEMING. 


d Preliminary Note on the Appearance of Paresis in Adult Rats Suffering from 
Chronic Avitaminosis E. (Biochem. Journ., vol. xxix, p. 788, Mar., 1935.) 
Ringsted, A. 

The writer describes phenomena resembling those seen in rats suffering from 
vitamin A deficiency and in suckling rats from mothers on a diet low in vitamin E. 
The paresis in the writer’s experiments was of flaccid type, accompanied by distur- 
bances of sensation affecting deep-seated, and to a less degree, cutaneous sensibility 
of the legs and tail. Large doses of vitamins A, B and D had no curative effect 
on the paresis. There was no resemblance to the clinical symptoms in rats with 
experimental beri-beri or rat pellagra. All the rats in these experiments were 


suttering from lack of vitamin E of long standing and very high degree. 
G. W. T. H. FLEMING. 


Chemical Conditions of Mental Developmeni. (Irish Journ. Med. Sci., No. 115, 
p. 302, July, 1935.) Barcroft, J. 

The author describes in detail the mental phenomena observed in relation to 
extremes of body temperature, diminished and increased concentration of CO, 
and of hydrogen ions in the blood, and poverty and excess of oxygen. It was 
not until the chemical and physical condition of the milieu had attained to a 


fixity that the pattern of human thought was developed. 
Joun D. W. PEARCE. 


Effect of Extract of Adrenal Cortex on Experimental Neurosis in Sheep. (Arch. Neur. 
and Psychiat., vol. xxxiv, p. 973, Nov., 1935.) Liddell, H. S., et al. 


The neurosis produced in sheep by two of the authors has persisted for more 
than five’ years. It is characterized by extreme excitement, unco-operative 
behaviour and spontaneous, nervous, twitching movements of the limbs concerned 
in the reaction. The administration of an extract of adrenal cortex was found to 
increase the conditioned reaction of the limb to a great extent, and at the same 
time to decrease the frequency of the nervous movements of the leg. Improvement 
in the other symptoms of the disturbance was seen. 

The repeated administration of epinephrine in a concentration of I : 200,000 
had an effect on behaviour exactly the opposite to that of adrenal cortex, increasing 
the vigour of the conditioned reflex in both the normal and the neurotic animals, 


and in the latter animals aggravating the nervous condition. 
G. W. T. H. FLEMING. 


Relationship of Unconsciousness to Cerebral Blood-flow and to Anoxæmia. (Arch. 
Neur. and Psychiat., vol. xxxiv, p. 1001, Nov., 1935.) Lennox, W. G., Gibbs, 
F. A., and Gibbs, E. L. 


By means of a thermo-electric blood-flow recorder inserted in the internal 
jugular vein of 22 unanæsthetized human beings, the authors found that unconscious- 
ness supervened if the oxygen supply to the brain was suddenly reduced to such 
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an extent that the oxygen saturation of the blood in the internal jugular vein fell 
below 24°. If it does not fall below 30°, the subject remains conscious. Some 
patients with a hyperactive carotid sinus reflex show loss of consciousness without 
marked diminution of cerebral blood-flow, their unconsciousness resembling, in 
this respect, cataplexy and reflex epilepsy. 

There is a group of patients in whom unconsciousness is produced by a neural 
mechanism of nerve impulses traversing certain pathways to the brain, and 
producing unconsciousness by stimulation or inhibition of responsible areas. 

G. W. T. H. FLEMING. 


Cardiac Activity during Emotion. (Amer. Journ. Psychol., vol. xlvii, p. 670, Oct., 
1935.) Springer, N. N. 


The result of an electro-cardiographic study on the effects of sudden emotional 
stimulation indicate that with the exception of great increases in heart-rate, the 
cardiac records that are free from extraneous muscular activity do not show any 
wave-form changes. When simultaneous action-current records are obtained 
from the heart and from the muscles of the arm, it is found that the wave-form 
irregularities are not true cardiac changes, but are due to extraneous muscular 
activity. G. W. T. H. FLEMING. 


Brain Respiration: A Chain of Reactions, as Revealed by Experiments upon the 
Catarotulin Effect. (Biochem. Journ., vol. xxix, p. 53, Jan., 1935.) Peters, 
R. A., Rydin, H., and Thompson, R. H. S. 


The writers used pigeon’s brain for their experiments, as it is more easily 
removed. They found that there was a marked difference between the oxygen 
uptake of “ cold ” and “ warmed ” brain. There was a higher respiration in lactate 
and pyruvate solutions with the “ warmed ” tissue, whereas only slight ditferences 
occurred in Ringer phosphate and succinate solutions. The catarotulin etiect of 
vitamin B is most marked with tissue prepared “ warm ”. 

Vitamin B interacts with some unknown substrate to produce a substance 
which increases the oxygen uptake in the presence of lactate or pyruvate. Sodium 
pyrophosphate influences the interaction with the unknown substrate. 

G. W. T. H. FLEMING. 


The Relations of Pyruvic Acid in Brain to Certain Tissue Poisons. (Biochem. Journ., 
vol. xxix, p. 63, Jan., 1935.) Peters, R. A., Rydin, H., and Thompson, 
R. H.S. 


Fluoride and iodo-acetate reduce oxygen uptake equally. Each largely reduces 
the catarotulin effect (extra oxygen uptake in presence of added vitamin B); both 
together eliminate this. The effect of pyruvate formation by avitaminous brain is 
different; iodo-acetate leads to increased accumulation, and fluoride the reverse. 
Glutathione only produces partial restoration of the vitamin effect in the presence 
of iodo-acetate. Disappearance of pyruvate in presence of vitamin B is an indirect 
result of some other change. G. W. T. H. FLEMING. 


The Carotid Sinus and the Cerebral Circulation. (Acta Pschiat. et Neur., Supp. VI, 
1935.) Ask-Upmark, E. 


The carotid sinus was present in all of 27 species of mammals, birds, reptiles 
and amphibia examined, and is situated on the internal carotid artery at its 
origin. In species with no internal carotid, the sinus is at the base of the 
occipital artery. The region is richly supplied with nerves. Probably the nerve 
from the sinus region to the glossopharyngeus enters the medulla essentially by 
means of the ninth cranial nerve. The sinus is probably derived from the arterial 
structures of the third branchial arch, and so is genetically related to the gills of 
fishes, as well as to the so-called carotid gland of amphibia. The rete mirabile 
caroticum is present in species where the blood-supply of the brain is more or less 
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taken over from the internal carotid by the external carotid. There are three main 
types of cerebral blood-supply in mammals, exclusively from the internal carotid, 
or from the external carotid, or from the vertebral artery. The author found from 
experimental investigation that there was an alteration in the calibre of the pial 
arteries following stimulation of the carotid sinus; there was an affection of the 
flow in some experiments. These changes mostly ran parallel to the general 
direction of the response of the blood-pressure. It is possible that there exists a 
mechanism which as far as the calibre of the pial arteries is concerned acts in an 
opposite direction to that indicated by the affection of the systemic circulation. 
This factor may possibly represent an active vasomotor reflex from carotid sinus 
to the cerebral vessels. The sinus appears to be of importance for the adequate 
response of the cerebral vessels to stimulations of the vagus and sympathetic. 
Some cases of syncope appear to be due to irritation of the carotid sinus, but the 
present state of our knowledge does not allow us to consider the sinus as playing 
a part in the etiology of genuine epilepsy. G. W. T. H. FLEMING. 


Functional Changes in the Brain of the Dog after Reduction of the Cerebral Blood- 
Supply. (Arch. Neur. and Psychiat., vol. xxxiv, p. 699, Oct., 1935.) 
Andreyev, L. d. 


The writer found that simultaneous ligation of both common carotid and both 
vertebral arteries in dogs produced functional disturbances, either temporary or 
permanent, in higher nervous activity. These disturbances were most pronounced 
during the first ten to twelve days after operation, and were manifested in the 
complete disappearance of the conditioned retlexes. After the restoration of the 
conditioned retlexes, disinhibition of the responses to negative conditioned (inhibi- 
tory) stimuli were observed. The elementary functions of the cortex as mani- 
fested in the establishment of conditioned reflexes and the formation of simple 
ditterentiations may be completely restored. 

The more delicate functions of the cortex as represented by the establishment 
of fine discrimination and the formation of long-delayed conditioned reflexes 
mav be eliminated either permanently or for a long time. After the ligation, 
both fundamental nervous processes, excitation and inhibition are weakened ; 
when the general excitability is decreased, inhibition dominates. 

G. W. T. H. FLEMING. 


Left-handedness. (Arch. Neur. and Psychiat., vol. xxxiv, p. 758, Oct., 1935.) 
Michaels, J. J., and Goodman, S. E. 


The writers did not find any significant relation between left-handedness and 
the presence of enuresis, temper tantrums, sleep disturbances, dreaming and 
failure in school, and only a very slight one with speech impediments, thumb- 
sucking, nail-biting, the Chvostek sign, a familial history of left-handedness and a 
familial history of twins. As an indicator of an ill-balanced personality, left- 
handedness does not appear to be as important clinically as enuresis. 

G. W. T. H. FLEMING. 


Electrical Stimulation of Points in the Forebrain and Midbrain. (Arch. Neur. 
and Psvchiat., vol. xxxiv, p. 931, Nov., 1935.) Kabat, H., Magoun, H.W., 
and Ranson, S. W. 


The writers studied the response of the hypothalamus to electricał stimulation, 
using the Horsley-Clarke stereotaxic instrument. The experiments were carried 
out on cats, and special attention was directed to effects on blood-pressure. Eleva- 
tion of blood-pressure as a response was traced from the rostral end of the dien- 
cephalon as far caudally as a plane passing through the inferior colliculi dorsally 
and the middle of the pəns ventrally. In the diencephalon the responsive points 
were localized in the lateral hypothalamic area and medial bundle of the forebrain, 
the perifornical nucleus and the H, field of Forel, with possible crossings in the 
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supra-optic commissures and the supramammillary commissure. From the hypo- 
thalamus, part of the pathway passes dorsally in the periventricular fibres and 
goes caudally through the central grey matter, while another part goes caudally 
through the tegmentum. Stimulation of points in the telencephalon, thalamus, 
internal capsule, basis pedunculi, corpus striatum and superior and inferior 
colliculi failed to show any significant rise in blood-pressure. 

Depressor responses were traced without interruption from just behind the 
frontal pole as far as the rostral end of the diencephalon. The reactive region, 
which appeared to be a corticofugal pathway, included the ventromedial portion 
of the white centre of the frontal lobe, the band of fibres medial to the rostral end 
of the lateral ventricle, the septum pellucidum and the pre-optic area. In the 
diencephalon, depressor points were localized in certain parts of the thalamus. 
In the mesencephalon, the lateral part of the tegmentum yielded some fall in 
blood-pressure. G. W. T. H. FLEMING. 


Experimental Convulsions Induced by the Administration of Thujone. (Arch. 
Neur. and Psychiat., vol. xxxiv, p. 1022, Nov., 1935.) Keith, H. M., and 
Stavraky, G. W. 


In cats under dial anæsthesia, convulsions, produced by minimal convulsant 
doses of thujone, are preceded by a general vasodilatation. Sublethal doses of 
thujone produce convulsions, which may be accompanied by inhibition of blood- 
flow through the salivary gland, a decrease in the size of the pial arteries and 
inhibition of respiratory movements. Sympathetic stimulants, like epinephrin, 
pitressin, small doses of nicotine and histamine, when added to the thujone, 
markedly increase the severity of the convulsions and lower the minimal con- 
vulsant dose of the drug itself in unanesthetized cats and rabbits. 

Stimulants of the parasympathetic system, such as acetylcholine, acetyl-3- 
methylcholine, and to a much less degree pilocarpine and eserine, when added to the 
thujone, tend to prevent the convulsions. This effect is abolished by atropine. 

Nicotine and ergotamine administered in doses which depress the sympathetic 
system prevented the occurrence of thujone convulsions in 50° of the animals. 

Atropine, scopolamine and hyoscyamine administered in physiological amounts 
had little effect on the thujone convulsions. Other drugs reported to attect the 
autonomic nervous system, such as -tetra-hydronaphthylamine, ephedrine and 
choline, did not noticeably alter the susceptibility of the animals to convulsions. 

G. W. T. H. FLEMING. 


Liberation of Ammonia by the Brain Following the Natural State of Excitation. 
(Compt. Rend., vol. cci, pp. 505-6, 1935.) Kahn, J., and Lubov, Chekoun. 


The ammonia absorbed by the brain of the fish at 15-16° during normal 
respiration was 1-14 mgrm. per hour; during dyspnoea, 1-03 mgrm. At 19°-20:5' 
these values increased to 1-68 and 2:51 respectively. The fish Carassius placed 
in a stream of running water for 1-5-2 hours at 3-4° gave an ammonia value of 
0-58 mgrm. Hencea lowering of temperature caused a 50°, decrease in ammonia. 

Jurrius WuHiter (Chem. Abstr.). 


The Sense of Smell. V : The Relative Importance of Volume and Pressure of the 
Impulse for the Sensation of Smell. (Bull. Neur. Inst. N.Y., vol. iv, p. 204, 
Oct., 1935.) Elsberg, C. 4A., Brewer, E. D., and Levy, 1. 


A series of experiments carried out by the method of “ blast injection ” pre- 
viously described in the Bulletin leads the authors to the view that while exact 
figures concerning the relative importance of pressure and volume of odoriferous 
air impinging on the olfactory membrane necessary to produce a sensation of smell 
have not been obtained, all available evidence seems to indicate that both factors 
play an important part, but that pressure is more important than volume. They 
ask the question, “ Is the olfactory process chemical or physical ? ” and consider 
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that the facts concerning the relative importance of volume and pressure for the 
olfactory impulse, given in this article supply evidence supporting Heyninx and 
Mormura in that olfaction is a physical or a physico-chemical process. It is 
believed that the stimulus resulting in olfaction arises from the combined effects of 
molecular activities called wave-lengths, and of the force with which the odour 
particles impinge on the lipoid film coating the olfactory cells. J. L. FAULL. 


The Sense of Smell. VI: The Trigeminal Effects of Odorous Substances. (Bull. 
Neur. Inst. N.Y., vol. iv, p. 270, Oct., 1935.) Elsberg, C. A., Levy, I., and 
Brewer, E. D. 


In this paper the authors describe a modification of their technique of “ blast 
injection ” hitherto used in their studies. To distinguish it, they call it ‘‘ stream 
injection ”. The essential modification is that, by means of a tank of compressed 
air, a continuous stream of odour may be caused to impinge on the olfactory 
membranes at rates of flow varying from 300 c.c. to 10,000 c.c. per minute. By 
means of this modified technique, the authors investigated the trigeminal effects 
accompanying many odours. They have, for convenience, accepted 6 degrees of 
trigeminal sensation from nil to unbearable, and they are recorded from o to 5. 
The procedure has shown that many odours hitherto considered purely olfactory 
stimulants have an effect on the trigeminal sensibility of the nasal passage. Coffee, 
phenylethyl alcohol, and musk ketone were the only odours that failed to cause 
a trigeminal sensation when injected at the rate of 10,000 c.c. per minute and are 
thus called purely olfactory stimulants. The study of the trigeminal effects of 
odours is of use in the diagnosis of lesions affecting the fifth nerve pathways, in 
distinguishing between functional and organic anosmia and between true anosmia 
and malingering. J. L. FauLL. 


The Sense of Smell. VII: The Odorous Substances to be Used for Tests of the 
Olfactory Sense. (Bull. Neur. Inst. N.Y., vol. tv, p. 270, Oct., 1935.) 
Elsberg, C. A., Levy, I., and Brewer, E. D. 


Odorous substances for testing sense of smell should satisfy certain conditions : 
(a) They should be familiar and easily identifiable. 
(b) One should be a pure olfactory stimulant and one a trigeminal stimulant. 
(c) They should be suitable for the study of specific fatigue of the sense of 
smell. 

Studies of olfactory fatigue have demonstrated that the degree of fatigability 
of an individual for odours is of significance for the diagnosis and localization of 
intracranial diseases; hence the importance of including odours that produce 
fatigue of the sense of smell. 

A suitable selection for tests by nasal inhalation or sniffing are—ammonia, 
benzaldehyde, citral, coffee, menthol, oil of turpentine and xylol. For clinical 
tests by the blast injection or stream injection methods, coffee, citral, turpentine 
and benzaldehyde are recommended. J. L. FAvuLt. 


2. Psychology and Psychopathology. 


Emotion as Relative Functional Decortication : The Role of Conflict. (Psychol. Rev., 
vol. xlii, p. 566, Nov., 1935.) Darrow, C. W. 


The writer points out that it is probable that the blood-pressure rise is relatively 
specitic for those disturbing conflicting excitatory perceptual influences which may 
be conveyed by symbols or other stimuli involving a threat to the physical or intel- 
lectual equilibrium of the individual. The things threatened are certain accepted 
patterns of thinking and acting and their corresponding patterns of cortical activity. 
Most often the accepted and established patterns which are threatened in excited 
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emotion are those which have habitually represented and furthered the physical 
safety and comfort, the intellectual and social dignity and integrity of the individual. 
The writers put forward the hypothesis that active conflict in the normal individual 
is often the essential condition for the release of the primitive automatic subcortical 
mechanisms of excited emotion. Excited emotion may arise from a partial or 
relative functional decortication occasioned by dynamic cortical conflict. The 
word ‘‘excortication ” is suggested to imply the relative sev ering of cortical from 
subcortical functions. The condition must be one of dynamic conflict, and especially 
conflict relating to self-preservation in the physical, social, economic, intellectual 
and other worlds. No consideration is for the present given to potential or 
suppressed conflicts. G. W. T. H. FLEMING. 


A Conception of Femininity. (Brit. Journ. Med. Psych., vol. xv, p. 18, Apr., 1935.) 
Payne, S. M. 


The psychological problems of woman will be understood only with a better 
knowledge of the factors which interfere with the pattern and rhythm of her 
reproductive functions. For the full exercise of the genital function woman 
requires four characteristics : (1) Receptivity rather than passivity. The receptive 
quality of the vagina is identifed with that of the mouth, copulation being equi- 
valent to sucking. (2) Toleration and adaptation to repeated periodical variations 
in the secondary narcissism, depending on menstruation, conception, pregnancy, 
childbirth and lactation. (3) Sublimation of masculine tendencies due to bi- 
sexuality, without inhibiting or destroying the real sex. (4) A willingness to 
receive and retain, co-ordinated with a wish to give out, the change of attitude 
being inherent in the pattern of her sexual function. Jons D. W. PEARCE. 


A Study of an Experimental Neurosis Hypnotically Induced in a Case of Ejaculatio 
Preæecox. (Brit. Journ. Med. Psych., vol. xv, p. 34, Apr., 1935.) Erickson, 
M.H. 


The patient was subjected to an experimental procedure wherein a second 
neurosis was induced by means of.a hypnotically implanted complex, formulated 
to symbolize or parallel his actual neurosis. There appeared to resultan identif- 
cation of the induced conflict with the original neurosis, and a fusion of their 
affective reactions. After having been forced to re-live, abreact, and gain insight 
into the suggested conflict, a clinical recovery from the original neurosis occurred. 
The possible psychological processes involved are discussed, “the ultimate soundness 
of the therapeutic results is questioned, and the practicability of hypnosis as an 
experimental procedure in the analysis of personality disturbances is stressed. 
Further subjects for investigation are the practicability of evolving a technique 
for developing experimental neuroses for study, the possibility of studving the 
concept of abreaction, devising a technique whereby the subject selects the 
material to form a complex, the problem of symbolization, and the development 
of insight. Joss D. W. PEARCE. 

. 
The Present Discontents in Psvchopathology. (Brit. Journ. Med. Psych., vol. xv, 
p. 2, Apr., 1935.) Miller, E. 


The major causes for discontent in psychopathology lie in the field of neuro- 
logical and psychological interpretation, in the complexity of psychological theories 
which have wandered unnecessarily from biological principles, and in erroneous 
social interpretations. The very fact that human beings cannot be alienated 
from their animal relatives and ancestors compels psychological concepts to accord 
with basic biological principles. Freudian psychology rightiy claims to be a 
genetic psychology rooted in the instinctual life. The author attacks Mapother’s 
nominalism, and points out that both behaviourism and Mapother’s variant of it 
adopt a great deal of conceptualism. If one danger of psychological method is 
animism, an equal one is reification. In so far as psychological phenomena are 
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living processes, the terms used should not vary from those of biology; but if 
the latter fail to satisfy the conditions of complex human behaviour, there should 
be freedom to use the very terms afforded by the human linguistic response. One 
Must maintain constant vigilance to avoid superfluous terms, but one must use 
fearlessly terms which do help one to handle the material easily. Such data as are 
derived from free association are in a way no less perceptual material than the 
objective observations in a laboratory. If the nominalists accept the phenomenal 
world of human experience rather than the constructed world of physics, they 
can complain only of the causal relationships and sequences deduced by psycho- 
pathology. 

The reality principle is as much at work at the thalamic as at the cortical level. 
Freud's assertion that the Id contains the pleasure principle is psycho-biologically 
untenable. The primitive mind structure is most occupied with pain, discomforts 
and tensions. With the developing ego, the pleasure principle comes into being 
as the result of the elaboration of experience. The somatic life is governed in 
its attractions and avoidances by pain, and is biologically and psychologically 
inseparable from the self. In opposing the pleasure principle to the reality principle, 
Freud has produced a false dichotomy. The Id is nothing more than the sum 
total of organic cravings expressed in psychological terms: what is known of it 
is purely inferential. 

To bring Freud's basic tenets into line with biological facts allows of better 
prognostications as to the sort of case amenable to analysis. Eventually prog- 
Nostication on the basis of temperamental traits will be accurately made. The 
endocrine changes following psychic distress should engage the attention of the 
biochemist and endocrinologist, and specific organic defects, frequently revealing 
themselves only in dream content, must be studied. Such a discovery in dream 
analysis may be the first indication of organic damage which has led to a nervous 
breakdown by a regression to narcissistic defence in the face of some hidden somatic 
danger. In child guidance work, the individual psychological factors are more 
important than the social and economic factors, but many precipitating causes 
of disorder will disappear with a change in social forms, and eventually deep 
psychological trends will be modified. Jouyn D. W. PEARCE. 


A Symposium on Property and Possessiveness. (Brit. Journ. Med. Psych., vol. xv, 
Apr., 1935.) 
1 p.51.) Suthe, I. D. 


Possessiveness is neither instinctual nor purely rational. The principle of 
thrift is becoming a technique for the assuagement of social anxiety and the 
gratification of social ambition. Saving represents psychologically a shifting of 
conhdence in goodwill to a formal obligation of good faith. The individualist 
and the communist have identical psychological aims, each seeking security, but 
by opposite economic methods. Social anxiety inspires the quarrel between them. 
The author disagrees with Freud's view of property, the significance of which is 
practical and social, for use and for power. The desire to possess is not merely 
“to have what one needs”, but “ to have what other people need”. He denies 
the existence of anv fundamental instinct of aggression and distinction. Until 
the mode of rearing young children ts changed, the social anxiety and competitive- 
ness generated at this period of life must seek an outlet in possessiveness or in 
some other form of social competition. 


2. ip. 63.) Ginsberg, M. 


The evidence for instinctive acquisitiveness in man is very slight. Value 
attaches to objects chiefly because they prompt feelings and impulses during the 
operation of other instincts. The sentiment of ownership is very complex. The 
desire for approbation, with which the ‘ will to power ” is intimately connected, 
affects one's attitude to property because of the close relationship between 
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economic and social status in modern society. Where social status is rigidly 
fixed, and there is no possibility of movement, the attitude to economic distinc- 
tion is habitual and quasi-automatic. The problem of incentives is greatly 
obscured by failure to distinguish between the different types of human activity 
involved in varying proportions in different occupations. 


3. (p. 69.) Isaacs, S. 


The author challenges the crude psychological theory of a simple “ instinct of 
acquisitiveness °” as an explanatory notion for adult behaviour. Only by the 
genetic study of feelings and attitudes in the developing child can one understand 
the mental processes of adult sentiments, the institutions of property and the 
warfare of classes. From the observation of the behaviour of young children and 
from the analysis of a 7-year-old boy it emerges that the ultimate situation from which 
the wish to own arises is that of the infant at the breast. The motive of possession 
is a social response. To regard it as an irreducible instinct is to miss its most 
significant aspect, viz. its intimate relation with the motives of power, rivalry, 
guilt and love. 


4. (p. 78.) Marshall, T. H. 


The sociological approach supports the view that the excretory or some such 
hypothesis may explain miserliness, while the mother-need of the infant may be 
the psychological basis of property in society. The desire for security in enjoyment 
of the means of life, the desire to have social status, and the desire for social prestige, 
are discussed in relation to their satisfaction through property. 

Joun D. W. PEARCE. 


The Logic of Emotions and Its Dynamic Background. (Int. Journ. of Psychoanal., 
vol. xvi, p. 399, Oct., 1935.) Alexander, F. 


Just as the logic of intellectual thinking is the crystallized product of external 

experience and is based on intellectual syllogisms, so the logic af emotions is 
crystallized out of internal experience, and consists of a series of emotional syllo- 
gisms. The development of psycho-analysis has been largely the discovery and 
formulation of different archaic emotional syllogisms, which rule unconscious 
processes. Reference is made to the emotional syllogisms which underlie the 
paranoid delusion, the Gtdipus complex, the compulsion neurosis and states of 
depression. 
_ If these emotional sequences are deprived of their ideational content and 
attention is paid only to the dynamic quality (direction) of the tendencies which 
participate in these emotional syllogisms, certain simple dynamic relations can be 
isolated. In the first place, it is found that the expression of a tendency is apt to 
provoke and strengthen its opposite; for example indulgence in a pleasurable 
gratification increases guilt and gives rise to inhibitory reactions. 

Secondly, the analysis of organ neuroses demonstrates that very different 
psychological impulses with quite different specific content may lead to the dis- 
disturbance of the same organ function. Further, analysis shows that these 
apparently unrelated psychic factors have one important feature in common, 
namely, the direction of the general dynamic tendency. For example, the stomach 
function can be disturbed by the following heterogeneous group of repressed 
wishes—the wish to receive help, love, money, a gift, a child, or the wish to 
castrate, steal, take something away. The common feature in all these difterent 
tendencies is their centripetal direction ; they express receiving or taking something. 

From this point of view, a study is made of the three gastro-intestinal types, 
their emotional syllogisms and their vector quality (dynamic direction) of intaking, 
elimination or retaining. It is also suggested that psychic influences on the lung 
function, perspiration, etc., follow the same dynamic principles. It is found that 
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no one of these three fundamental tendencies can be disturbed without upsetting 
the harmony of all of them. The most important regulator of this balance of 
tendencies is genital sexuality, which constitutes a potent means of drainage for 
those psychodynamic urges unable to find relief in social relations. If both the 
genital and voluntary outlets are obstructed, other artificial outlets must be 
developed ; the vegetative function becomes overcharged by being used for the 
expression of impulses, which should normally be directed towards external objects 
and which do not constitute real vegetative aims. The central significance of 
genital disturbance in the ztiology of neuroses and psychogenic organ disturbance 
is due to this drainage function of genital sexuality. STANLEY M. COLEMAN. 


The Psychology of Pathos. (Int. Journ. of Psychoanal., vol. xvi, p. 414, Oct., 1935.) 
Wointerstein, A., and Bergler, E. 


Pathos constitutes a technique of defence employed by the ego in its endo- 
psychic struggle with the super-ego. The “ accuser” and “ martyr ” types of 
pathetic both deal with a conflict between ego and super-ego, but along different 
lines; the former chooses projection and aggression, the latter submission and 
masochistic self-surrender. Pathos is not, however, merely the passive reaction 
of the ego to an attack proceeding from the super-ego. It also includes aggression 
on the part of the ego as a measure of precaution against the super-ego: It is not 
rare for the super-ego, by reason of the ego's interpolation of the “ mechanism of 
pathos '’, to find itself deprived of one of its most useful weapons of attack against 
the ego. The cynic, on the other hand, is the anti-pathetic type who hits out at 
his own conscience, by treating the external world with the same severity as his 
super-ego treats his ego. The cynic’ s formula is ‘‘ confess that in your heart you 
think exactly the same as the cynic who rouses your indignation ” 

STANLEY M. COLEMAN. 


Realization and Interpretation [Réalisation et interprétation). (Ann. Méd. Psych., 
vol. xv (tt), p. 329, Oct., 1935.) Janet, P. 


Pathologicalinterpretations are those mechanisms by means of which the psychotic 
reconstructs simple perceptive experiences in order to fit them into his delusional 
scheme. In płace of the ordinary recital of a perceived event, he substitutes 
another more personal one, conforming more closely to his particular sentiments. 
Though more satisfying for himself, interpretation may give rise to grave social 
dithiculties. Janet finds that the interpreter distorts the actual perception very 
little. Without suppressing perception, he adds other facts, which he places, not 
ın men’s external action, but in their ideas and motives. He also tends to place 
these perceptions in the distant past. The tendency to hallucination is always 
latent in the interpreter. 

This phenomenon is due toillusions woven about perceptions and representations. 
It 1s one of the manifestations of a more general disorder of the function of realiza- 
tion. The act of realization is defined as a general organization of conduct around 
a verbal formula. It is the most primitive of the verbal functions, and from the 
point of view of psychological evolution its level is just above the pure motor 
response. The persecuted and megalomanic present severe disorders of realiza- 
tion, vet have perfectly normal conduct at the motor level. The function of 
realization modifies very little the immediate motor response, but by adding to it 
experience of the past and intention for the future, it is an important factor in the 
construction of the personality and has a valuable social role. An example of 
special interest is what Janet terms the realization of the insignificant. For 
instance, an individual finding an unusual but unimportant object in his own 
private environment will display the immediate motor response of curiosity and 
interest. It is the asthenic’s failure to suppress this interest in the insignificant, 
with consequent anxiety and misinterpretation, that is characteristic of his 
disordered function of realization. STANLEY M. COLEMAN. 
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Inferiority Feelings [Les sentiments d'infériorité]. (Ann. Méd. Psych., vol.xv (ii), 
p. 550, Nov., 1935.) de Saussure, R. 


It is necessary to distinguish between a perfectly healthy sentiment, based 
upon some real inferiority, accepted by the ego and as far as possible corrected, 
and the true inferiority complex, where the inferiority, whether or not founded on 
reality, is not accepted by the total personality. In the latter there is a conflict. 
within the sentiment of self-regard giving rise to obsessional doubts and, as a rule, 
feelings of jealousy and envy towards those not similarly burdened. 

The genesis of the disorder is in infancy and childhood, the following five factors 
being of fundamental etiological importance. First the child's failure to advance 
from the infantile “all or none ” attitude to an appreciation of what Piaget has 
called the logic of relations. For the child is either ugly or beautiful, silly or clever, 
not more or less so. Next there may be an inability to learn from experience 
owing to the habit of a blind reliance on his parents’ ideas and advice. Feelings 
of inferiority are frequently associated with jealousy, on account of receiving less 
love than some other member or members of the family. Inferiority is often due 
to feelings of guilt, especially on account of masturbation. Finally, it may result 
from penis envy or castration fear (according to the sex), based upon observations 
upon the anatomical differences of the sexes. STANLEY M. COLEMAN. 


Frigidity in the Female {La frigidité de la femme). (Rev. Franç. de Psychanal., 
vol. vii, p. 227, 1935.) Hitschmann, E., and Bergler, E. 


Symptomatically there are eight degrees of frigidity, ranging from pseudo- and 
elective frigidity to vaginismus. There is a close association between this anomaly 
and the various psychoneuroses, the former being dependent upon the same 
mechanisms and fixation levels. Eighteen different psychological mechanisms 
are described, any one of which may be responsible for the condition. Of these 
the most important are : œdipoid fixation on the father, resulting in an unconscious 
need for punishment and a renunciation of all erotic gratification ; unacceptabilityv 
of the passive masochistic feminine role ; failure to resolve the castration complex 
with desires for virility ; the persistence of unconscious pregenital phantasies and 
fixations, such as the desire to be violated, unconscious homosexuality, ideologies 
repudiating sexuality, etc. The most frequent are the hysterical forms centred 
about unresolved cedipus and castration complexes; for these the prognosis 
following psycho-analysis is good. STANLEY M. COLEMAN. 


Feelings of External Influence (Les sentiments d'emprise.] (Journ. de Psvch., xxx 
P. 849, Nov.-Dec., 1933.) Pavlov, Prof. I. P. (Open letter to Prof. Janet.) 


This open letter to Prof. Janet is a reply to his theory as to the cause of the 
tendency of neurotics to blame others for those painful and unbearable situations 
with which they are unable to cope and which they try to evade. Reference is 
made to the tendency of children and savages to attribute these situations to 
external malign influences—in other words, to externalize them. He opposes 
Janet's view that when social activities have two opposite components, to give 
and to take away, to seek solitude and the company of others, and so on, the 
component which is difficult to face is externalized by neurotics in their attempt 
to avoid it. Prof. Pavlov considers that this explanation is too superficial, and 
that it is necessary to seek a more ultimate cause of this choice of two opposites 
and the externalization of the one distasteful. He develops a neurological theory. 

H. W. Eppisoyn. 


Mental [efficiency in Senescence. (Arch. Psychol., No. 188, July, 1935.) Gilbert, 
Jer Gs 
The writer compared the mental efficiency of persons in the sixties and persons 


in the twenties. The vocabulary test was used to determine the original intellectual 
level, as this test shows little impairment with age or indeed tends to improve. 
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There was a very definite difference between the efficiency index of the older group 
and that of the younger. There was a marked tendency for those of the very 
nghest levels of intellect to show relatively less decrease of etficiency than those 
of lesser intellect. Deterioration is greatest in tests involving learning and 
formation of new associations, facility of perceiving relations, retention and motor 
ability, and least in tests such as the giving of opposites, general information and 
simple repetitions. Expressing the deterioration as per cent. loss, it varied from 
57°o in the learning of paired associates to 12° in the giving of general informa- 
tion, the average ioe being 29°,. 

Only a relatively small number of individuals in the sixties are capable of 
attacking with normal efficiency tasks involving new learning suited to their 
native intellect. This supports those who insist on the necessity for a retirement 
age in the sixties. However, the question of practice and judgment acquired 
during the vears has to be brought in—there is better integration of knowledge in 
the light of past experience and practice. The tests indicate in the sixty-year- 
olds a fitness of some to continue with their accustomed efficiency, of others to 
work at a somewhat lower level, and for others a need for retirement. 

G. W. T. H. FLEMING. 


Acoustic Imagination and Acoustic Hallucination. (Arch. Neur. and Psychiat., 
vol. xxxiv, P. 744, Oct., 1935.) Parker, S., and Schilder, P. 


The writers endeavour to show that the pathological phenomena occurring after 
lesions of the central nervous system as well as hallucinations reveal the same 
fundamental structure as rapid (tachistoscopic) perceptions, fading perceptions 
iafter-images) and imaginations. Ejidetic images in the optic sphere show funda- 
mental analogies with hallucinations occurring in intoxications with mescaline, 
hashish, cocaine and alcohol, and also with phenomena observed in agnosias. 

Amongst twenty cases of alcoholic hallucinosis, the tendency to rhythm and 
repetition was present in sixteen, only five heard tones, but with the exception of 
one, even these patients had hallucinations of non-musical sounds and noises. When 
voes were heard they were generally not isolated voices but a multiplicity of 
them. In six of the cases hallucinations were localized in the ear; in the majority, 
however, the voices were nearby, and in only a few were they localized at a distance 
approximating the auditory horizon (the acoustic horizon is about as far distant 
from the subject as the human voice carries). The schizophrenic hallucination 
as a type is quite different. The voices do not come from the real space about 
the patient, but from symbolic space. The schizophrenic hallucinations have 
fewer sensory elements. 


An acoustic image is usually linked to an optic image, but auditory imagination 
is independently possible. 

Imagination of voices usually leads to motor activity in the subject’s throat, 
formulating words. Auditory images do not change quality or pitch, and may 
fade gradually or disappear suddenly. There is a tendency to repetition, 
multiplication and rhythm in the imagined sounds as well as in the after-effects. 
Vestibular irritation provokes a phantom of the body which turns in a direction 
Opposite to the actual turning of the chair. The absolute localization of the sounds, 
images and after-effects remains unchanged, but since this phantom of the body 
becomes the centre for localization, the position of the sound images and after- 
ettects changes with relation to this subjective phantom. 


G. W. T. H. FLEMING. 


MM oather-Infant Relations in Chimpanzee. (Journ. Comp. Psychol., vol. xx, p. 321, 
Dec., 1935.) Yerkes, R. M., and Tomilin, M. I. 


Systematic observation of several maternal groups led to the conclusion that 
individualization is conspicuous both in mothers and in infants. There is, however, 
evidence that maternal experience is of great importance. The primiparous 
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female is at a serious disadvantage compared with the experienced mother, because 
she has everything tolearn. Between the two, the contrast is that of bewilderment 
and relative uncertainty versus familiarity. M. HAMBLIN SMITH. 


Temporal Relations of Behaviour in Chimpanzee and Man as Measured by Reaction 
Time. (Journ. Comp. Psvchol., vol. xx, p. 361, Dec., 1935.) Forster, M.C. 


Four young chimpanzees, two human children and six human adult subjects 
were tested. Responses to a visual stimulus were the slowest for all groups. No 
statistically reliable and consistent differences between the several groups appeared 
in measures of reaction time. The determinants of the tempo of behaviour would 
seem to be an attribute of the hierarchical development of patterns of behaviour 
as they are co-ordinated by constitutional factors, and as they have matured 
through a functional integration. M. HAMBLIN SMITH. 


The Psychology of Juvenile Paretic Neurosvphilis. (Psychoanal. Rev., vol. xxiii, 
p. 76, Jan., 1936.) Menninger, W.C. 


In juvenile paresis there is a progressive regression, both of the ego development 
and the libido distribution. In the psychosexual development, even the homo- 
sexual level is rarely reached. As the disease progresses, libido is withdrawn from 
the environment, and auto-erotic manifestations become more conspicuous. In 
contrast to the adult case, there is seldom any elaborate compensatory eftort, 
such as delusions of omnipotence, etc.; the regression is commonly a simple 
deteriorative process. Frequently as an early symptom there is an intuitive 
recognition of mental failure. STANLEY M. COLEMAN. 


Mental Disorders of Late Onset Following Cranial Trauma and their Psvchopatho- 
logical Interpretation [Les troubles mentaux tardifs consécutifs aux trauma- 
tismes craniens et leur interprétation psvchopathologique]. (Ann. Méd. Psych., 
vol. xv (tt), P. 745, Dec., 1935.) Gordon, A. 


Observations on a series of eleven cases of severe head injuries followed months 
to years after by psychopathological states. In seven cases there was associated 
fracture of the cranium. In all cases there was total loss of consciousness of varying 
duration following the accident; in most cases other neurological signs were 
present, and in every case the patient complained of frequent severe head pains 
from the time of injury at least until the onset of the mental disorder. 

The psychotic manifestations usually had a sudden onset, and always followed 
some acute affective trauma. An investigation of the previous history invariably 
showed emotional instability and constitutional abnormality, excessive schizoid or 
cycloid traits. 

- It is concluded that while the constitutional factor is the predisposing cause of 
the psychosis and emotional trauma is the immediate exciting factor, the organic 
lesion (cicatrix in the brain or meninges following injury), plays an auxiliary role 
of varying importance. STANLEY M. COLEMAN. 


Inhibitions, Symptoms and Anxiety. (Psychoanal. Quart., vol. iv, p. 616, Oct., 1935.) 
Freud, S. 


Inhibitions represent a limitation and restriction of ego-functions, either 
precautionary or resulting from an impoverished energy. Symptoms are an 
indication of and substitute for an unachieved instinctual gratification ; they are 
a result of repression. The ego withdraws cathexis from the representative which 
is to be repressed and utilizes it in the release of unpleasure (anxiety). Regarding 
the problem as to how anxiety arises in repression, Freud states that it 1s not 
created de novo, but is reproduced as an affective state in accordance with a memory 
picture. Originally these affective states were incorporated in the life of the 
psyche as precipitates of primal traumatic experiences, and are evoked in similar 
situations like memory symbols. 
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With symptom formation the repression is only more or less successful. The 
instinctual impulse seeks a substitute satisfaction, which, however, is greatly 
crippled, displaced or inhibited. Pleasure is not experienced, instead the substitute 
process 1s prevented from being carried out by the motor apparatus. If this 
does not succeed it uses itself up in an alteration of the subject’s own body, 
without encroachment upon the environment; transformation into action is not 
permitted. STANLEY M. COLEMAN. 


Amenhotep IV (Ikhnaton). (Psychoanal. Quart., vol. iv, p. 537, Oct., 1935.) 
Abraham, K. 

Amenhotep IV, idealist and philosopher, descendant of a war-like dynasty, broke 
away from all the traditions of his ancestors. He adopted the monotheistic cult 
of Aton, originated a religion of love, practised monogamy, eschewed all brutality 
and violence, established a new art cult and devoted his life to peaceful pursuits. 
Evidence is brought forward to show that this idealism represented a sublimation 
of his father-complex—a striving directed against tradition as represented by the 
father. Living in a world of dreams, he came to grief in the world of reality, and 
was responsible for the collapse of the empire his more virile forbears had built up. 

STANLEY M. COLEMAN. 


The Problem of Psychoanalytic Technique. (Psychoanal. Quart., vol. iv, p. 588, 
Oct., 1935.) Alexander, F. 

The aim of psycho-analytic therapy can be defined as the extension of conscious 
control over instinctual forces which were isolated from the conscious ego's adminis- 
trative power, either as a symptom or as neurotic behaviour. Every correct 
interpretation serves two purposes—mobilization of unconscious material and its 
integration into the system of consciousness. The synchronization of the two 
functions into one act, inducing abreaction and insight at the same time is a funda- 
mental technical principle. Recent innovations in the technique consist in an 
undue emphasis upon one or other of these factors. For instance, Ferenczi and 
Rank have stressed the emotional experience in the transference—an abreaction 
therapy in which the element of insight, i.e., integration, is neglected. On the 
other hand, Reich’s and Kaiser’s main interest is focused upon methods of 
mobilizing unconscious material by manipulating and interpreting the resistance. 

STANLEY M. COLEMAN. 


The Attitude of Psycho-neurotics towards Death. (Psychoanal. Rev., vol. xxiii, p. 1, 
Jan., 1936.) Bromberg, W., and Schilder, P. 

Neither neurosis nor psychosis produces an attitude towards death which cannot 
be found also in the so-called normal, but the two former bring specific attitudes 
clearer into the foreground. These studies show that closely connected with the 
problem of death is the problem of space and time. In anxiety and hysterical 
cases the conception of death is dominated by the idea that death is the separation 
from a love-object, the beloved person being an unconscious incestuous object. In 
the obsessional and depressive group destructive and dismembering motives are 
in the foreground ; while in the epileptic and schizophrenic psychoses the object 
relationship becomes overshadowed by narcissism ; for instance, belief in an external 
magic substance can be the expression of an extreme narcissistic gratification. 

STANLEY M. COLEMAN. 


3. Psychiatry. 
The Nervous and Mental Manifestations of Myxædema. (Irish Journ. Med. Sci., 
No. III, p. 124, Mar., 1935.) Parker, H. L. 


The author describes a psychosis accompanying myxcedema in a woman, 
æt. 49, all symptoms disappearing after thyroid medication. From a mild 
depression with ideas of being victimized, she passed through an active 
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hallucinatory and paranoid state to an apparent dementia with psychomotor 
retardation and apathy. Visual hallucination is common in such cases, but no 
specific type of psychosis can be attributed to myxcedema, which appears to bring 
into relief latent dispositions. Joux D. W. PEARCE. 


The Relationship between Depressive and Obsessive States [Dei rapporti fra le psichosi 
depressivi e la psichastenia]. (Il Cervello, vol. xiii, p. 323, Nov., 1934.) 
Armenise, P. 

Consideration of a series of 213 cases of manic-depressive psychosis and obsessive 
states prompts the author to conclude that obsessions constitute a feature of 
depressive states. He recognizes a clinical connection between anxiety and obsessive 
states, but under-estimates the extent to which anxiety is a prelude to the 
melancholic attack, for he states that when an anxiety attack precedes melancholia 
it must be regarded as a sure sign that an obsessive state has been already present. 

H. W. EpDISON. 


Psychological Government and the High Variability of Schizophrenic Patients. (Amer. 
Journ. Psychol., vol. xlviii, p. 64, Jan., 1935.) Hunt, J. McV. 

The writer considered the following aspects of psychological activity : mood, 
preparation for performance, procedure, and extraneous occupations. The 
subjects were 8 non-psychotics, 8 schizophrenics and 5 paretics. 

Schizophrenics, paretics and normals could not be differentiated by their 
reports of mood. Although the schizophrenic may plan his performances and even 
adopt a competitive attitude, his reports indicate that he frequently enters upon 
the task accepting defeat, preoccupied with other things, or entirely indifferent 
to the outcome of his performance. This differentiates him from the normals and 
paretics, who are determined to give their best performance. The schizophrenic 
output is decreased by lack of plan—the variation in his preparation largely accounts 
for the variation in his output. These patients reported more extraneous 
occupations than did the controls, who, in turn, reported more than did the 
paretics. While the paretics appeared to be entirely engrossed with the task at 
hand, the schizophrenics tended to be frequently preoccupied with things having no 
relation to the situation. The writer draws an analogy between the tendency of 
paretics to forget the task and to begin the performance immediately upon 
understanding the instructions, and the changes which occur in the adaptive 
behaviour of apes after the frontal association areas have been removed. 

G. W. T. H. FLEMING. 


Mental Disease among Foreign-born Whites. (Amer. Journ. Psychiat., vol. xcii, 
p. 627, Nov., 1935.) Malzberg, B. 

Contains the findings of a research conducted in New York State, with special 
reference to natives of Russia and Poland. The natives of these countries had 
lower rates of mental disease than had the other leading foreign-born groups, ana 
they did not compare unfavourably with American-born subjects of native 
parentage. Invidious comparisons of the immigrant populations are not justihed. 
It would be more profitable to concentrate upon the causes of variation within 
each group rather than to dispute over hypothetical racial causes. 

M. HAMBLIN SMITH. 


On the Limits and Symptomatic Characteristics of the Mild Forms of Schizophrenia 
[Sur les limites et les particularités symptomatologiques des formes léegéves de 
la schizophrénie]. (Ann. Méd. Psych., vol. xu (tt), p. 565, Nov., 1935.) 
Kameéneéva, E. 

The writer describes a mild form of schizophrenia and presents two illustrative 
cases. The condition is characterized by the absence of any tendency to acute 
psychotic episodes, despite the long duration of the disease (over twenty years in 
the two cases presented). Another feature is the absence of any of the grosser 
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manifestations of schizophrenia. Finally, the unity and integrity of the personality 
is preserved, particularly an aptitude for a sufficiently energetic and productive 
social activity. It is this third factor which differentiates this form from those 
cases of schizophrenia which have a very gradual but steadily progressive evolution. 
STANLEY M. COLEMAN. 


4. Neurology. 


Myelitis ascendens transversa. (Acta Psychiat. et Neur., vol. x, p. 657, 1935.) 
Bahr, E., and Wuite, J. 

A detailed description of two cases of ascending transverse myelitis is given. 
The authors conclude that the treatment of the second case with gonerin led to 
the complete arrest of the progress of the disease, and both subjective and objective 
improvement was observed. They consider that the distinction between degenera- 
tive and infective myelitis is artificial as regards the clinical and pathological 
aspects of the disease. Bacterial toxins are probably the cause of the histological 
findings, and extension may occur along blood-vessels and lymphatics and the 
central canal, although in both the cases described it occurred along the blood- 
vessels and lymphatics only. H. W. EDDISON. 


Electro-cardiographic Changes during Encephalography (20 cases). (Amer. Journ. 
Med. Sci., vol. cxc, p. 673, Nov., 1935.) Abeles, M. M., and Schneider, D. E. 
The writers found in 13 of their 20 cases electro-cardiographic evidence of 
stimulation of the pacemaker. Of these cases, seven showed sinus arrhythmia, 
five showed sinus bradycardia, two phasic sinus slowing, three sinus tachycardia, 
and two a combination of these changes. There were three cases of transitory 
nodal rhythm and one case of ventricular extrasystole. The conclusion is that 
the changes are due to excessive vagal stimulation. In the one fatal case recorded 
the patient's heart-sounds had been recorded as weak. G. W. T. H. FLEMING. 


Cerebellar Hemangioblastoma [Emangioblastoma cerebellare|. (Riv. di Pat. Nerv. e 
Ment., vol. xliii, p. 1013, May-June, 1934.) Maspes, P. E. 

This paper consists of a detailed clinical and anatomical study of one case. In 
the middle of the parenchyma there were islets of blood-forming tissue containing 
immature blood-cells. The presence of derivatives from the embryonal mesenchyma 
establishes the origin of this complex tumour from aberrant mesenchyma at a 
period of development when this tissue is still potentially polymorphous. 

With regard to treatment, the author remarks that evacuation of cystic tumours 
is useless, owing to re-filling, but that total extirpation is usually possible and 
successful. H. W. EDDISON. 


Subarachnoid Hamorrhage from the Basilar Artery [Emorragia subaracnoidea da 
aneurisma dell’ arteria basilare). (Riv. dt Pat. Nerv. e Ment., vol. xliii, p. 1051, 
Mav—June, 1934.) Maspes, P. E. 

The case described showed: Left hemiparesis, with raised tone, increased 
reflexes, extensor plantar response and ankle clonus, right third nerve paralysis, 
without internal ophthalmoplegia, right-sided miosis, right sixth nerve paralysis, 
involuntary choreo-athetoid movements of the right half of the face, arm and 
hand, with loss of muscular tone in the same areas. The aneurysm was of syphilitic 
origin, and was associated with endarteritis of the smaller vessels. 

H. W. EDDISON. 


Spatial Disorientation in Frontal Lobe Tumour [Sui disturbi dell’ orientamento 
nello spazio in un caso di tumore, etc.}. (Riv. Sper. di Freniat., vol. lviii, 

p. 38, Mar., 1934.) De Nigris, G. 
The author gives a detailed clinical account of a case of tumour compressing 
the left frontal lobe, which was successfully removed at operation. By analogy 
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with other cases he concludes that disorientation in space results from impairment | 
of the general function of the prefrontal lobe, and depends more upon the depth 
of the lesion from the surface than upon the site or side affected. 


H. W. Eppison. 


Myasthenia Gravis. (Arch. Path., vol. xxi, p. 27, Jan., 1936.) Butt, H. R.: 

The writer found collections of lymphocytes in the muscles of all but two of 
seven cases of myasthenia gravis. In all the cases there was a form of degeneration 
in some of the sections of muscle. Thymomas were observed in two cases. Gram- 
positive diplococci and ovoid cocci which sometimes resembled bacillary forms 
were noted within or between the muscle-fibres in all seven cases. In control 
cases no organisms could be demonstrated. G. W. T. H. FLEMING. 


Ventriculography with Colloidal Thorium Dioxide. (Journ. Amer. Med. Assoc., 
vol. cvi, p. 96, Jan. 11, 1936.) Freeman, W. 

An account of the use of colloidal thorium dioxide as a contrast medium in 
ventriculography. It is said to be freely miscible with the ventricular fluid, is of 
high specific gravity and can be used in small amounts. Normally elimination is 
complete in 4 hours. The authors used this method in 20 cases; there were 2 
deaths and 2 severe reactions. The ventriculograms obtained are very satisfactory, 
and compare favourably with those made after the injection of air. 

J. L. FAauLL. 


The Syndrome of Adenoma of the Pancreas. (Bull. Neur. Inst. N.Y., vol. iv, p. 310, 
Oct., 1935.) Feiner, L., Soltz, E., and Haun, P. 


The clinical features of this syndrome are : attacks of confusion and exhaustion, 
superfluous movements, and considerable organic mental reaction with fear, 
irritability, restlessness, variations in the threshold of awareness, changes in 
behaviour, and some degree of amnesia for the entire episode. Other symptoms 
are diaphoresis, weakness and vertigo, transitory aphasia, diplopia, nystagmus, 
blurring of optic papillæ, inequality of reflexes, positive Babinski and convulsions. 

Treatment is palliative, by intravenous administration of dextrose, or curative, 
by means of operation. Removal of the neoplasm resulted in cure in all five cases 
reported in this paper. Because of the neuro-psychiatric manifestations these 
cases are likely to be admitted to mental hospitals, and all the five cases reported 
were diagnosed within a period of sixteen months, emphasizing the comparative 
frequency of the condition. J. L. FAucv. 


Congenital Tumours of the Third Ventricle. (Bull. Neur. Inst. N.Y., vol. iw, p. 221, 
Oct., 1935.) Davidoff, L. M., and Dyke, C.G. 

A paper based on the results of the examination by ventriculography and 
encephalography of nine cases of congenital tumour of the third ventricle. In 
each case the diagnosis was made successfully by this means and verified by 
operation and histological examination. Seven patients had benign colloid cysts, 
one an intraventricular adamantinoma and one an epidermoid cyst. 

The data in the encephalogram which indicate a tumour in the anterior part 
of the third ventricle are : 


(a) Symmetrical dilatation of the lateral ventricles in their normal position. 

(b) Filling defect in the anterior portion of the third ventricle. 

(c) Concave or straight margin to the anterior border of the air shadow 
posterior to the filling defect. 

(d) Normal or slightly dilated aqueduct of Sylvius and the fourth ventricle, 
if visualized. 

(e) Incomplete filling or deformity of the cisterna interpeduncularis and 
pontis. 

(f) Dorsal displacement of the medial cerebral sulci. 
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With ventriculograms the positive data are : 
(1) When a single puncture is done— 
(a) The failure of air to pass at all or with diffculty into the other lateral 
or the third ventricle. 
(b) Deviation of the septum pellucidum to either side. 
ic) Presence of a filling defect in the anterior portion of the third ventricle. 
(d) A concave or straight margin to the anterior border of the air posterior 
to the filling defect in the third ventricle. 
(2) When a double puncture is done— 
(a) Symmetrical dilatation of the lateral ventricles which are situated 
in their normal position. 
(b) Cutting off of the air shadow in the foramen of Monro. 
(c) A filling defect in the anterior portion of the third ventricle. 
(d) A concave or straight margin to the border of the air posterior to the 
filling defect. 
A defect in the septum pellucidum can be diagnosed by the absence of the 
shadow of the septum in the antero-posterior view and a fusion of the ventricle 
across the mid-line. J. Le FAULL. 


5. Pathology and Biochemistry. 


Haemoglobin Resistance in Mental Disease [La resistenza emoglobinica nelle malattie 
mentali). (Il Cervello, vol. xv, p. 1, Jan., 1936.) Tomasino, A. 


By hæmoglobin resistance is meant the time taken by given chemical sub- 
stances to break down hæmoglobin. Wisler’s technique with decinormal hydro- 
chloric acid was employed. In the examination of 105 cases of mental disorder 
the highest value was found in Parkinsonism, post-encephalitic cases, epilepsy 
and schizophrenia. From the large number of other cases, however, in which a 
hgh value was obtained, the author concludes that the test has no diagnostic 
significance. H. W. Eppison. 


Inorganic Constituents of the Cerebro-spinal Fluid. VI: Sulphur. (Biochem. 
Journ., vol. xxix, p. 2291, Oct., 1935.) Watchorn, E., and McCance, R. A. 


The writers found the serum inorganic sulphur in non-nephritic patients to be 
between 1-4 mgrm. per 100 c.c. ‘In chronic interstitial nephritis values up to 
35 mgrm. were found. The whole of this was ultra-filtrable. The inorganic sulphur 
in the ventricular and lumbar puncture fluids was from one-quarter to one-third 
of the serum value. These fluids, therefore, cannot be ultra-filtrates. In tuberculous 
meningitis the fluid sulphur tended to rise and to approach the serum value. The 
inorganic sulphur in pathological effusions could be accounted for satisfactorily 
by supposing that such fluids have been formed by ultra-filtration. 

G. W. T. H. FLEMING. 


Investigations on Epilepsy and Water Metabolism. (Acta Psychiat. et Neur., Suppl. 
ix, 1936.) Teglbjærg, H.P. S. 


The writer points out that recent views tend towards the opinion that the 
beneficial effect of starvation treatment in epilepsy is probably due to dehydration. 
He does not agree with the pressure theory advanced by Temple Fay, pointing out 
that the rise in pressure is much less than is caused by a cough. The spontaneous 
water-balance is more unstable in epileptics than in normal persons. The writer 
found that the seizures elicited by hyperhydration were always characteristic for 
the particular patient, this suggesting that there is a specific focus in each patient 
which, when irritated, gives rise to the epileptic seizure. 

G. W. T. H. FLEMING. 
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Diffuse Gliomatosis of the Spinal Cord and Meninges [Glioma del midollo spinale 
diffusa alle meningi). (Riv. dt Pat. Nerv.e Ment., vol. xliii, p. 1142, May- 
June, 1934.) Maspes, P. E. 

Consideration is given to the evidence that the condition arises, at any rate in 
the case described, from abnormal embrvonic tissue. The spread of the gliomatous 
tissue to the meninges is described, and attention is drawn to the fact that when a 
glioma develops and spreads outside the central nervous system it may cause 
irritation of the meninges, leading to one form of hypertrophic leptomeningitis. 
The author considers that the special morphological features of gliomatous tissue 
growing outside the cord brings it into relationship with diffuse sarcomatosis and 
carcinomatosis. The intra-medullary portion of the new-growth, on the other 
hand, he correlates with syringomyelia. H. W. Eppisown. 


Permeability of the Meninges to Various Hemolytic Amboceptors and to Complement 
in General Paralysis | Permeabilita delle meningi nella paralisi progressiva a 
vari ambocettort emolitict normali ed al complemento del siero di sangue.. 
(Riv. di Pat. Nerv. e Ment., vol. xliv, p. 296, Sept.-Oct., 1934.) Piolti, M. 

The introduction of hypertonic saline into the circulation does not, in normal 
subjects, increase the permeability of the meninges to hæmolytic amboceptors. 

But if slightly hypertonic saline is introduced into the spinal canal, the meningeal 

permeability is altered in certain conditions. As the author remarks, this pro- 

cedure is not devoid of risk, but he suggests that it may have practical importance 
in the arsenical treatment of general paralysis. Permeability to certain hrmolytic 
amboceptors was found to be increased in general paralysis and in normal subjects 
during menstruation. In schizophrenia, on the other hand, permeability is low, 
varying directly with the type, and descending in the order hebephrenia, katatonia 

and dementia paranoides. In all forms of schizophrenia, permeability reached a 

slightly higher level during menstruation. H. W. Eppison. 


The Reaction of Antibrain Serum with Spinal Fluids from Insane Patients : Pre- 

liminary Report. (Arch. Path., vol. xxi, p. 119, Jan., 1930.) Lewis, J.H. 

An anti-brain serum which was very sensitive to brain tissue was allowed to 

react with 466 spinal fluids from patients in psychopathic hospitals. Thirty-six 

gave positive complement-fixation reactions with the antiserum. The form of 

mental disorder did not appear to bear any relation to the presence of a positive 
reaction. G. W. T. H. FLEMING. 


Crystal-formations in the Spinal Fluid and their Diagnostic Significance. (Journ, 
Neur. and Psychopath., vol. xvi, p. 111, Oct., 1935.) Zetner-Henriksen, K. 

The writer evaporated drops of spinal fluid on a clean slide under a bell-jar at 

19°C. He describes types of crystals that he considers typical of general paralysis. 

During malaria treatment the crystal picture changes towards the normal picture. 
G. W. T. H. FLEMING. 


Distribution of Vitamin C in Cerebral Basal Ganglia, Particularly in the Globus 
Pallidus and the Substantia Nigra. (Naturwissenschaften, vol. xxiti, pp. 
557-8, 1935.) Plaut, F., and Stern, K. 

Vitamin C (ascorbic acid) was determined in different parts of the brain. Typical 
values obtained (average) were 11:7 mgrm.°, for globus pallidus, 15 mgrm.°, for 
substantia nigra, maximum 10 in front cerebrum, 17:7 in cornu ammonis. These 
results are significant in connection with the high Fe content of the globus, which 
is taken as an explanation for the carbon and hydrocyanic acid sensitivity of these 
regions. Ascorbic acid is likewise a reactive substance, probably involved in the 
cell respiration, but present in relatively low concentration in the globus. 

B. J. C. van DER HOEVEN (Chem. Abstr.). 
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Respiration of Brain Tissue. (Compt. Rend. Soc. Biol., vol. cxx, pp. 226-8, 1935.) 
Crasnaru, L., and Gavrilescu, N. 
Novarsenobenzene decreased the oxygen consumption of brain tissue in vitro, 


but increased the oxygen consumption of muscle, blood, liver and yeast. 
e L. E. Gitson (Chem. Abstr.). 


Bromine in the Organism of the Insane. (Biochem. Zeitschr., vol. cclxxx, pp. 434-41, 
1935.) Letpert, Th., and Watzlawek, O. 

The bromine in the organism of the insane, like that of the normal, is entirely 
in the form of bromine ions. The wide range of variation in the blood bromine 
values points to an alimentary origin, while the generally low values are obviously 
associated with the low chlorine apparently due to deficient diet. In the insane 
as well as in the normal individuals the blood-bromine concentration decreases 
and the bromine content of the gastric juice increases after a meal. This excludes 
the necessity to postulate the presence of an endocrine regulatory mechanism in 
the hypophysis for bromine. Incidentally, the bromine content of the hypophysis 
from insane persons shows as large a degree of variation as that from normal 
individuals. S. MorGutis (Chem. Abstr.). 


6. Pharmacology and Treatment. 


Evaluation of Occupational Therapy by the Patient. (Occupat. Ther. and Rehabil., 
vol. xiv, p. 213, June, 1935.) Wallach, E. C. 

Twenty-four patients, in retrospective self-analysis, gave their opinions of the 
value of occupational therapy in the mental hospital. Three points emerged, 
viz., the value of learning a new and unfamiliar craft ; the need for a task requiring 
concentration ; and the significance of the personality of the aide, whose first 
requisite is the determination both to like her patients and to like to work with 
them. Joun D. W. PEARCE. 


Can Occupational Therapy Records be of Value to the Psychiatrist? (Occupat. 
Ther. and Rehabil., vol. xiv, p. 273, Aug., 1935.) Emch, M. 

The purpose of occupational therapy is social rehabilitation. For those with 
limited possibilities only a palliative therapy is indicated. For certain types a 
corrective therapy is needed to socialize the individual within the institution 
situation. For minor neurotic difficulties a substitutive therapy may be designed. 
For the recoverable group a re-integrative therapy is required, the patient’s per- 
sonality needs being the paramount consideration. For this the therapist must 
have intelligence, experience, emotional stability and insight. Re-integrative 
therapy is directed specifically by the psychiatrist. The records in palliative and 
corrective therapy may be short, but in the reintegrative type they should be 
made in minute detail. Joux D. W. PEARCE. 


Dramatics as a Therapy. (Occupat. Ther. and Rehabil., vol. xiv, p. 163, June, 1935.) 
Price, H.G. 

The value of dramatics in a mental hospital lies not only in the therapeutic 
influence, but also in the effect of socializing the hospital personnel and of educating 
the laity. Advice is given on the production of plays. The secondary interests 
introduced, such as stage-craft, costumes and make-up, help to provide a co- 
ordinating influence in the various hospital departments. Joun D. W. PEARCE. 


Socialization through Occupational Therapy. (Occupat. Ther. and Rehabil., vol. xiv, 
p. 237, Aug., 1935.) Hinsie, L. E. 

The more the occupational therapist understands the psyche, the better will 
be her work. She requires to know the nature of the emotional life of her patient. 
One of the most useful conceptions ‘of the structure of the psyche is that of Freud. 
Understanding of libido-fixations enables one to devise tasks which will absorb 
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the cathexed energy. Dementia precox is but a name. One treats an individual 
whose life has departed from the average. The chief value of occupational 
therapy lies in personal socialization. To the average patient this department 
becomes his home, the personnel his new ego-ideal, and the therapist a parent- 
surrogate on whom he “' lives out ” his repressed feelings. Occupational therapy 
is only one link in an inseparable chain of therapeutic agents. 

Joun D. W. PEARCE. 


Behaviour Problems Away from Home. (Occupat. Ther. and Rehabil., vol. xiv, 
p. 175, June, 1935.) Grave, C. E. 

The diagnosis of problem behaviour is a social one. Inability to get along in 
his own social milieu is the criterion. One must learn why the adult is distressed 
by the child’s behaviour, and why the child behaves in a way to distress the 
adult. One must allow every chance for creative effort, restricting suppression 
to a minimum. Having investigated the physical state, habits, psychological 
equipment and environmental history, habit-training is pursued serenely, school- 
training, remedial teaching, organized games and music being dispensed, and 
special abilities fostered. Expeditions outside the institution pave the way to 
the final return to the original environment. Humour, courage and a real interest 
in children are qualities which each staff-member must possess. 

Joun D. W. PEARCE. 


Occupational Therapy on Acute Wards of Neuro-Psychiatric Hospitals. (Occupat. 
Ther. and Rehabil., vol. xiv, p. 57, Jan., 1935.) Jordan, E. 

With acute mental patients the use of tools and materials requires careful 
consideration. The more varied the crafts, the greater will be the number of 
patients interested, and the accidents prevented will outnumber by far those caused 
by the provision of a few tools. Tact and a heartfelt interest are needed to dispel 
fear and to gain the patient's confidence. Joun D. W. PEARCE. 


Some Observations of Physical Education as an Adjuvant in Therapy. (Occupat. 
Ther. and Rehabil., vol. xiv, p. 83, Apr., 1935.) Davis, J.E. 

The psychotherapeutic principles of an effective approach to the antagonistic 
patient through play are little appreciated, being but little practised. Environ- 
mental and indirect as well as personal and direct adjuvants should be used to 
enlist the difficult patient. Sublimation through games is effective if one aims 
at slow steps of social readaptation. Many psychotic patients play better than 
they work because of the extraverting nature of play. One should develop 
psycho-therapeutic talent in promising hospital personnel and the aim should be 
resocialization rather than muscular skill. Joun D. W. PEARCE. 


Individualized Occupational Therapy. (Occupat. Ther. and Rehabil., vol. xiv, 
p. 47, Jan., 1935.) Medd, M. R. 

Occupational therapy furnishes an acceptable contact with reality; it gives 
an opportunity for sublimation in activity ; there is an additional positive trans- 
ference relationship to be capitalized; it permits expression of aggressions on 
work material; and it provides a socially valid outlet for ego-alien wishes. Success 
depends on the therapist's ability to appreciate the patient's individual problems 
and the motivating factors of his illness, and to establish an effective working 
relationship with him. Joun D. W. PEARCE. 


Psychiatric Cases in which Occupational Therapy is of Importance. (Occupat. 
Ther. and Rehabil., vol. xiv, p. 1, Jan., 1935.) Palmer, H. D. 


The author describes typical cases, and concludes that occupational therapy 
is an active treatment utilizing aptitudes and special abilities, often furnishing the 
patient with a self-confidence and pride in achievement which may promote recovery 
in an otherwise chronic case. Its personal contacts assist social readjustment, 
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and provide a lasting interest which eliminates intensive introspection. It provides 
a further source of information to the psychiatrist in his assessment of the psycho- 
logical problem. Joun D. W. PEARCE. 


The Effect of Therapy on Nerve Degeneration in Pernicious Anemia. (Amer. 
Journ. Med. Sci., vol. cxci, p. 72, Jan., 1936.) Mills, E. S. 

The writer finds that spinal cord degeneration rarely tends to progress if treated 
adequately. Occasionally striking clinical improvement occurs. Of 17 inade- 
quately treated patients 82°, were functionally disabled and one third dead, as 
compared with no deaths and 10-7% partially disabled in the adequately treated 
group. 

In six cases knee-jerks which had been absent for months or years returned, 
and in four cases plantar flexion replaced a Babinski which had been elicited on 
many occasions by different observers. The writer concludes that there must 
exist nerve degeneration without actual destruction. G. W. T. H. FLEMING. 


The Effect of Hvpnotics on Glucose Tolerance. (Biochem. Journ., vol. xxix, p. 914, 
Apr., 1935.) Tod, H. 

The writer found that hypnotics including chloral and morphine as well as the 
barbiturates showed a marked effect on the glucose tolerance test. There were 
lowered maxima or shortened hyperglycemia or both with a markedly decreased 
hyperglycemic area. The effect on the hyperglycemic index was less constant. 
| G. W. T. H. FLEMING. 


Barbiturales. XI. Further Contributions to Methods of Barbital Research. (Journ. 
Amer. Pharm. Assoc., vol. xxiv, pp. 847-52, 1935.) Linegar, C. R., Dille, 
J-M., and Koppanyvi, T. 

Two practical methods of clearing highly coloured urines for the purpose of 
determining barbiturates are described: (1) Add 2 grm. sodium molybdate per 25c.c. 
of urine and suthcient 20-30% sulphuric acid to produce a heavy green precipitate, 
filter, and extract the filtrate with chloroform as usual; the method does not 
destroy barbital and is effective in removing pigments from certain concentrated 
urine specimens, but is inferior to the following one. (2) Add 5 c.c. of 10% 
copper sulphate solution to 25 c.c. of urine; make alkaline with 10 c.c. of 10°) 
sodium tungstate solution, mix, filter; add 4 c.c. of 5% sulphuric acid to 30 c.c. 
of hltrate; let stand about 20 minutes; filter and extract 25 c.c. of filtrate with 
chloroform as usual. 

Urine has a limited buffering capacity manifested in the conversion of sodium 
barbital into the acid form even in alkaline urines; the amount of barbital so 
converted is inversely proportional to the amount of sodium barbital originally 
added to the urine. Large volumes of blood (after Folin-Wu preparation) can 
be extracted with chloroform without obtaining interfering materials in the 
extract even after concentration. The liquid-air method of direct extraction of 
barbiturates can now be applied to the central nervous system after removing the 
phospholipides from the chloroform extract. A. P.-C. (Chem. Abstr.). 


The Nature of the Barbiturate-Picrotoxin Antagonism. (Science, vol. Ixxxii, pp. 376-7, 
1935.) Linegar, C. R., Dille, J. M., and Koppanyi, T. 

The findings of Maloney and Tatum have been confirmed. The antidotal 
effect of different doses of picrotoxin was manifested in four different ways: (a) 
Occasional rise in blood-pressure ; (b) prevention of the steep fall in blood-pressure 
and hastening the recovery from the fall produced by intravenous barbiturate 
Injection ; (c) stimulation of respiration when stoppage was produced by barbitu- 
rates; (d) maintenance of respiration after barbiturate injection even after cardiac 
stoppage. The action of small doses of adrenaline and ephedrine was especially 
marked after picrotoxin in the barbitalized animals. 

FELIX SAUNDERS (Chem. Abstr.). 
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The Action of Narcotics on the Brain of White Rats. (Magyar Orvost Arch., vol. 
xxvi, pp. 251-6, 1935.) Mayer, G. 

Ether, chloroform and ethyl chloride diminished the respiration of the cortex 
cells (Warburg method). Evipan (barbiturate), however, had no effect on these 
cells, but it affected the white substance and the thalamus. When fatal narcosis 
was produced, the respiration of cells of the medulla oblongata was diminished by 
ether and chloroform more than by evipan. HENRY TAUBER (Chem. Abstr.). 


Effects of Phenacetin and Aspirin Respectively upon Action of Phenobarbital. 
(Proc. Soc. Exp. Biol. Med., vol. xxxi1, pp. 1634-6, 1935.) Gilman, A., 
and Barbour, H. G. 

In the rat the administration of 50 mgrm./kgrm. of magnesia phenobarbital 
produced symptoms of excitement and then depression for several hours; the 
addition of an equal dose of acetylsalicylic acid nullified these effects; the 
addition of five times the dose of phenacetin in no way diminished the activity of 
phenobarbital ; it diminished the toxic effects when the latter was given in large 
doses. C. V. B. (Chem. Abstr.). 


Colonic Irrigation. (Journ. Amer. Med. Assoc., vol. cvi, p. 118, Jan. 11, 1936.) 
‘Krusen, F. H. 

Colonic irrigation is not to be considered as a glorified enema, but as an attempt 
to wash and clean the colon above the area of defacation without evoking the 
defæcation reflex. Copious amounts of tap-water or physiological saline are 
indicated. There is no need to attempt to introduce a long stiff tube far up 
into the colon; a soft tube introduced 3 or 4 in. is sufħcient, as ordinarily 
the fluid will reach the cæcum in from two to five minutes if the midlevel of the 
reservoir is not more than 2 ft. above the level of the rectum. Colonic irrigations 
are of very restricted value and should not be used as a routine or often repeated. 
The indications are for the removal of retained fxcal material in cases of prolonged 
constipation, and at times where toxic absorption is suspected, as in some cases of 
arthritis. J. L. FauLL. 


Hysterical Paralysis and its Treatment. (Journ. Amer. Med. Assoc., vol. cv, p. 1565, 
Nov. 16, 1935.) Mverson, A. 

An account of six cases of hysterical paralysis and their treatment by the 
author. In these cases something occurs, either accident, injury or disturbing 
emotional state, by which a part becomes immobilized for a time. In its genesis 
the paralysis represents an amnesia for the mechanism of successful movement 
and a substituted disorder which produces paralysis. Treatment was by explana- 
tion, reassurance and suggestion, backed by contraction of the muscles involved 
with the aid of an electric current or similar methods. J. L. FavLL. 


The Use of Benzedrine for the Treatment of Narcolepsy. (Journ. Amer. Med. Assoc., 
vol. cv, p. 2051, Dec. 21, 1935.) Prinzmetal, M., and Bloomberg, W. 

Benzedrine is a sympathomimetic compound closely related to ephedrine and 
epinephrine. The authors claim that it has a stimulating effect on the higher 
centres of the central nervous system, wakens animals from sleep induced by 
intraperitoneal barbitals and produces insomnia in human beings. It was decided 
to try its effect on nine cases of narcolepsy where the patients fell asleep at 
least three times a day. In all instances complete relief from the attacks of 
sleep and practically complete relief from catalepsy resulted when suitable doses 
were given. Untoward symptoms were insomnia, hyperexcitability and restlessness, 
but only from doses larger than required to give relief from the attacks of sleep. 

J. L. FALL. 


Tue INTERNATIONAL JOURNAL 
OF PSYCHO-ANALYSIS 


OFFICIAL ORGAN 
of the 
INTERNATIONAL PSYCHO-ANALYTICAL ASSOCIATION 


Directed by SIGM. FREUD 
Edited by ERNEST JONES 


WITH THE ASSISTANCE OF . 


K. A. MENNINGER F. BOEHM E. PICHON 
CHICAGO BERLIN PARIS 
G. BOSE A. A. BRILL D. BRYAN 
CALCUTTA NEW YORK LONDON 
LUCILE DOOLEY M. EITINGON J. C. FLÜGEL 
WASHINGTON JERUSALEM LONDON 
I. HOLLÓS J. W. KANNABICH K. MARUI 
BUDAPEST MOSCOW SENDAI 
S. J. R. DE MONCHY C. P. OBERNDORF MARTIN PECK 
ROTTERDAM NEW YORK BOSTON (U.S.A.) 
J.E. G. VAN EMDEN P. SARASIN Y. K. YABE 
THE HAGUE BÂLE TOKIO 


ISSUED QUARTERLY 


Subscription 30s. post free per Volume of Four Parts, the 
Parts not being sold separately 

Back Volumes are available, bound in half leather. Prices on 

application to the publishers 


Contents of Vol. XVII, Part I 


ORIGINAL PAPERS. MELITTA Scumipeserc: A Note on Suicide. Kari 
Mgnwincger: Purposive Accidents as an Expression of Self-Destructive Ten- 
dencies. M. N. Sgarc: Infantile Ideals. Tuergse BENED&K: Dominant 
Ideas and their Relation to Morbid Cravings. Lupwic JexeLs: The Psychology 
of the Festival of Christmas. CHartes: The Unconscious Significance of Hair. 
Ropert WALpDER: The Problem of Freedom in Psycho-Analysis and the 
Problem of Reality-Testing. 


SHORT COMMUNICATION: ADRIAN STEPHEN. 


ABSTRACTS, BOOK REVIEWS, BULLETIN OF THE PSYCHO- 
ANALYTICAL ASSOCIATION anno REPORTS OF SOCIETIES. 


Published for the Institute of Psycho-Analysis by 


BAILLIERE, TINDALL & COX 
7 & 8, Henrietta Street, Covent Garden, London, W.C.2 


JOURNAL OF MENTAL SCIENCE 


CONTENTS FOR MARCH, 1936 
PAGE 
Original Articles— \ 
Functional Localization in the Thalamus and aa anit bed W: £. 
Le Gros Clark, F.R.S. i 99 


The Liver in Epilepsy: A Suid in the EETA of the Lævulose 
Tolerance Test; by Arthur Guirdham, M.A., D.M.Oxon., D.P.M.Lond., 


and A. W. Pettit ‘ ‘ ; ; ‘ R ‘ , ‘ À « 289 
The Effect of Sodium Evipan on the Cerebro-spinal Fluid Pressure ; wis 
EN. Butler, MRCS. LRP DP MER. ‘ 131 
An Approach to the Problem of Fear in Children ; ay Ki y Weber, 1 M.D., 
B.S., B.S¢., D.P.M.Lond. . ‘ 136 
Studies in hi alee : ny D. Ewen Cameron, M.B., Ch.B.Glas., D.P.M. 
Lond. . | 148 
Reviews . è ; ‘ ; : ; s À 5 “362 


Der Aufbau ies ad: Einfihrung i in die Biologie unter besonderer 
Berücksichtigung der Erfahrungen am kranken Menschen; by Kurt Gold- 
stein.—Die Seelenstérungen der Blutdruckkranken: Beiträge zur psychia- 
trischen Alterspathologie und zu einer “Psychiatrie auf patho- -physiologischer 
Grundlage” ; by Æ. Araff—Nouveau Traité de Psychologie ; by Georges 
Dumas. — Objective and Experimental Psychiatry; by D. Ewen Cameron. 
—Constitution and Health; by Raymond Pearl.—Chronic Nasal Sinusitis 
and Mental Disorder ; by F. A. Pickworth.—Diseases of the Nervous 
System ; by S. E. Jeliffe and W. A. White.—The Patient and the Weather ; 
by W. F. Peterson and M. E. Millikin.—Des Reflexes Conditionnels ; by 
G. Marinesco and A. Kreindler.—An .Introduction to the Theory and 
Practice of Psychology ; by Z/. Wynn Jones, M.A.Oxon., Ph. D.Leipsig.— 
Hughlings Jackson Memorial Volume; edited by Prof. Ladislaw Benedek. 
—The World and Neural Induction (Il Mondo come Induzione Neurica] ; 

by Enzo Lolli. 


Epitome of Current Literature . í 180 


1. Anatomy and Physiology.—2. TOEN NN st Paychopathology. —}3. 
Psychiatry.—4. Neurology.—5. Pathology and Biochemistry.—6. Pharma- 
cology and Treatment. 


4 


CONTENTS OF SUPPLEMENT 


The Royal Medico-Psychological Association.—South-Eastern Djvision.— 
Scottish Division.— Eleventh International Congress of Psychology. — 
Fortieth Congress of- French-speaking Alienists and Neurologists.—Inter- 
national League Against Epilepsy.—Notices by the Honorary Librarian.— 
Notices by the Registrar.—Notices of Meetings. 


ADLARD AND SON, LIMITED, 2I, HART STREET, LONDON, W.C. I. 


BY AUTHORITY OF 
- ROYAL MEDICO-PSYCHOLOGICAL ASSOCIATION 


a 5 EDITORS 


McRae, M.D., F.R.C.P.E. 
Alexander Walk, M.D., D.P.M. 
G. \ IH. A a iia M. R.C. S. L. R.C.P., D.P. M. 


LONDON 
A CHURCHILL, LTD. 


Yearly, price Six Shillings net. 


oe, 


( av eva eS Te: 
Digitizedby GO ) SR IC 


| | MAY, 1936. 


ee 


THE JOURNAL OF MENTAL SCIENCE. 


Communications on general editorial matters, including MSS. 
for publication, books for review and other printed matter, should be 
sent to the Editors, Cane Hill Mental Hospital, Coulsdon, Surrey. 


Communications regarding the Epitome section, including journals 
to be abstracted, should be sent to the Editors, County and City 
Mental Hospital, Burghill, Hereford. 


Communications and inquiries regarding sales should be addressed 
to the Publishers, Messrs. J. & A. CHURCHILL, Ltd., 104, Gloucester 
Place, Portman Square, London, W.1; and those regarding Adver- 
tisements to Messrs. S. FRETWELL & Co., 57 and 59, Ludgate Hill, 
London, E.C.4. ’*Phone: City 4579. 


THE ROYAL MEDICO-PSYCHOLOGICAL ASSOCIATION. 


PUBLICATIONS. 
From Messrs. ADLARD & Son, LTD., 
21, Hart Street, Bloomsbury Square, W.C. 1. 


‘‘ The Clinical Study of Mental Disorders.” By J. R. Lor, C.8.£., M.D., F.R.C.P.E. 
Price 6/-. Post free. 


The Charter and Bye-Laws of the Association. Prii 1/-. Post free. 
Engraved Book-Plate of the Association. Price 1/-. Post free. 


woe Registration of Mental Nurses.’’ Parts I and II. Price 6d. each. 
ost free. 


From Messrs. J. & A. CHURCHILL, LTD. : 


General Index of the Journal, vol. lv to Ixviii (inclusive). Price 2/6. Post free. 
Binding Cases for the Index, price 2/- (post free), are obtainable from Messrs. Adlard & 
Son, Ltd., who also undertake binding, including case, for 4/6. 


Catalogue of Library of the Royal Medico-Psychological Association. 1928. 
Price 2/-. Post free. 
From Messrs. BAILLIÈRE, TINDALL & Cox: 


‘t Handbook for Mental Nurses.’’ 7thedn. 1923. Price 6/- net. 
‘ Manual for Mental Deficiency Nurses.” 1931. Price 6/- net. 


From the REGISTRAR, St. Andrew’s Hospital, Northampton : 
= Rules | for the Examinations for the Certificates of Proficiency in 


“ Rules” Mental Nursing and in Nursing Mental Defectives. Price 
“ Syllabuses ” 2d. each. Postage 4d. 


T a e r a ee EEEE EE ES ee a E ee E 


Made and printed in Great Britain by Adlard & Son, Ltd., 21, Hart St., W.C. 1. 


THE 


JOURNAL OF MENTAL SCIENCE 


[Published by Authority of the Royal Medtco-Psychological 
Association. | 


No. 338 [5m MAY, 1936. VoL. LXXXII 


No. 302. 


Part I.—Original Articles. 


ARTIFICIAL PSYCHOSES PRODUCED BY MESCALINE.* 


By ERICH GUTTMANN, M.D.Munich. 
The Maudsley Hospital, London. 


PROGRESS in general medicine is brought about by clinical observation or 
carefully controlled experimental research. In psychiatry there is little 
opportunity for the latter approach. One of the few methods available at the 
present time is the use of intoxicating drugs. It was Kraepelin who first 
emphasized the importance of studying psychological changes produced by 
drugs. Following his lead many observers have tested their action on various 
psychic faculties. Copious data have been collected about such agents as alcohol, 
caffeine, hyoscine and cocaine. But the value of these observations in bringing 
about an understanding of the psycho-pathology of the major psychoses is 
limited, since it is rarely possible to produce the picture of a true psychosis 
without giving the drug in amounts sufficient to bring about dangerous or 
chronic intoxication. 

Mescaline, however, is a substance which produces psychotic phenomena 
without immediate risk or deleterious after-effects. On an expedition to 
Central America in 1886, the pharmacologist Lewin heard of a peculiar intoxi- 
cating substance which the Red Indians used for religious ceremonies. He 
found it to be a small cactus, from which the mescal buttons originate. The 
plant, called Peyotl by the natives, was identified as an anhalonium and was 
named Anhalonium Lewinii. The use of the plant for ritual purposes goes many 
centuries back. The peyotl cult spread to the North American Indians, where 
it can still be found. The rites vary from tribe to tribe. The publications of 
Lewin, Beringer and Rouhier give information on many interesting historical, 
ethnological, botai ical and pharmacological points. The most active of the 
several alkaloids discovered in the mescal buttons is mescaline, a well-defined 


* Paper read before the Quarterly Meeting of the Royal Medico-Psychological Association, 
London, February 26, 1936. 
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substance which can be obtained synthetically. The first self-observations of 
mescaline intoxication were published by Prentiss and Morgan (1895), Weir 
Mitchell (1896), and Havelock Ellis (1896), who used the original mescal buttons, 
which were taken by the mouth. Their results do not differ greatly from the 
findings gained with the pure mescaline, which was first used by Kraepelin’s 
_ collaborators, Knauer and Maloney, for the study of hallucinations. Little 

attention appears to have been paid to the complete clinical picture produced, 
and only one self-observation was published, that by Serko. Since the war 
experiments with mescaline have been renewed at Heidelberg. Mayer-Gross 
and Stein have investigated alterations of sensory perception during the 
intoxication, Beringer has published a monograph on the history and clinical 
picture of mescaline intoxication, and Rouhier a very complete account of the 
ethnology and pharmacology of peyotl. Many psychiatrists and psychologists 
have also gained personal experience of psycho-pathological phenomena such as 
hallucinations and delusions by self-administration of the drug. 

The following description is based on 60 personal observations,* mostlv 
on normal persons. A synthetic preparation of mescaline was used throughout, 
kindly provided for me by Dr. Slotta, Professor of Chemistry at Sio Paulo, who 
has developed a new method of synthetizing mescaline and kindred substances. 
Generally it was injected, but sometimes given by mouth. The dose varied 
between o'I and 0-4 grm. 

The physical symptoms may be mentioned first. There is always a mydriasis 
of several hours’ duration. The pulse becomes rapid, and the blood-pressure 
rises by 10 to 20 mm. Respiration is usually normal, but overbreathing in 
two cases accompanied excessive anxiety, while another case exhibited a 
rhythmical change of breathing resembling a Cheyne-Stokes attack. Nausea or 
vomiting is common at the beginning, if more than 0:2 grm. of the drug is used. 
Other vegetative symptoms such as blushing, sweating, salivation and abnormal 
dryness and thirst are very variable in their occurrence. One subject showed 
an intense desire for a particular food (chocolate), and several asked for cham- 
pagne, apparently to overcome their depression or retardation ; on the whole, 
however, they have little or no appetite. 

Although visions are the best-known symptom of mescaline intoxication, 
. hallucinations of other senses occur, and will be described first. Smell and 
taste are rarely affected. One of my subjects asked for a glass of water and 
reported, “ To my disgust it smells like a glass of paraffin ”. He was so 
convinced that he asked the nurse if she could smell it as well. Another 
noticed a smell like chloroform and ether. Havelock Ellis mentioned an 
olfactory hallucination—“ the air seemed filled with vague perfume ’’. Some 
subjects said that real smells appeared particularly obtrusive or altered in 
quality. A few complained of bad taste in the mouth ; soda-water tasted 
“awful” to one of my subjects. Ellis observed an abnormal co-ordination 


* The first experiments were carried out in collaboration with Prof. J. Lange, Breslau. 
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between taste and sight ; he noticed that a high intensity green produced for | 


him a sweet metallic taste, while blue had a taste which resembled phosphorus. 
Similar synesthesia will be mentioned later on. 


Very commonly the subjects complained of being hypersensitive to noises. | 


True auditory hallucinations are rare, but on some occasions observations were 
reported such as—‘ I thought I heard the sound of violins, as if the air itself 
was singing. There was a tune which could not be of this world ; it formed 
itself from nothing”. Intelligent subjects sometimes described a hyperacuity 
of their auditory perceptions. One of my subjects was disturbed by the 
scratching of my pencil on the paper when I wrote; as D. H. Lawrence 
put it, “ she could distinguish the sound of evening flowers unfolding ’’. The 
localization of tones may be changed peculiarly. Two subjects reported that 
the sounds surged towards them in an impressive way; one added, “as if 
I were within the tune ’’. 

Sometimes familiar noises and voices acquired strange qualities, and were 
described as loud, shrieking or terrifying. 

The disagreeably obtrusive noises were frequently misinterpreted. Still 
more common was a doubtful, suspicious attitude to the content and characters 
of what was heard. This character of the perceptions cannot be separated 
from the total attitude, which we shall have to speak about later on. 

Tactile sensation was impaired rather frequently. Some subjects complained 
of paresthesia in the tips of their fingers, others of numb feeling in the face, 
“as if there were a swelling of the lip’’. One person said she felt as if the 
skin was “ unusually vivid ’’. Cold and warmth were perceived abnormally. 
Objects felt too hard or too soft. Metals seemed flexible like wax. ‘‘ The 
weight of objects changed ; small objects like a fork appeared to become so 
heavy that I could not lift them.” 

Most striking are the sensations related to the perception of one’s own body. 
“ There’s a funny feeling in the whole of my body ” was a common remark. 
Frequently subjects noticed that their limbs changed size and shape indepen- 
dently of, and uninfluenced by, visual perceptions. ‘‘ There were funny sensa- 
tions in my right hand. If I looked at it and observed its normal shape I had 
nevertheless the feeling that 1t was huge and inseparable from the surrounding 
space.” Loss of orientation upon the body, of the localization of the extremities 
and of the perception of their connection with the total organism are frequent 
and characteristic. “‘ Gradually the feeling of the body vanished, the position 
of the limbs could not be localized ; the posture of the body could hardly be 
determined ; it could scarcely-be separated from its surroundings.” One of 


my subjects raised her hand, dropped it again and reported that she felt as if 


her hand might hover in the air, although she knew through the dropping of 
the hand that it was lying on the cushion. _ Another subject felt that his 
left arm had disappeared. Another said, “ There was nothing left of my 
body but a humming feeling ; I had no bowels any more ”', or, “ Instead of 
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my body I only noticed slight rhythmic waves ”, or, “If I sat down com- 
fortably there was only the head left”. A remarkable description of such 
bizarre sensations was given by Serko. He wrote: “ Involuntarily I paid 
attention to the position of my limbs, which I perceived in an unusually clear 
and distinct way. I felt my body particularly plastic and minutely carved. 
At once I had a sensation as if my foot was being taken off . . . then I 
felt as if my head had been turned by 180 degrees. My abdomen became a 
fluid, soft mass, my face acquired giant dimensions, my lips swelled, my arms 
became wooden, my feet turned spirals and scrolls, my jaw was like a hook 
and my chest seemed to melt away.”’ 

Some persons have less fantastic and more pleasant experiences: ‘‘ There 
came over me a feeling of bodily lightness. When I walked my limbs had no 
weight ; if the toe of my shoe touched the wall there was no hard contact. 
This sensation of weightlessness persisted, I think, throughout the whole of 
the time that I was under the influence of the drug, but after its first onset I 
quickly became accustomed to it ; it seemed inevitable and natural, and I did 
not again notice it until I was beginning to emerge into the everyday world.” 
Other persons felt their limbs heavy. Some people mistakenly felt as if they 
were trembling or shaking or swaying. Sensations like these are sometimes 
followed by movements such as grimaces and mannerisms. Thus a subject 
said: ‘‘ The first change I noticed definitely was some dullness and stiffness, 
especially in the face. I lost control of the position of the face. This 
uncertainty was very disturbing and disagreeable. I pulled faces. After- 
wards the chewing muscles were affected, later on the muscles of my back. 
The tension made it pleasant to clinch the teeth and to sit bolt upnght. I 
became restless because everything was so stiff, exactly as I had started 
grimacing because of the stiffness of my face. It was as if I was always 
trying to find a new position.” One of Knauer’s subjects reported—“ To my 
great surprise I realized that I had no head, but in its place a sheet of ground 
glass, such as is used in a camera as a screen . . . where my ear was, 
was an insoluble mystery ; I could not find it so long as with open eyes I 
followed and controlled the movements of my searching hand. I was quite 
unconscious of the position of any part of my body’’. It is interesting to 
learn that changes like those described were noticed also in the phantom limbs 
of persons who had had amputations and who were given mescaline by Zador. 

‘The majority of subjects realized as the first sign of disturbances in the 
visual sphere that the colours of the objects were intensified. They became 


. more obtrusive, although the hues themselves did not change. The contrasts 


became more marked, the after-images increased in intensity and duration. 


- Soon after the objects acquired coloured edges; they changed their colours 


and finally true hallucinations appeared. In the beginning one could often 


- provoke them by pressing the person’s eyeballs. First, entoptic phenomena 


appeared, stars, lights, flashes, colours. The hallucinations were more distinct 
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in a dark room than in daylight. Some persons experienced them only under 
such conditions. The spontaneous hallucinations consisted at first in coloured 
clouds or mists or patches. Characteristic geometric forms were seen—orna- 
ments, architectural patterns, carpets, nets or lattice-work. These ornaments 
were usually arranged in long rows or other regular patterns. Here is an 
example of a self-description: “ The visions began. I saw them when I 
closed my eyes, and especially when with my hands I shielded my~.closed 
eyelids from the light, never when my eyes were open. At first they were no 
more than indefinite white clouds, moving on a dull black ground. Soon they 
became more clearly defined, and resolved into an interlacing pattern of white 
lines. The background became a deeper and a richer black, the lines themselves 
were exquisitely sharp, fine and delicate. I saw a human eye, some faces 
traced by the lines in their earlier stages, but for the most part the rich black 
ground was covered with meaningless arabesques, never still, crossing and 
interweaving in an endless flow. Every line was duplicated, its outline repeated 
beside it again and again, growing at each repetition fainter, until, infinitely 
multiplied, it receded into eternity. Now colour entered the scene. The 
white lines turned first to yellow and orange, thickening until broad patches 
of brilliant colour glowed against the black, always beautifully defined. Other 
colours appeared, a superb emerald green, iridescent as a humming-bird’s 
wings, a red like the sound of a trumpet, a flaming orange, a vivid purple.” 
Next the shapes of things were distorted and disfigured in every dimension. 
Sometimes bits of them disappear, although there is no definite defect in the 
visual field. “ The faces of the persons round me changed permanently, 
sometimes extended in this direction, sometimes in the other ; sometimes a 
half of the face appeared as if dented, the chin was missing, the forehead 
magnified, the eyes huge and menacing.” The most peculiar disturbance was 
the alteration of the perception of movements. There is an increase’as well 
as a decrease of perceived movements. The former phenomenon is rarer. 
One of Beringer’s subjects, if one moved a burning cigarette in front of him in 
the dark room, saw, not a line or a circle as normally, but a number of small 
glowing marbles. They were so distinct that he was able to count them. There 
was no trace between them but the intervals were dark. In contrast to that, 
one of my subjects said: “ When I happened to look at a burning cigarette it 
started sparkling like firework ; the whole room was filled with small fiery 
stars. If the cigarette was moved, circles, oblongs and other shapes appeared. 
The hallucinations moved to and fro, the rings and circles danced, things 
swayed, the lamp on the ceiling, the pictures on the walls moved up and down. 
Also the faces of people were in constant movement and showed extraordinary 
distortions of expression.”’ 

The visual hallucinations were not limited to such simple ex -complex 
scenes wer j d: “Then I was transported a thousand miles 
away from the surface of the earth. The distance I knew to be exactly a 
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thousand miles. I was looking at the heavenly body, which was glowing like 
an iridescent plum-pudding suspended in the sky exactly a, hundred miles 
above the earth. It had become the source of the lightning. } The surface of 
the earth was corrugated by three chains or rather massifs of snowclad 
mountains. These were three continents, and it was a matter of cosmic 
importance on which of these three massifs the lightning would strike. For in 
that continent civilization would be kindled. The surfaces of the three 
continents, their snowclad mountain ranges, became lit up with innumerable 
pinpoints of white pointed flame which seemed to be beckoning to the lightning 
to strike them. I looked up at the heavenly body, and saw with a mixture of 
surprise and a sense of the inevitability of the event that it had changed into 
a sun god. This was a sort of Aztec figure, whose head was set in a halo of 
waving plumes of yellow light which I connected somehow with the tails of 
flagellosperms. When I looked down at the earth again, I saw that the surfaces 
of the mountain ranges were no longer covered by beckoning flames, but by 
innumerable pairs of white uplifted arms, stretched towards the Aztec figure in 
the sky. I looked again at him to see how he was proposing to respond to 
these supplications and was surprised to find that he had changed into Dr. 
N. N—, who was, at the same time, God. He seemed about a mile high, 
and I saw him in profile, dressed in a long white robe or toga, like a Cesar 
participating in a triumph—a wonderfully majestic figure. In his extended 
right hand he held the lightning in a flickering sheaf of electricity.” 

~, The alterations of the perception of movements are connected with a change 
of the perception of space, as will have been gathered already from what has 
just been said. Observations have been reported such as—‘ The space was 
peculiarly distorted. It had new dimensions, indescribable new qualities ”’ 

s Very characteristic are remarks on the infinite extension of rooms. Very 
frequently one hears them described as long cloisters, pillared halls, corridors 
and so forth. As with many other symptoms of mescaline intoxication, these 
phenomena exhibited fluctuations of intensity which in this instance were 
described as changes in the lengths of these corridors. One of my subjects 
reported that he felt he was moving into a tunnel and saw that he drove away 
quickly from the entrance and the next moment dashed again towards it. 

» These disturbances can hardly be separated from the alteration of time 
perception which is a very usual symptom of mescaline intoxication. “ Time 
passed with little sense for me of its passage ” said Weir Mitchell, and Knauer 
and Maloney observed that persons under the influence of mescaline enormously 
over-estimated time periods. Seconds seemed minutes, minutes seemed 
hours. One of the persons investigated who had been left half an hour in the 
dark thought he had lived through the whole night in this time. They inves- 
tigated this phenomenon experimentally, and found that the over-estimation, 
although largely subjective, was still demonstrable objectively. 

Reports like the following are self-descriptions of mescaline intoxication : 


N 
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“ Time seemed to stand still. I had a feeling of relief when I heard that it 
was five minutes later. I was dreadfully impatient. I was the more embar- 
rassed that it was impossible for me to follow the small hand of the watch 
or to count my pulse to orientate myself.” “ I drank a spoonful of soup, looked 
around me, and looked down again at my plate; it had been in front of me 
for hundreds of years. But my movements, the conversation at the table, 
were no slower than in normal life ; indeed they appeared somewhat accelerated. 
I must have kept everyone waiting—that was my first momentary thought. 
Then I realized that if it were true they had been waiting for zons, that it 
could not be true; and in fact of course it was not.” 

In some experiments the subjects were asked to guess one second and to 
repeat it ten times. The times for these ten intervals were a little longer 
under the effect of the drug in all cases. Furthermore in all cases the 
objective time recorded became slower under the influence of the drug. 
When the subject was asked to tap at intervals of 15 seconds, and if asked to 
keep on repeating this time interval, the result was similar; the average 
time became markedly shorter in the majority of the experiments. Only one 
subject showed an extension of the times tapped. This was the man who 
reported the standstill of time so impressively. He stated clearly that during 
the experiment he always was aware of his disturbance. Afraid that his over- 
estimating of time would give a wrong result, he tried to allow for the 
subjective extension of time and then over-compensated. 

A very interesting phenomenon im the field of sensory alterations during 
mescaline intoxication consists of abnormal synesthest@ in persons who in 


their normal condition have none. The irradiation of sensations from one \ 


sense to another can take place without the existence of hallucinations, or more 
commonly it can accompany and modify pre-existing hallucinations. “ When 
I closed my eyes, I saw lovely lines and patterns. They began to move to the 
rhythm of the wireless outside. With the deeper tones the colours changed 
into blue and black, the lines became greater and more compact, the rhythms 
quicker. When the music became louder the lines and colours were vivified, 
the movements became more complicated and the colours changed towards 
yellow. If there were pauses in the music, or if a door were banged, the whole 
picture stood still, a bright yellowish red flamed up, which slowly turned into 
darker shades, and then the rhythmic movement went on.” Fernberger 
studied phenomena like these experimentally. Two of his observers reported 
that a change of the rhythm of the drum-beat had an effect on the rapidity of 
change of visions, and another observer reported the drum or rattle-beat had 
an etfect on the form as well. Only one of nine persons stated that no influence 
could be observed. Similar co-ordinations can be observed between all the 
other senses as well (Havelock Ellis’s observation has been mentioned above), 
and eventually in some cases a sort of chord of all senses is experienced. This 
may be illustrated by an observation of Mayer-Gross: “I felt, saw, tasted, 


f 
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smelled the tone. I was the tone myself. I thought, saw, felt, tasted 
my hands. Everything was clear, absolutely certain. Criticism is nonsense 
in view of the experience of the impossible.”’ 

The symptoms of mescaline intoxication are not exhausted by the enumera- 
tion of hallucinations, as one might suppose after reading popular descriptions. 
Looking at the total picture from a psychiatric standpoint, one is not only 
impressed by the variety of hallucinations, the beauty of the visions, the 
absurdity of bodily sensations, and the oddity of synesthesiz, but one notices 


~“ symptoms im other spheres as well. a ee generally opening the 
.picture, are very impressive. In the large majority of cases euphoria is 


characteristic. Its intensity varies, and it can appear in numerous shades. 
It often mercifully covers the initial nausea and sickness. The intoxicated 
persons are merry and cheerful, talkative and jocular. They feel superior to 
their surroundings. They often compare their state with a slight drunkenness. 
In fact the picture is similar, apart from the hallucinations. But alcohol 
intoxication leads to a simple weakness of intellectual functions, whilst mescaline 
produces a peculiar disorder of thinking which will have to be described below. 

At the beginning of the intoxication the subjects are aware of and surprised 
by their disinhibition. Later on some of them go into a state of extreme bliss 


way 


s exaltation or ecstasy. Others show a wise, more introverted sort of happiness, 


a sense of well-being, of careless and happy resignation, a quiet mirth, a pleasant 
laziness and satisfaction, a condition which one of Beringer’s subjects called 
metaphorically the mood of “ l'heure bleue’’, and which finds expression in 
Tennyson’s—- 


they came into a land 
in which it seemed always afternoon.” 


In other cases one sees a facetious jocularity with a tendency to superficial 
and bizarre associations. Finally we observed outbursts of laughter for which 


‘ no reason could be given even retrospectively. 
N 


Other subjects complain of poverty or lack of emotions: “ There is no 
joy . . . everything is indifferent.” A rather common emotional state is 


a bewilderment frequently related to the hallucinations. In other cases 
perplexity, with more or less anxiety, is the dominating affect. The anxiety 
may be a pure feeling of oppression with tremor, sweating and even over- 
breathing (leading even to tetanoid spasms). Other subjects are definitely 
frightened of things or persons. 

Pure depressions are rare. Some subjects complain of loneliness. Several 
reported suicidal tendencies. “ I saw the open window and felt inclined 
to step out on the window ledge. There was no real impulse to kill myself, 
but I wanted to fly out of the narrow room. Finally I shut the window because 
I thought my behaviour ridiculous, and I was afraid people might regard thisas 
a histrionic, demonstrative suicide.” Indolence, lack of criticism and judgment 
together with hallucinations almost led to accidental suicide in several cases. 
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One subject told us that he felt inclined to walk out of the window of a room on 
the first floor so as to test whether he could reach the lawn in one step. Only 
his laziness prevented him from doing so. 

There was hardly one experiment in which suspicion was not present at ~ 
some time or other. It varied from the slightest sensitiveness and resentful 
attitude to fully developed paranoid delusions. There is often great distrust 
towards the experimenter who is suspected of laughing at the intoxicated 
person. Other people are thought to look, smile or whisper at them. Doubts 
were uttered several times as to whether mescaline had really been injected, or 
ele only saline, or perhaps a very small dose only for testing the subject’s 
reliability, though marked psychopathological phenomena were described at 
the same instant. On the other hand the idea arose that there might be no 
experiment, but that the subject had turned mad spontaneously or been driven 
into lunacy deliberately. Repeatedly subjects wondered whether there might 
be poison in the food, and some of them refused to eat, drink or to smoke for 
reasons of that kind. 

Many subjects go through a stage of increased self-awareness. They feel ~ ~ 
susceptible to great ideas, and ascribe a particular importance to everything 
they do and think in this state. This is often expressed in subsequent sayings 
and letters on the “ unforgettable experiences ’’, “ the most interesting states ’’, 
in the thanks for “ giving me the opportunity to live some hours of my life 
intensively, to see the carpet of my life spread out in front of me in bright 
colours.” — 

Splitting of the personality has previously been described as the characteristic ~ 
symptom of mescaline intoxication. This term pointed to the fact that often . 
the observing egg faces the observed self in a very distinct and detached way. ~ - 


This capacity of self-observation and, of course, the clear recollection, is what a, 
makes mescaline intoxication so valuable an object for psycho-pathological 
studies. “ Partly,” one of my subjects said, ‘‘I am not responsible, partly 


I know what I do. There is always the other fellow present, the one with 

the 144 pulses.” However, the perception of and the attitude towards one’s 

own self varies. All degrees of depersonalization are experienced, ranging = 
from feelings of strangeness to complete loss of personality. Eventually it ; | 
becomes impossible to feel oneself as a distinct form. ‘‘All demarcation melts 
away ; one feels lost in the cosmos.” On several occasions subjects said that 

only some small points kept them in connection with reality ; the painful site 

of the injection, especially, played this role. 

Derealization—feeling of the unreality of things—is still more frequent than ~ 
depersonalization: “ I began to feel that things were not real, that I was 
sleeping and would wake up in a minute. I felt anxious I would not be sure 
if it were a dream or not.” Other examples: “The whole surroundings 
appeared to me as if I were returning after a long absence to a room which 
had previously been very familiar to me, but where now all the objects were 
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as if they had become quite strange and were saying, ‘ Go away again ; you will 
not find your previous relationship to us; you are quite strange and altered.’ ”’ 
“ During the whole experiment all doings and sayings of the persons round me 
were absolutely unintelligible to me, like the rules of a strange game.” “ My 
parents are so incredibly far away, so detached all friends, acquain- 
tances, relatives are at a far distance. I try hard to have some longing for a 
person, a place, a time, but I cannot get it.” 

In contrast to this states are described in which things are particularly 
clear and impressive. Thus Weir Mitchell writes : J‘ I had a certain sense of 
the things about me as having a more positive existence than usual. It is not 
easy to define what I mean, and at the time I searched my vocabulary for a 
phrase or word which should fitly state my feeling. It was in vain.” Another 
person said, ‘‘ The objects stood out more distinctly. The faces of the people 
around appeared to me more sharply outlined and more deeply furrowed than 
before without appearing actually disfigured.) 

Among the disturbances of volition the talkativeness may be mentioned 
again. This was described by some of our subjects as follows: “ I did and I 
said things which I disapproved of thoroughly without being able to help it,” 
or ‘“ When I read my tongue simply ran away with itself ’’. A sense of disquiet 
sometimes makes subjects rush about. However, lack of impulse and spon- 
taneity is more characteristic of mescaline intoxication. The persons sit 
about in lax and sunken attitudes. They do not answer unless pressed ; they 
move only if requested to do so, but once they respond they do it without 
resistance. They themselves say that they cannot make up their minds. This 
lack of decision renders even eating, drinking or going to bed almost impossible. 
Some persons saw the need for doing things, but had no will-power or hardly 
any. Negativism was also observed in some cases. One person answered ques- 
tions only by writing ; another one shook hands very reluctantly, and only 
after having looked round very suspiciously. Another subject was negativistic 
when she was asked to sit or to lie down. She refused food and was resistant to 
all suggestions. Several persons complained of their will being influenced : 
“ Her glance was fixed and menacing. It penetrated into my eyes. I felt 
that to be or not to be was at stake, unless I succeeded in escaping this dreadful 
stare. I felt powerless, forced by a terrible might, I had to face the abominable 
eye. At the moment when I thought I was to plunge into the vast emptiness 
of her pupil and to dissolve myself into nothing, the sound of my own voice 
reached my ear. I heard myself shouting, ‘I am hypnotized ’, and the spell 
was broken.” “TI felt I was not free any more, no more master of my senses ; 
I was afraid I had to take the knife.” 

Disturbances of thinking are present in every case. They are noticed at 
first subjectively. The subjects complain either of general slowness and 
hardness of thinking or of a lack of concentration: “ Thinking was difficult 
and slow. Asked about professional knowledge, I was only able to mention 
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the most elementary things. Concentration was difficult, but not as much 
from increased distractability as from blocking of thought.” Another one 
complained about the impossibility of following a sequence of thoughts to its 
end. Sometimes the subjects are able to tell more exactly the nature of their 
disturbances. Somebody said, “ If I was questioned I had a corresponding 
idea, and I tried to answer, but immediately another idea forced itself upon 
me. I began to form the answer, I started answering, but had to stop again.” 
Sometimes visual images interfere with speaking. One of the subjects analysed 
his disturbance of thoughts: “ Each word I thought was connected with a 
picture. This hindered my thinking, as the concrete pictures held me.” Others 
complained of flight of ideas and pressure of thoughts. Another variation of 
the thought disorder was compared by one of my subjects to a musical stave— 
she simultaneously had five trains of thoughts running parallel. 

A few words on the connection between thinking, imagery and the contents 
of the hallucinations may be expected here. The spontaneous utterances on 
this topic differ. Some of the subjects say, like the student mentioned above, 
that every thought is visualized instantaneously. In other observations people 
try in vain to provoke visual images. Immediately afterwards the desired 
pictures appear spontaneously. Fernberger was especially interested in this 
question ; in particular he tried to find out whether and how far the visions 
could be influenced or suppressed. This was because Petrullo had learnt from 
the Delaware Indians that it had become considered socially admirable and 
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desirable to suppress these visions. They stated that after some practice 


they succeeded in doing so. They also say that they can change the visions. 
Five observers in Fernberger’s group reported that the visions could be con- 


trolled in duration, in colour and form by suggestion. Only two reported a 


failure in this respect. 

In order to obtain an objective picture of the disturbance of thoughts some 
of the subjects were tested before, during and after the experiment. Dr. M. 
Slotta made these investigations, at the suggestion of Prof. Lange. Some of 
the experiments were spoiled by the psychotic behaviour of the subjects during 
the intoxication. The other experiments gave very consistent results. Sur- 
prisingly enough, the scores for Bourdon’s cancellation test did not differ under 
the influence of mescaline. The number of additions done under the intoxi- 
cation decreased to a large extent, whilst the number of mistakes increased. 
In a third test, in which the subjects were asked to sort some cards into two 
categories, the mistakes increased, and the time needed for the performance 
of the test went up considerably. The different result of the Bourdon test 
may be referred either to the fact that this test was always carried out as the 
trst of the battery or, more likely, to the mechanical type of effort it requires. 

In other cases the subjects were given tests generally used for testing 
concentration, reasoning and judgment, and in all cases of intoxication of 
considerable degree the failures were very striking. 
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~ Mescaline is known to the Red Indians as an anaphrodisiac drug. Knauer 
and Malone have previously observed that sexual ideas played no special role 
during mescaline intoxication. Beringer’s observations differ only in that 
he twice noticed the occurrence of homosexual inclinations. The persons used 
for these experiments were questioned about this topic. Nothing was noticed 
that would point to sexual stimulation or excitation. Only in five cases were the 
utterances of the persons equivocal. Three of them were psychopathic.patients. 
The first, under treatment for depression, talked about the history of his 
sexual impotence in the state of disinhibition at the beginning of the intoxi- 
cation. Similarly a second patient mentioned that she had masturbated as a 
child and had not dared to speak of it until now. A male patient, a morphinist, 
after the withdrawal of the drug, saw erotic pictures. Another subject who 
reported a vision in which a naked figure played an important role said after- 

‘wards: ‘‘ Though the evolution of the picture was in the highest degree erotic, 
I was in no way conscious of erotic sensations. On the contrary, I was lost in 
admiration of the magnificence of the figure and delighted with the unexpected- 
ness of the metamorphosis.” Fernberger investigated this side especially. 
His subjects, nine American scientists, noticed that calling up of erotic images, 
both visual and verbal, proved ineffective. In several cases physical auto- 
manipulations of the genitals failed to produce the usual physiological effect. 
The calling up of erotic images, visual and verbal, was equally ineffective. 
This anaphrodisiac effect of the drug would explain, according to Fernberger, 
the totally unerotic character of the ceremonies of the pevotl cult which is 
unlike that found generally in American-Indian ceremonies, and it may be 
of fundamental importance for the explanation of the mescaline symptoma- 
tology and its differences from other intoxications. 

These details of the symptomatology illustrate the variety of psycho- 
pathological symptoms which can be provoked in a normal person by means 
of this drug. The enumeration could be enlarged by many examples. Some 
components could be analysed more in detail by psychometric methods. But 
all this would not suffice to give a total picture of the mescaline psychosis. 
Therefore a short description in the usual clinical way may follow. 

There is no need to discuss the etiology. The noxa is known. It is 
this fact, so unusual in psychiatry, which makes mescaline intoxication so 
valuable an object of our studies. There is roughly speaking a direct corre- 
lation between the intensity of symptoms and the amount of poison taken. 

Very little is known about the working mechanism of the drug. Mescaline 
produces catatonia in animals (de Jong). But this effect is not specific enough 
to draw definite conclusions. According to Quastel, it reduces the respiration 
of brain tissue ; the effect is reversible. Investigations into its effect on the 
action potentials of the brain, commenced in Dr. Golla’s laboratory, do not 
as yet permit of any conclusions. | 

Y The course of the psychosis is typical. If one keeps to the experimental 
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conditions, one can predict the temporal development. The symptoms appear 
most quickly if the substance is injected intramuscularly, somewhat slower 
after subcutaneous injection, most slowly when given by mouth. The first | 
vegetative symptoms develop after 30-60 minutes. Next come the changes in ` 
mood, later the first anomalies of sensory perception, very often accompanied 
by the first disturbances of thought. If the dose has been large enough— 
about 0-3 grm.—hallucinations with alterations of perception of time, space 
and personality appear. After these symptoms have disappeared, there nearly 
always remains a more or less marked paranoid attitude which may be 
elaborated to a varying extent. A state of physical fatigue follows in which 
the tendency to introspection prevails. The subjective experiences of this 
stage gain a peculiar significance. Sometimes the subjects are concerned with 
their experiences during the acute intoxication, which they describe more 
extensively than precisely. Sometimes great problems of life such as God, 
nature, ethics, absorb their thoughts. This introversion is often associated ` 
with profound depression.| During the night after the experiment sleep is g 
frequently disturbed. Several times a re-occurrence of mescal hallucinations 
during the hypnagogic state has been reported. Some persons reported that 
they had to ruminate on the problems and ideas of the last stage for some subse- 
quent days. I have seen only one exception from this regular course. A 
student who had a relatively high dose fell into a negativistic stupor and refused 
food and drink. The starvation was probably the reason why symptoms of 
the intoxication lasted for 48 hours. On the whole, the course is so typical 
that one might be inclined to regard mescaline intoxication as an argument in 
favour of the ancient conception of a disease as something that befalls the 
organism and takes its course regardless of the individual concerned. But 
more detailed examination discloses many individual differences which involve 
fundamental problems for psychiatry. 

Some of the differences may be explained as variations of intensity. The 
severest intoxications, measured by the amount of the drug given, exhibit 
the most intensive vegetative symptoms, all the psychological features described 
above, and eventually produce true disturbances of consciousness with sub- 
sequent gaps of memory. 

If medium doses are given, all the symptoms described above make their 
appearance, but tend to be arranged into certain syndromes. The catatonic 
pictures are most impressive. All symptoms of stupor can be observed— 
mutism, lack of spontaneous activity, rigidity of muscles, negativism. Also 
catatonic impulsive actions, outbursts of laughter, bizarre hypochondriacal 
ideas fit into this picture. The scattered way of thinking, the disturbances 
of self-consciousness, the hebephrenic type of euphoria remind one of other 
schizophrenic pictures. So do paranoid features. One might be inclined to 
explain the latter in the light of the situation, many of our subjects being in 
a mental hospital for the first time. In such a situation, where in addition the 
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patients find themselves looked at by many people with interest and curiosity, 
asked funny questions and subjected to odd tests, one should not be surprised 
if they become suspicious. On the other hand, however, one has to bear in 
mind that the subjects were sensible persons who had considered the experi- 
ment before, and that people like these do not become paranoid in similar 
situations if they are not intoxicated. Moreover, many of them were medical 
students or undergraduates to whom the atmosphere of a hospital was quite 
familiar. Thus another factor must be assumed for the explanation of the 
paranoid reaction, and one is probably justified in attributing this to the 
alteration of the core of the personality—which is perceived even if it is not 
stated in spontaneous utterances and self-descriptions. This alteration is due 
to a physical, a toxic factor which in this example is a well-defined one— 
mescaline. It may be that something of similar, though unknown, kind is at 
the root of similar pictures observed in mental patients. One should keep 
this in mind when attempting to understand and to explain paranoid delusions. 

Mescaline intoxication itself has no direct clinical bearing, since addition to 
the drug in Europe is unknown. Experience has proved those authors wrong 
who supposed that the pleasant state of intoxication produced by it would 
quickly lead to addiction. 

The final aim of studies like these is to learn something of general importance 

~ for psychiatry. As has been said above, the first investigators were mainly 
. concerned with the physiology and pathology of sensory perception. Mayer- 
Gross and Stein were able to show that the anomalies of visual and tactile 
sensations can be explained as an alteration of the normal process of fatigue 
- and recovery of the sensory organs. They have pointed out how important 
for all theories on the physiology and psychology of sensory perception is the 
: fusion of all kinds of sensations in this exceptional state. Furthermore they 
have emphasized that “ illogical ’’ experiences like these might explain some 
reactions of schizophrenics, such as their incapacity to describe the absurd 
‘ world they live in. In their need to overcome this difficulty subjects may 
produce neologisms, as schizophrenics do under similar conditions. This has 
been noticed only once in these experiments. The subject reported: ‘ 
The coloured dragons had a perfectly obvious and indeed familiar name— 
spulaces (spume, spue, laces and laice)—and the emissions from their mouths 
were ‘ filicils.’ ” 

Two types of hallucinations are generally distinguished—simple and com- 
pound ones. Both are to be observed in mescaline intoxication. The former 
—lights, colours, flashes—remind one very much of what is described in some 
cases of migraine and after stimulation of the occipital lobe. Some examples 
have been given above of how far accessory sensory stimuli, psychic represen- 

' tations and thoughts may influence the visions. Zucker and Zador have 
utilized observations like these for analysing the various sources of complex 
hallucinations. Their findings cast new light on some phenomena in delirious 
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states in which the same mechanisms are at work. This is confirmed by some 
experiments by Zucker. This author gave mescaline to patients who had 
hallucinations. He found that schizophrenics were able to distinguish the 
experimental hallucinations from the pre-existent ones, whilst delirious patients 
were not able to do so. This method could be used for differentiating hallu- 
cinations if one keeps in mind the following source of error: schizophrenics 
have a greater tendency to auditory, confused patients to visual hallucinations ; 


therefore the contrast between the mescaline phenomena and the previous | 


experiences should be more striking for schizophrenics. Zador intoxicated 
persons with various disturbances in the optic system in order to find out 
some details about the mechanism of visual hallucinations. The following 
observation is interesting with regard to the problem of hallucinations in a 
defective visual field. A subject saw ocelli and reported: “ The shape of the 
ocelli were always the same—oval, the long axis being perpendicular. I recog- 
nized the shape as being that of a central scotoma which I have in my left eye.” 
I have had the opportunity of confirming one of Zador’s findings from my own 
experiments, namely that people with acquired peripheral blindness have 
mescaline visions of typical description. I had no decisive results in visual 
agnosia and colour-blindness, in the latter case because the dose given was too 
small to produce hallucinations at all. Some patients of Zador who were blind 
for long periods had the same disturbances of space perception as normal 
subjects, but the crucial experiment has still to be done - we do not know 
whether one can produce visual hallucinations or anomalies in the visual 
component of space-perception in congenitally blind persons. 

Dr. Maclay and I have tried to make therapeutic use of the effect of mescaline 
on the sensory functions. The drug was given to patients with depersonali- 
zation and derealization. The result was that the patients’ symptoms could 
be influenced for the period of the intoxication in so far as they complained of 
changes in the outside world (derealization). Depersonalization in the strict 
sense of the word, the feeling of one’s own personality having changed, remained 
unaffected by the drug. 

One cannot recommend giving mescaline continuously over longer periods, 
Since very little 1s known about chronic mescaline intoxication and its possible 
dangers. (Only Moeller has taken a small amount for twenty consecutive days, 
and he observed no symptoms of any kind.) It has been suggested that a single 
intoxication might be employed for convincing the patient that the terrifying 
feeling of unreality is reversible, and we use this impression as an adjuvant 
for reassurance. | As mentioned above, the state of acute intoxication 1s often 
followed by a period in which the subjects ponder over great problems. There 
is reason to suppose that patients in such a state may be very susceptible to 
psychotherapeutic influence. In order to utilize this upheaval one ought to 
know whether the material that comes to the surface during the intoxication is, 
in its psychological significance, equivalent to spontaneous phantasies, free 


—_— 


ae 


218 ARTIFICIAL PSYCHOSES PRODUCED BY MESCALINE, [May, 


associations or dreams. If it is so, the intoxication could be made use of as a 
sort of forced or concentrated analysis. Before this can be assumed, however, 
the question has to be answered, whether and how far the reactions during the 
intoxication belong to the personality and are specific for it, or whether they 
are characteristic for the drug or dependent on an interaction of both factors. 

As a contribution to this problem some experiments have been carried out 
by means of the Rorschach test. This is designed as a method for characteriz- 
ing a personality as a whole. In this country P. E. Vernon and A. Guirdham 
have discussed the value of this test in several recent publications. 

The technique in these experiments was different from that used by Wertham 
and Bleuler, who first used the test in persons intoxicated by mescaline. 
Following a suggestion by Dr. Vernon, the test was divided in the same way 
as was done by him for computing its reliability. One half of the test was given 


. before, the other half during the intoxication. The details of the procedure, 


the possible sources of errors and the attempts to correct them will be described 


Changes in Rorschach Responses in Mescaline Intoxication. 


Total number. “Whole.” “Movement.” “Colour.” 
Before intoxication . 281 . 75 (21) . 23(8) . 23(7) 
During intoxication . 348 . 6o (17) . 45 (13) . 43 (12) 


more fully in a later publication. Changes have been found in the total 
number of answers and the amount and percentage of “ whole’, “ colour ’’ 
“movement ” answers (see table). Moreover, the order and succession of answers 
are generally affected, as are also some minor points, viz., the originality of the 
answers, the tendency to perseverate and the quality of form answers. When 
the individual cases are analysed, the change in the proportion of ““ movement ’”’ 
and “ colour ” answers is very striking. This proportion and the other factors 
mentioned above are the chief data for characterizing the personality of a 
testee, and therefore the conclusion seems justified that during mescaline 
intoxication the personality is changed—at any rate in so far as it falls within 
the scope of the Rorschach test. On the other hand, these results cast some light 
on the significance of this method of appraising personality. The alterations 
of sensory functions, as analysed by Mayer-Gross and Stein, and the changes in 
Gestalt-formation, as found by Lewis and Hubert, may partly account for the 
findings in the Rorschach test. It may also be that the preponderance of 
sensory experiences during the mescaline intoxication is responsible to some 
extent for the change of mental behaviour. In any case, all these experiments 
show the importance of the perceptual sector of the personality, which has been 
somewhat neglected in the modern psychology of types, only Jaensch’s eidetic 
types being conceived along these lines. 

Jaensch has also tried to make use of mescaline for characterizing his 
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psychological types. He described differences between eidetics and non- 
eidetics in their reaction to the drug. Fernberger could not confirm his 
conclusions. Nevertheless Jaensch’s experiments remain interesting, since 
they were the first attempt to explain the individual differences in the clinical 
picture of the intoxication. This problem did not escape Beringer’s attention 
either, but he felt unable to solve it, in spite of his large experience. Bensheim 
tned to outline the differences between the reactions of cyclothymics and 
schizothymics. His results, based on a rather small case-material, are not very 
convincing. He says that emotions ranging between euphoria and depression 
are significant for the cyclothymic group, ecstasy for the schizothymic. Further- 
more, he points to the fact that the sensory phenomena in the first group are 
more intimately related to reality than in the latter. 

Experimenting with normal persons, one faces the difficulty of characterizing 
a personality in so simple a way that one can correlate it with the types of 
experimental changes. In patients or convalescents at least one side of the 
personality is definitely characterized by the reaction-type of the preceding 
psychosis. Kant has done interesting experiments in the line of such con- 
siderations. He examined the effect of small doses of hashish on manic- 
depressive and schizophrenic patients after the termination of their acute 
psychosis. He observed that the manic-depressive patients reacted in the 
form of their previous psychoses, i.e., the depressive ones became depressed, in 
marked contrast to the otherwise euphorizing effect of the drug. The schizo- 
phrenic patients, even the depressed ones, developed euphoria and anxiety. 
Exactly parallel observations were made by Zador, who used nitrous oxide, 
which also produced depression in depressive states, euphoria or anxiety in 
schizophrenic states. In Dr. Maclay’s and my own experiments with mescaline 
it was striking that pure emotional reactions were found in those cases that 
were clinically diagnosed as endogenous depressions. 

Variable as the psychotic pictures are, one cannot learn very much about 
the role played by the personality in symptom-formation if one is restricted 
to such types only as schizoid and cycloid. Experiments on the same individual 
either with different noxæ, or with various amounts of the same agent or with 
variations of accessory conditions, appeared to be much more promising. 
Lindemann and Malamud have reached interesting results, working with this 
method. They used psychotic or psychopathic patients as subjects and gave 
four different drugs to each of them. In this way they found very interesting 
differences in the psychological effect of the drugs used. 

Wolf and Curran have proved in careful investigations on a large material 
that there is no correlation between the kind of agent and the symptomatology 
of toxic-infectious psychoses (dysergasic reactions). The authors themselves 
have pointed out, however, that matters are different in mescaline and hashish 
psychoses, which do show a very characteristic picture. They rightly empha- 
size that the experiences with these drugs do not justify an all-inclusive 
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generalization. They reach the same conclusion that has to be drawn from 
these experiments, namely, that “there is need of a searching investigation in 
terms of the subject’s setting and individual equipment before specificity of 
reaction can be established ’’’. The experiments quoted above, especially those 
of Lindemann and Malamud, appear to be a promising beginning. 

There are only very few experiences gained by the method of repeated 
intoxication of the same person with the same drug. (Beringer published 
three cases.) There are four among my material. They are far from sufficient 
to permit a decision as to how far the picture of the reaction is due to the drug, 
how far to actual or permanent disposition of the personality. There are too 
many factors which have to be considered and may be varied experimentally 
or accidentally, the most important ones being the amount, time of resorption 
and course of excretion of the poison; the physical condition of the subject 
(state of health, metabolism) ; the psychic state (mood, intention, experiences, 
preoccupation, fatigue) ; the physical and psychic constitution. 

Only if it were possible to keep the majority of the conditions constant 
or to examine them over some time and to vary them separately could one 
get an exact knowledge about the influence of each individual factor. This 
means a vast amount of work. Before continuing experiments on such a 
scale one cannot help asking what has already been gained. It has been 
attempted in this paper to give a survey of the results which, disregarding 
many details, may be summarized in the following points: 

(a) A new aspect of disintegration of sensory function, namely in the 
direction towards synesthesiz. 

(b) A new idea of the importance of the perceptual sector within the 
personality. 

(c) Some therapeutic prospects, especially with regard to depersonalization 
states. 

(d) An opportunity of experiencing undescribable mental changes as a 
help in understanding the mental life of schizophrenics—a point so important 
for psychiatrists. 

For the future it may be expected that experimental work, as previously 
outlined, may lead to a better understanding of the complicated interplay 
of zxtiological factors in the origin of psychoses. Careful analysis of one 
intoxication like mescaline promises a reliable basis for knowledge in the field 
of toxic psychoses generally, and perhaps hints for the solution of the great 
problem of psychiatry, that of schizophrenia. 

I wish to thank Dr. E. Mapother for his kind permission to use the clinical 
material and the facilities of the Maudsley Hospital. I also wish to tender 
my thanks to Dr. K. Slotta, of the Butantan Institute, Sao Paulo, Brazil, for 
kindly supplying me with the drug used in these experiments. I am grateful 
to Professor Lange (Breslau) for his permission to make use of some 
experiments jointly carried out with him. Finally I have to express my 
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THE PROBLEM OF GENERAL AS AGAINST FOCAL SYMPTOMS 
IN CEREBRAL LESIONS: A CONTRIBUTION TO 
GENERAL SYMPTOMATOLOGY. 


By W. MAYER-GRoss, M.D., and E. GUTTMANN, M.D., 
The Maudsley Hospital, London. 


I. INTRODUCTION. 


SINCE the time of Ferrier and Hitzig, the effort to localize functions in the 
cortex has been elaborated until at one time there was thought to be a veritable 
mosaic of centres in the brain. This line of development has repeatedly been 
interrupted by investigators who denied the possibility of localization. In 
this paper we shall refer more particularly to the work of Goldstein, who in 
numerous papers, and in his new book, Der Aufbau des Organismus, has launched 
an attack on localization, which by virtue of its systematic approach outdoes 
all previous attempts of the kind. The chief objects of his scrutiny are the 
theoretical and philosophical principles of cerebral localization. Two of the 
ideas stressed by him may be anticipated here ; the need for defining what is 
meant by “ symptoms ” in cerebral pathology, and the importance of observing 
the general behaviour of patients with cerebral lesions. These ideas are well 
in conformity with the general methods of psychiatry. 

Psychiatrists have passed beyond the stage of isolating minute fragments 
of a clinical picture. Psychiatric diagnosis is usually based more upon total 
aspect of the clinical picture than on enumeration of single symptoms. The 
isolated symptom has less importance; what matters is its interaction with 
other symptoms, its influence on the total picture and relation to its actual 
background. The notion of a “ fundamental disturbance of function ”’ 
(Grundfunktionsstorung) fits readily into psychopathology. As an example 
we may mention the conception of “ insufficiency of psychic activity ’’’ put 
forward by Berze as the fundamental disturbance in schizophrenia. Gold- 
stein has worked out such a fundamental disturbance in patients with focal 
lesions of the brain; other authors (Bouman and Grtinbaum, Woerkom, 
Lange, etc.) have followed the same lines. Goldstein, reviewing different 
publications on the subject, comes to the conclusion that the fundamental 
disturbance found by different authors in different patients appears to be 
the same, wherever the focus is situated and whichever functions are mainly 
affected. The disturbances described by Bouman and Griinbaum as “ de- 
differentiation in the direction of an amorphous general impression ”, by 
Woerkom as “‘ disturbance of the representational function of the brain ”, by 
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H. Head as “ disturbance of symbolic formulation and expression ”, by Gold- 
stein and Gelb as “ disturbance of categorical behaviour ’’, are all the same to 
Goldstein, and are identical with what he has previously described as “ disturb- 
ance of figure-ground-formation.”’ ‘‘ The performances are less differentiated, 
more closely responsive to stimuli, more primitive, more concrete; the figure- 
background-formation has lost some of its constancy.” Nevertheless, one 
cannot deny that the symptoms found with lesions of different localization 
are different. It is therefore not surprising that these formulations of Gold- 
stein and other writers have been criticized as being diffuse and too general. 
Wagner and Mayer, for instance, have demonstrated by investigating a case 
of aphasia in a child that all these formulations can be applied in such a dis- 
turbance, but do not sufficiently define what is characteristic in the special 
case. Assuming that there is a fundamental general disturbance, one has 
still to consider why patients fail in different ways in carrying out different 
psychic activities. 

Before answering this question, which is the subject of the present paper, 
the problem has to be discussed whether or not there is only one fundamental 
disturbance. 

Goldstein’s conception of a fundamental disturbance of function has been 
derived from observations of focal brain lesions. Now, if localized brain 
damage produces general disturbances, we should expect identical symptoms 
if the brain is damaged diffusely. Clinical experience, however, shows that 
even the so-called diffuse brain lesions produce a variety of clinical pictures. 
These could be subsumed under one conception only by far-reaching abstraction. 
Thus one might speak of a “ lowering of the personality level” or of “ dis- 
integration of personality ”’, but in doing so one abandons any analysis and 
classification of psychiatric symptoms. Goldstein relates the difference of 
symptoms to the methods of examination used. He supposes that the circum- 
scribed character of symptoms in focal lesions has been created by clinical 
routine and the investigation of only the most obtrusive symptoms. He 
thinks that widening the field of examination would reveal disturbances of 
similar structure everywhere, even in fields which at the first glance have no 
connection with the main symptom. These conceptions of Goldstein cannot 
explain the difference in symptomatology of diffuse lesions. Furthermore, 
even in general disturbances like paralytic dementia, focal symptoms such as 
aphasia are frequently discernible, we think, independently of the methods 
of examination. On the other hand, many paretics do not show any such 
signs even if they are examined with the most refined methods. 


2. GENERAL DISTURBANCES. 


As the problems mentioned hitherto are quite familiar to psychiatrists, one 
might think of applying psychiatric terminology to them. However, the 
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terms used in psychiatry for describing general disturbances, e.g., “ dementia ”’, 
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“impairment of intelligence ’’, “lack of judgment ”, etc., are very vague. 
They need revision also in the light of the results of studies on focal lesions. 
First of all if premature theorizing is to be avoided, the facts must be classified 
and named. Some terms will be introduced below which are meant to be 
purely descriptive and not explanatory. The facts are generally known, and 
will be illustrated in what follows only where some rarer phenomenon is in 
question or a new viewpoint is being offered. 


a. Amnesic Syndrome. 


The amnesic syndrome, so frequent in organic conditions, is characterized 
by difficulty in retention* which affects the whole psyche. It is therefore a 
perfect example of general disturbance as here conceived. Although this 
syndrome may be exhibited in a variety of clinical pictures, its general unitary 
nature is incontestable. The variety of clinical pictures exhibited may be 
attributed either to different intensities of the disturbance itself, or to com- 
binations with other disturbances. The most extreme degree of pure amnesic 
syndrome is represented by the famous case of Grünthal and Stérring, which 
showed a total incapacity of retention. This patient clearly proved the 
generality of the disturbance in regard of the participation of all psychic 
spheres and its presence in every situation. The same generality can be 
found in cases of less intensive retention-difficulty as well, as they occur after 
slight carbon monoxide intoxication. In slighter cases the manifestation of 
the disturbance depends only on the relative difficulty of the actual task. 


b. Disturbance of Attention. 


Pick and Grünthal have sorted out from among the variants of the amnesic 
syndrome a symptom which they have called “ Eznstellstorung ’’. They have 
emphasized that in certain cases of Korsakov’s psychosis the reproduction of 
some material is dependent on the situation, in so far as facts which seem to 
be forgotten at one moment are easily reproduced on another occasion. 

Grünthal has collected very striking examples of “ Einstellstörung ” in 
cases of different ztiology : 


An engineer, æt. 23, suffering from carbon monoxide poisoning entered the 
Munich Clinic on February 3, 1925. During an interview on February 18 he at 
first answered correctly the question why he was in the hospital—‘' For observation 
of my health ’’—but a little later in the same interview he became doubtful about 
the date and apologized by saying, ‘‘ We were never asked that at school ’’. 
From this moment he answered as though he were in school. He called the 
doctor ‘‘ teacher”, and answered the question, ‘‘ How long have you been here ? ” 
with “ 4-5 years, nearly 6 years ”. After his real address had been mentioned by 
the doctor, he suddenly named correctly the firm for which he was working, and 


* Some authors have tried to relate this general disturbance to factors other than difhculty 
of retention, e.g., to thought disorder, loss of the time signal, change in instincts. However, 
this mav be, the disturbance itself is a general one, and to clinical observation it is the 
difhculty of retention that dominates the picture. 
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spoke of hisjob. At the end of the interview the doctors were mentioned again and 
the patient showed that he thought he was in the psychiatric clinic. 

Another patient of Grtinthal’s, a game-keeper, zt. 24, with a gunshot injury 
to the skull, seemed correctly orientated at the beginning of an interview (July 25, 
t923). After a few questions he mentioned Constantinople, and then slipped into 
a situation which he really had been in during the war. He called the place 
Bamberg instead of Munich, and declared he was in a naval hospital for venereal 
disease. 


This “ Enstellstorung’’ (difficulty in focusing attention) is a twofold 
disability. On the one hand, the patients cannot switch over from one topic 
to the other ; they do not stick to particular words, but they cannot get away 
from the subject-matter or the manner in which the subject has been presented 
to them, e.g., a patient is unable to understand a joking remark which the 
doctor makes during a serious examination, although they are able to appre- 
ciate it if they are adjusted to the humorous setting. Patients with this form 
of ‘focusing disturbance ’’ appear mentally rigid, mechanical and lifeless 
in all they do. On the other hand, they may be concerned with a subject very 
superficially, so that they do not mind contradicting themselves in two 
successive sentences. Pick, who described such cases, was able to prove that 
neither memory impairment nor lack of judgment accounted for this symptom. 
The patients did not feel urged to correct themselves. 

This “ focusing disturbance ’’ is another “general” disturbance in the 
sense as defined above. It can be demonstrated in many fields of psychic 
activity. In opposition to the view of Pick and Grünthal, it has been 
sugvested the focusing disturbance can be interpreted as a simple disturbance 
of memory. Cases like that of Grünthal and Stérring, in which memory 
was grossly impaired, but in which not the slightest “ focusing disturbance ”’ 
could be demonstrated, are definite evidence to the contrary. 

Since the two disturbances can occur independently of each other, their 
separation is justified even when they occur in the same case. As all general 
disturbances vary in intensity, we cannot be surprised if the combinations 
we find are different in appearance. Sometimes the retention difficulty 
prevails, sometimes the focusing disturbance. The interference of the two 
symptoms will be discussed later. 


c. Disturbances of Spontaneity. 


Different clinical pictures arise, if the amnesic syndrome is combined with 
la-k of spontaneity (Antrieb). The contrast of such cases to amnesics with 
an excess of spontaneity is most striking. The former are well known as sequele 
of severe alcoholism or skull injuries. These disorders of spontaneity represent 
a twofold general disturbance. Disturbances of spontaneity without memory 
impairment are familiar symptoms of post-encephalitis. Moreover we find 
them as a residual defect after alcoholic Korsakov psychoses, when the memory 
disturbance has cleared up. If hyper-spontaneity and the amnesic syndrome 
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coexist in the same case, they are frequently accompanied by euphoria. But, 
as has been illustrated in encephalitis, this emotional factor is separable 
from the two other symptoms. This affective element will be discussed as a 
particular type of general disturbance below. 


d. Poverty of Ideas. 


Lack of spontaneous activity has been supposed to cause a poverty of 
ideas. This conception has been applied to the bradyphrenia of post-encepha- 
litic states. But there are cases with poverty of thought in spite of excessive 
spontaneity. Goldstein has pointed out that this combination, so common 
in presbyophrenia, can also be found after brain injuries. We believe that 
this narrowing of the psychic world or lack of productivity called “ poverty 
of ideas ” is another form of general disturbance. It cannot be regarded as a 
secondary manifestation of the amnesic syndrome. On the one hand, the 
mental pliability of some amnesic cases has always struck the investigators ; 
on the other hand, epileptic deterioration is an example of how the psychic 
horizon may be narrowed without impairment of capacity for retention. 


e. Responsiveness to Stimuli. 


Another general disturbance is Retzgebundenheit, a forced responsive- 
ness to stimuli. This symptom, too, can be found in states of amnesia, 
especially in the more severe cases. In such cases the patients are at the 
mercy of every stimulus, they cannot protect themselves from being dis- 
tracted by everything; there is no guiding principle of attention. That this 
responsiveness is independent of the amnesic syndrome is proved by the 
occurrence of hypermetamorphosis (responsiveness and hyperactivity) in 
juvenile encephalitis and in the early stages of catatonia, where there is no 
retention disturbance. | 

As a counterpart of this unselected responsiveness we may take another 
disturbance characterized by an extreme selectiveness for stimuli (Retzdurch- 
lassigkeit). The patients only perceive what fits into the actual situation. 
They appear quite undistractable, and every sensory perception is distorted 
in accordance with the situation. 

A patient with post-traumatic amnesic state was observed who had no agnosia 
or apraxia. If he was given a cigarette, he put it in his mouth correctly and looked 
round for a match to light it. Then he accepted a pencil in one hand and a vase 
in the other hand, and tried to light the cigarette by striking the pencil on the 
vase. He did not notice the mistake nor did he correct it. On another occasion 


when he was writing, his pencil was taken away and replaced by a cigarette. He 
continued his writing movements, and did not notice that they left no trace on the 


paper. 

This disorder of extremely selective responsiveness is doubtless closely 
related to the fabrications of the Korsakov psychosis. Both may be con- 
ceived as originating from the tendency to round off the situation. Here, 
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too, Bonhoeffer and others have tried to explain fabrications by the retention 
disturbance, regarding them as substitutes to fill out the gaps. But as there 
are amnesics who do not fabricate, the memory disturbance may be considered 
as conditioning but not causing them. Furthermore, the dominating tendency 
to round off the situation in hypnosis illustrates the fact that there can be 
such selectiveness without memory impairment, in a state, even though not 
an organic one, conditioned as hypnosis undoubtedly is by a pre-formed 
cerebral mechanism. 


f. Disturbance of Consciousness. 


Both the disturbances we have just spoken of are frequently connected 
with disturbance of consciousness. This can be considered as a typical general 
disturbance, and is recognized as such by everybody. What we have pointed 
out about the amnesic syndrome can be applied to the disturbance of conscious- 
ness. There are also variations in intensity from case to case. In addition 
there are fluctuations of the depth of consciousness in the individual case. It 
is frequently combined with other general disturbances. Thus, amnesic 
patients sometimes give the impression of being sleepy, absent-minded and 
bemused, but only sometimes. It is more difficult to prove the reverse, viz., 
that disturbance of consciousness may occur without retention difficulty. 
Tests of memorizing in epileptic twilight states and observations on dreams 
have demonstrated that, if allowance is made for the perceptual difficulty 
that accompanies disturbed consciousness, memory is much less impaired than 
it appeared to be at first glance. 


g. Organic Orderliness and Slovenliness. 


Another general disturbance has been described in brain disease by Gold- 
stein, who calls it organic orderliness. He observed how particular his patients 
with brain injuries were in arranging their belongings. Similar observations 
can be made on rather deteriorated cases of diffuse brain lesion, as well as 
in epileptics. One most striking example was a case of severe presbyophrenia 
who, although unable to do anything purposeful, arranged in regular groups 
all the objects one put into her hands, e.g., she placed wooden letters 
in an exact square, without regard to their meaning. Observing such 
quasi-obsessional orderliness, one is inclined to interpret it as a compensation 
mechanism which is used by the damaged organism to overcome the demands 
of the surrounding world. However that may be, it does not account for the 
fact that slovenliness is more frequent in organic cases; it is a well-known 
symptom in the early stages of general paralysis, arteriosclerotic dementia 
and senility. So here we have a twofold anomaly of orderliness which is a 
general disturbance that cannot be derived from any others. Perhaps it 
might be subsumed as a special form of focusing disturbance ; but we do not 
think it useful to do so. 
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h. Affective Anomalies. 


Although affective anomalies can hardly be ranged alongside the 
disturbances hitherto described, emotional disturbances must inevitably be 
mentioned here. To give some examples: the joviality of alcoholic Korsakov 
psychosis, the irritability of post-traumatic cerebral cases, the periodic depres- 
sions or poverty of affect of some other organic patients. These organic 
emotional disorders may, as everyone knows, be entirely independent of 
the actual psychic content. How far are they dependent on the general 
disturbances enumerated above ? Is the depression of such patients an under- 
standable, emotional reaction to their incapacity ? Is the hilarity the sequel 
of the motor hyperactivity or the expression of the intellectual deterioration ? 
There are several arguments which contradict this opinion. First of all, the 
unbiased observer finds as many cases in which’ these connections are valid 
as others in which they are not. Furthermore, the onset, the intensity and 
the course of the emotional symptoms are very often so independent of all 
other signs and of environmental influences that the primary nature of these 
symptoms seems beyond argument. Finally we find emotional disturbances 
as quite isolated symptoms, e.g., in the beginning or as the residual 
symptoms in numerous organic conditions. 


This survey of general disturbances found in observations of diffuse brain 
damage does not claim to be exhaustive. The reader will perhaps notice the 
omission of any reference to intelligence in this list. We have deliberately 
avoided the conception of intelligence, since it appears too broad for use in 
this connection. Some of the general disturbances previously enumerated 
cover parts of it. Furthermore, the intelligence level of these patients cannot 
be measured by psychometric methods and standardized tests. Even if 
quantitative methods could be adopted in such cases, the important qualitative 
differences might escape investigation. 

For the purpose of preliminary description the disturbances have had to 
be arranged separately. Yet, having in mind the varying pictures, one sees 
that there are affinities between some types of general disturbance, e.g., over- 
spontaneity, unselected responsiveness and euphoria exemplify such a complex. 
A similar group is formed by retention disturbance, poverty of content and 
stimulus-selectiveness ; or obnubilation, slovenliness and “focusing dis- 
turbance ’’. Nevertheless, the uncombined cases and the variability of the 
combinations provide evidence for considering each of the single disorders 
independently. The amnesic syndrome can be found combined with each of 
the other general disturbances, therefore it has been used as a paradigm here. 
Apart from its special aptness for combinations, it is on the same footing with 
the other disturbances. 
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3. CATASTROPHE-REACTION. 


Goldstein has given the name of “ catastrophe-reaction ” (C.R.) to the 
morbid way in which patients with brain damage respond to situations 
with which they are unable to cope. It was he who first saw the biological 
importance of this change of behaviour. In his recent book he has extended 
the conception to all modifications of behaviour that may be exhibited when 
an organism is in distress. We shall, however, use the conception in its narrower 
sense, in relation to our actual topic. When patients with cerebral lesions 
reach the limit of their capacities, catastrophe-reaction appears. From the 
descriptive clinical standpoint the catastrophe-reaction does not seem to be 
unitary, but of a rather complex nature. The features exhibited by different 
patients in the critical situations vary ; we shall describe some typical forms: 

(a) Perseveration is the most common type of catastrophe-reaction. It 
occurs rather frequently in isolation, without any emotional component, such 
as anxiety, perplexity, etc. 

We leave it an open question how far the focusing disturbance mentioned 
above is perseveration working in a wider circle or vice versa. From the point 
of view of pure description the distinction does not seem difficult ; the patient 
with perseveration clings to details or single acts, whereas the patient with 
focusing disturbance clings to the situation as a whole and has the opportunity 
of variations within this field. ° 

(b) Fatiguability is another type of catastrophe-reaction. We frequently 
observe in patients with brain damage that they become tired very quickly ; 
they complain of it and their efficiency decreases. Their behaviour can easily 
be distinguished from aversion, sulking and other emotional defence reactions. 
The other extreme may also be found—cases in which as a consequence of an 
organic brain lesion normal fatigability is completely absent. 

(c) Another type of C.R. is steration. This is defined as a tendency to repeat 
fragments of speech ; it originates in a surplus of impulses over ideational 
production. 

(d) Iteration has some connection with haste, which we sometimes observe 
as C.R. in brain injuries. As soon as the patient gets into difficulties, he 
hurries up; in doing so he increases the number of mistakes, until he iterates 
or is entirely blocked. 

(e) This latter phenomenon can occur in other cases through gradual 
slowing dou'n, without the subjective feeling of fatigue. The decrease of 
eficiency is much more gradual than in the fatigue reaction described above. 
These patients accomplish more if they have more time at their disposal, 
and one feels they would finally succeed in every test if one gave them time 
enough ; then catastrophe-reaction could be avoided. All these reactions 
may be observed in patients who show no emotion from which they may be 
derived. 


230 FOCAL SYMPTOMS IN CEREBRAL LESIONS, "May, 


(f) Emotional reacttions.—In Goldstein’s conception of catastrophe-reaction 
anxiety has a predominant and central position. He regards it as the essential 
emotional factor, and seems by implication to identify it with the patients’ 
inability to master the actual situation. In fact, anxiety is common among 
the catastrophe reactions, but is certainly not the only affective response to 
difficulties of patients with cerebral lesions. Furthermore, one can distinguish 
at least two types of anxiety. Sometimes it is a primary biological reaction, 
contentless and underivable. In other cases the patients are aware of 
their incapacity and become perplexed and consequently anxious. With 
regard to emotional reactions other than anxiety and perplexity, some patients 
regularly become angry and antagonistic if they fail in answering the tests. 
The suspicion so readily aroused is another emotional C.R. This paranoid 
attitude, appearing whenever the patients’ utmost capacities are called upon, 
sometimes goes beyond what is understandable in the light of the situation. 

(g) One can discern another reaction in the peculiar behaviour of some 
patients which may be called “ pseudo-hysteric’’. We mean the flat denial of 
the defect by patients who apparently are able to perceive their failures. 
The simplicity of the reaction brings it close to what one usually sees in sulking 
children. Moreover, some organic patients shut their eyes to their ailment 
in a way which reminds one of the shamming of hysterics. 

All these types of C.R. may or may not occur together in the same case ; 
bence the variety of clinical pictures. This view need not be regarded as 
conflicting with Goldstein's idea of identical genesis and biological significance 
for all catastrophe-reactions. Our survey does not claim to be complete. 
Its aim is only to demonstrate the possibility of systematically analysing the 
catastrophe-reaction. 


4. THE RELATION OF THE CATASTROPHE-REACTION TO GENERAL 
DISTURBANCES. 


The relation of the C.R. to the general disturbances which have been 
described in the first chapter must be discussed in more detail. 

(a) If there is an extremely severe general disturbance, even the slightest 
demand upon the patient may drive him into a form of C.R. In particular 
cases this may reach the point where the patient shows a permanent C.R., 
so to speak, unless he is left to himself lying in bed. In cases in which the 
general disturbance is moderately severe, the patient 1s able to adapt himself 
to his environment to a certain degree if the other conditions favour it. He 
is free from C.R. as long as the milieu does not change. As soon as he faces 
something difficult, e.g. a medical examination, he fails and reacts in one of 
the modes described above. What “ difficult ’’ means in this connection is 
hard to define in brief, particularly as it varies from case to case. At any rate, 
change of environment leads to catastrophe-reaction. If patients of this kind 
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are moved from one ward to another they react either to the change itself 
or afterwards to any small task bya C.R. One patient is sensitive to emotional 
demands, another fails in concrete tasks, a third in abstract ones. These 
differences are largely dependent on what the patient is accustomed and adapted 
to, besides the type of general or focal disturbance. 

(5) If patients have only focal disturbances we see C.R. only in the affected 
field ; in fact, these C.R. are part and parcel of the focal symptoms, and may 
guide the examiner to a symptom otherwise not noticeable. Pick and Heil- 
bronner have shown that perseveration occurs mainly where difficulties arise, 
and the same applies to the other C.R.’s enumerated above. It is possible to 
a certain extent to diminish the intensity and frequency of the C.R. by 
conditioning the patient. On the other hand, C.R. can be provoked with 
almost experimental exactitude if one increases the demands in the field of 
the damage. 


5. THE PROBLEM OF FOCAL SYMPTOMS. 


In the preceding paragraph the existence of focal disturbances has been 
taken for granted. Still, we are aware that we have touched here the most 
debatable and important point, and at the same time the crucial test of our 
argument. Goldstein’s conception of the single fundamental disturbance 
inevitably leads to his giving up focal symptoms altogether. It may be worth 
while reviewing the clinical data which gave rise to the idea and still favour if. 

As we are here writing about focal symptoms, and not about focal lesions, 
the anatomical evidence, 1.e., the demonstration of circumscribed brain 
lesions in correspondence with special symptoms, may be omitted. The 
conception of focal symptoms originated with the observation of aphasic 
patients who exhibited disturbances in the limited field of speech, being other- 
wise unimpaired. All other focal symptoms have been described in accordance 
with this model. Goldstein doubts the circumscribed character of all these 
hundreds of cases published, stating that the focal appearance is artificially 
produced by neglecting minor symptoms of similar kind in all other fields. 
If one had searched, he says, one would have found them, and thereby proved 
the existence of a single general disturbance. 

Theoretically the most convincing argument would be to publish cases 
with one focal symptom and negative findings everywhere else. The finding 
of one absolutely intact field would suffice to shake Goldstein's theory. But 
Goldstein could still object that one had not fully investigated every function 
with adequate tests. 

We therefore prefer a second line of argument, namely, to demonstrate 
that focal symptoms occur independently in cases which admittedly have 
general disturbances as well. 

Some clinical facts that support our views are universally acknowledged. 
Although aphasic symptoms are not generally to be found in an epileptic 
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twilight state or in delirium tremens, they can occasionally be observed in 
these conditions. In general paralysis some cases showing signs of visual 
agnosia have been described by Lissauer. Every experienced clinician knows 
paretics with various focal symptoms. Even ill-defined diffuse focal symptoms 
(“ verwaschene Herdsymptome’’) are discernible within a general disturbance, 
and have proved their diagnostic value in Alzheimer’s disease. 

Our interpretation is strongly supported by a fact the significance of which 
has not yet been sufficiently recognized in this connection, viz., that focal and 
general disturbances can come and go independently during the course of a 
disease. 


One of our patients developed an amnesic syndrome following a severe carbon 
monoxide poisoning. A fortnight after the intoxication there was still a consider- 
able retention disturbance. At the same time, spatial disturbances, like those 
found in constructional apraxia, were noticeable. During the period of observa- 
tion the retention disturbance improved to a large extent, but the focal symptoms 
of apraxia showed very little tendency towards recovery. During the course of 
the disease, in which there is a combination of focal and general disturbances, the 
latter disappears, while the other remains. 


The opposite event, the appearance and disappearance of focal symptoms, 
regardless of the general disturbance, needs no clinical illustration. Aphasia 
and similar focal signs occur in the epileptic aura and post-paroxysmal states 
independently of the general obnubilation. Focal disturbances which follow 
paralytic seizures and improve after a relatively short time are well known, 
and have always been looked upon as additional symptoms. 


a. Relation of Focal and General Disturbances. 


If we agree on the separability of focal and general disturbance, still the 
question has to be answered whether there is a pure co-existence, or whether 
the two disturbances depend on, or influence, each other. Clinical experience 
does not furnish a conclusive answer to this problem. An exhaustive enumera- 
tion of all the possibilities is beyond the scope of this paper. For illustrating 
the variety of the inter-relation between general and focal disturbances the 
following cases may be taken as examples: 


In the first case (traumatic brain lesion in a case of sensory aphasia associated 
with general disturbances of a different kind) there was found a partial compensa- 
tion of the speech disturbance by means of hyperactivity. The patient showed a 
severe word-deafness with paraphasia; the hyperactivity was moderate in regard 
to speech, but the patient perpetually went about with pencil and note-book, 
and tried to make himself understood by writing. As he had only very little 
paragraphia he succeeded in doing so. He was always eager to keep up social 
contact by rendering little services, and kept inexhaustibly busy. 

Two other cases demonstrated various combinations of temporal lobe aphasia 
and general disturbance. 

The first patient was admitted in a delirious state after an accident. He was 
described as confused and restless. In his stream of talk paraphasic utterances 
and perseverations could be distinguished. In testing his understanding of words 
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one had to face the difficulty of distinguishing how far his mistakes were due 
to aphasia and how far they were part of the general disturbance; the latter 
consisted, in addition to over-spontaneity, in an extreme selectiveness to stimuli, 
thus producing the picture of delirium. One found the patient busily piling up 
his pillows like bricks ; he did not respond to spoken requests, nor react to stimuli 
of anv other description. Although the sensory aphasia did not play an important 
role in the general behaviour, it was present, and may have contributed to the 
patient's isolation within his delirium. Thus in the first stage of the illness the 
general disturbance prevailed over the focal symptom. Later on, the aphasia 
disappeared entirely, whilst the abnormal selectiveness to stimuli kept on for some 
time. 


The relations of the same components within a single clinical picture were 
quite different in the third case, which, in comparison with the former, 
demonstrates how much the factor of intensity contributes to the formation 
of the special picture : 


This patient developed, after a stroke, a complete inability to understand 
speech, noises or gestures, together with the hyperproduction of speech charac- 
teristic of temporal lobe aphasia. He used to talk with normal posture, expression 
and gestures; the melody of speech was well preserved. His manner was that of 
a political speaker—this had been his occupation—but what he said was incom- 
prehensible jargon. It was hardly possible to interrupt him by talking to him. 
Evidently, in the field of speech, one could not judge how far this inaccessibility 
was the effect of the sensory aphasia only, and how far a general disturbance was 
responsible for it. Optic, tactile and even pain stimuli, however, did not make 
anv breach in this talk, and did not change his attitude and behaviour. This could 
be explained only by assuming a general disturbance, of the type characterized 
by abnormal selectiveness for stimuli. This assumption was proved justifiable 
by numerous observations in which he reacted normally to stimuli that fitted in 
with the actual situation, although he was inaccessible to unsuitable stimuli. 


As another interesting example of co-existence and interaction of focal 
and general disturbance we quote the minutely analysed case of Lange: 


This patient, a man, xt. 38, was wounded in the frontal region during the war. 
On examination, fifteen years later, he had besides some neurological signs, pointing 
to the frontal lobe, some remainders of a motor aphasia, viz., a particular type of 
agraphia (“ Lautagraphie’’, Monakow). Furthermore, he had marked features 
of Waitzeisucht, poor spontaneity and a general slowness. 


Although Lange makes every effort to conceive all the symptoms as a 
unitary disturbance in the sense of Goldstein’s fundamental disturbance— 
described in his case as a “ shutting down of the stream of psychic energy ”’ 
—he cannot help looking at the agraphia and aphasia as “ Werkzeugstorung ” 
(a notion included in our concept of a focal disturbance), and as independent 
of the central damage which manifests itself in general disturbance. Expressed 
in other terms, Lange finds general and focal disturbance certainly separable, 
but modifying each other. On the one hand, the focal disturbance of 
speech prevents the manifestation of moria (Witzelsucht) in the field of 
verbal utterances (punning, rhyming, etc.) ; on the other hand, the general 
disturbance intensifies the focal symptoms. 
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Such an intensification is common as an effect of general disturbances like 
obnubilation, diminished spontaneity, whilst over-activity may reduce the 
manifestation of some disturbances in the patients’ behaviour. Similar 
interactions can easily be discovered wherever one takes the trouble to analyse 
pictures of organic impairment. 

As to the variability being determined by the relative intensity of the 
disturbances present, as mentioned above, that is proved by the extreme case, 
where a general disturbance, sufficiently intensive, entirely disguises the focal 
symptom, e.g., sometimes a tumour first causes focal symptoms, the pro- 
gression of the disease brings along an increasing obnubilation, until finally the 
focal symptoms disappear. 

In the same way focusing disturbance, general lack of spontaneity and 
other general disturbances can interfere with the demonstrability of focal 
symptoms. Such observations do not contradict the possibility of distin- 
guishing both groups in principle, and are not a fit basis for a theory. Any 
theory can account for the fact of the focal disturbance being swallowed up 
in the general disturbance. The theory must stand the test of the slighter 
cases which can really be examined. 


b. The Concept of Symptom in Cerebral Diseases. 


Up to this point we have been mainly concerned with general disturbances 
related to diffuse brain lesions. This selection was deliberately made for 
methodological reasons, and we have similarly used the expression ‘“ focal ”’ 
as a clinical term without questioning its anatomical basis. But this question 
must now be dealt with, if we are to account for the concurrence of different 
focal symptoms existing in the same case at the same time and presumably 
interacting. For this purpose we must consider the larger issue of what is 
to be understood by a symptom in the most general sense, and also the 
more restricted problem of the relationship of “ focal symptoms ” to the 
pathological change in the brain. Both these topics have been brought to 
the forefront again by Goldstein’s stimulating influence. 

Three groups of symptoms can be distinguished: (1) Subjective, (2) spon- 
taneous and (3) artificial, i.e., those elicited by certain conditions artificially 
created. It is generally assumed that the diagnostic value of each of those 
group symptoms increases in the order named. A symptom is more valuable 
in diagnosis the more it is detached from the subjective experience, the more 
it is produced under artificial conditions, similar to experiments. Goldstein 
doubts this so far as brain pathology is concerned. He emphasizes how much 
the symptoms of the last group are dependent on the artificial conditions of 
examination. They are merely an answer to the examiner's special questions, 
and are biased by the principles from which he has started. Before passing on 
to speak of the more difficult group of symptoms, it may be mentioned that 
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Goldstein has paid more attention to the first (subjective) group than most 
former investigators have done; but his way of interpreting is open to the 
same objection that he has made against other authors, namely, that of being 
unduly influenced by underlying principles. 

Apart from these three groups one has to answer the general question of 
what a symptom means. It may be a sign of general disease of the whole 
organism, of an illness of one particular organ or, especially in regard to the 
brain, of a part of the organ. Moreover, “ symptom ” is sometimes thought 
of as the sign of some disturbance of a function, hidden until the occurrence 
of the symptom, the function itself never being observed directly. If, for 
instance, one were to conclude from the symptom of albuminuria that it is a 
function of the kidneys to retain protein, this would be not only debatable 
but diagnostically irrelevant ; such a conclusion would have to be corroborated 
by other evidence before it could be recognized as valid. The object of such an 
inference would be to use the derived function to explain any other symptoms 
present. This procedure has often been criticized; but Goldstein is not free 
from the tendency to infer a normal function from asymptom. This might 
be justifiable as a working hypothesis, but is surely dangerous in cerebral 
pathology, where our slender knowledge of the normal functions of the organ of 
mind is in contrast to the abundance of notions about mental life. 

Keeping to the purely descriptive notion of what a symptom is, we find a 
number of correlations between certain symptoms and certain foci of damage ` 
in the brain. Many of these correlations are equivocal and still in debate. 
They have been brought into disrepute by the way in which all differences of 
symptomatology have been related to small variations in the location of foci. 
At all events clinical and anatomical observations have been collected for 
years, based on clinical and anatomical studies, cortical stimulation experiments 
and the results of therapeutic excisions. They demonstrate the range of local 
differences that really exist, especially if one allows for the respective quality, 
intensity and temporal development of the different brain diseases. None of 
the observations first referred to permit the conclusion that any particular 
function is localized in the corresponding area of the brain. An error like this 
becomes the more dangerous if we are concerned with higher psychic activities. 
Clinical observations suggest that lesions in the orbital region (area I1) are 
associated with a certain type of euphoria. But one would be wrong if one 
concluded that this area is the seat of affective functions. The said observa- 
tions are not decisive as to whether the euphoria is a positive symptom 
produced by the rest of the brain, or the product of certain other districts of 
the brain co-ordinated with or subordinated to the orbital lobe—parts of a 
system regulating emotion. The localizers took a false step when they jumped 
from aphasia to supposed speech centres.* We have therefore entirely avoided 


* “To locate the damage which destroys speech and to localize speech are two different 
things ” (Hughlings Jackson). 
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any mention of functions, and we shall continue to speak of symptoms in the 
sense outlined above. 


c. General Disturbances Due to Focal Lesions. 


Reverting to the general disturbances from which we started, we have 
to face the problem whether they really are due to diffuse damage. The 
instance of frontal euphoria, mentioned above, seems to contradict this 
possibility. Further, Gamper has referred the amnesic syndrome, and Kleist 
the clouding of consciousness and the spontaneity disturbance, to localized 
lesions, on the grounds of more or less satisfactory clinical-anatomical obser- 
vations. If we assume that these correlations are proved, and even that 
circumscribed focal lesions are responsible for all general disturbances, we need 
not abandon our symptomatological schema and the consequences that follow 
from it. It is only a question of labelling differently the concepts discussed 
in the last section. Instead of speaking of the relations between the symptoms 
of a diffuse lesion and those of a focal lesion, we should talk of the relations 
between the symptom of two or more focal lesions. In this case one group of 
symptoms would be characterized by their general capacity for becoming 
manifest in any psychic production whatsoever, the other group by being 
restricted to special performances. Consequently one can hold that the subject- 
` matter of the last section is only a special case of co-existence of several focal 
symptoms. 


d. Interrelation of Different Focal Symptoms. 


The extreme localizers, e.g., Henschen, were forced by their basic conception 
to isolate the symptoms as far as possible, and to disregard contamination 
of the clinical picture by other symptoms. Individual investigators show 
great differences in their awareness that they are doing this. Henschen, for 
instance, worked out the inter-correlations of even the minutest symptoms, 
treating them as independent entities. Kleist tries to bring the correlated 
elements into a sort of functional connection, guided by the hypothesis that 
contiguous localization in the brain points to a functional connection. Monakow 
tried to clarify the cross-section of the clinical picture by stressing the 
development in time. 

Goldstein agrees with Monakow’s views in principle. Furthermore, his 
work seems to be in accordance with the English tradition in neurology, so 
closely associated with the names of Hughlings Jackson and Henry Head ; 
it may even be regarded as a continuation of it. Jackson himself, when dis- 
cussing the diagnosis of brain tumours, speaks of “ symptoms which localize ’’, 
or of “ symptoms of position of a lesion of any kind”. Being aware that, the 
formula of evolution implies a doctrine of localization ’’, he also emphasizes 
that such a doctrine “ is very different from the current doctrine of ‘ abrupt ’ 
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localization ’’. He points to the various degrees of localization in various 
levels and agrees with Mercier’s views: “In the lowest centres of all, the 
localization is no doubt extreme. Such centres represent a limited part of the 
body very strongly: they represent little else, and that little but feebly. But 
in the highest regions each centre represents a large part of the organism 
preponderatingly, a still larger part in less degree, and the whole organism 
in some degree. In the intermediate centres the representation is intermediate 
in character, a larger or smaller area being preponderatingly represented, and 
the halo of partial representation being larger or smaller, while the intensity 
of the representation is less or more, according as the centre is more or less 
elevated in the hierarchy of the nervous system.” 

Goldstein aims at building up a general biology on the basis of his war 
and post-war experience with brain lesions. The testing of his rules by apply- 
ing them to special problems of localization in the brain has not yet been 
thoroughly carried out. He has not tested his theoretical rules exhaustively 
by applying them to special problems of localization in the brain, nor will he 
accept for this purpose the findings of others, because with his idea of the 
totality-character of the organism, he holds that everything must be examined 
in every case and every finding regarded as equally important. According to 
his view, correlations like those worked out by Henschen prove nothing, 
because the correlated symptoms are artefacts, isolated by the arbitrary 
methods used. If these cases had been examined more thoroughly and without 
preconception, other symptoms would have been found casting new light on 
the nature of the cases. Goldstein expects that by such a procedure one should 
be able to discover the fundamental total disturbance in every case, as he and 
his collaborators believe they did in their cases. We have already expressed 
at the beginning of this paper our objections to the tendency to bring on to one 
level the significance of the different symptoms, and to unify them according 
to the principle that there is only one fundamental disturbance. 

Goldstein, however, cannot escape from the necessities of the material 
he is dealing with. Guided by facts as he is, he has introduced a new type of 
localization. He distinguishes the ‘‘ cortical periphery,’ consisting of the 
sensory and motor fields, from the central part of the cortex. ‘‘ Disintegration 
may take place either in one limited sphere of activity or in all spheres, 
depending on which part of the brain is affected. If the so-called peripheral 
sectors are the site of the lesions, one finds relatively isolated motor or sensory 
disturbances ; in lesions of the central parts disturbances can always be found 
in all fields.” 

The differentiation between central and peripheral cortex does not exhaust 
his new theory of localization. In the so-called central cortex, he holds that 
disintegration affects different “ material ” determined by the focus damaged. 
The disturbance of this “ material ’’ follows the general rule characterizing 
fundamental disturbances. In the periphery of the cortex, however, the 
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special disturbances dependent on topographical and functional localization 
follow the same rule ; and thus the difference between the mode of action of 
central and peripheral cortex is effaced. The re-adaptation of the organism 
following a lesion in Goldstein’s peripheral cortex may be—if we understand 
Goldstein rightly—difficult to distinguish from the change of personality arising 
out of his general fundamental disturbance. 


e. Proposals for a Solution. 


When one considers the amount of supplementary statement needed even 
by a theory as broad as Goldstein’s, one is scarcely inclined to force the 
observations dealt with above into the Procrustean bed of a general theory. 
We will therefore confine ourselves to reviewing some examples of the 
different relations that obtain between co-existing focal symptoms. 

One of us (M.-G.) has shown that the so-called parietal syndrome can occur 
without the agraphia that is usually part of it. In a similar case recently 
observed the main sympton-complex of finger-agnosia, constructional disturb- 
ances and acalculia was present without any disability in writing letters, words 
or sentences. However, the patient had great difficulty in writing figures of 
three or more digits. Whenever she was asked to write ‘ 536” she wrote 
“5 hundred 36 ” or “ 50036 ”, though she was always able to read three-digit 
numbers. Bearing in mind that in the majority of cases of agraphia the 
capacity for writing figures is well preserved (Henschen), we were inclined to 
seek in her other symptoms an explanation for her inability to write numbers. 
We found two factors which might be responsible: on the one hand, the dith- 
culties in calculation, on the other hand, the general difficulty in constructional 
tasks, i.e., in the spatial arrangement of elements; the latter difficulty would 
interfere with the expression of local value by position. The possible factors 
mentioned would both influence only figure-writing, because acalculia has no 
connection with word-writing at all, and constructive disabilities have less 
effect in fluent writing. (Some patients without agraphia show a difficulty 
in writing, if it is to be done by arranging movable letters into words.) 

Another example of the interaction of symptoms, observed in the same 
group of patients, is that the patients calculate better mentally than on paper, 
even in easy problems where the disturbance of writing numbers cannot play 
any role. This may be explained as a consequence of the constructional 
disorder. The spatial representation of the numbers in writing does not ease 
the process of reckoning for these patients as it does for normal persons. 
Indeed it handicaps them, because written tests demand some mastering of 
spatial order. The type of failure proves that this is so. Consequently the 
arithmetical disturbance acquires a particular character from the constructional 
disturbance present in the same case. 

All the symptoms usually associated with constructional apraxia exhibit 
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this character of spatial-constructive impairment. This can hardly be a 
matter of chance. The character in question is not a mere abstraction ; it 
can be demonstrated in the type of failure. That this collection of widely 
different symptoms has been comprehended under one heading by Gerstmann 
is only due to the fact that all of them have been observed in lesions of the 
parietal lobe. It is surprising that all the symptoms related to this area of 
the brain should have a common psychological feature. 

One must then ask why sometimes one, sometimes another symptom of the 
parietal complex dominates the clinical picture in the individual case. The 
following factors are suggested as possible explanations: the type, intensity 
and extensity of the damage; interference with symptoms of distant areas 
of the brain ; interaction with general disturbances ; state of the total organism 
and pre-morbid disposition. 

The idea of the internal relationship of symptoms caused by lesion of 
adjacent areas of the brain has forced itself on the attention of several investi- 
gators who have dealt with the parietal lobe (Lange, van der Horst). If one 
could generalize, the concept would be of considerable importance for the 
question of the interaction of focal disturbances. Furthermore, it would 
point out a parallelism between what one finds in lesions of the brain and the 
syndromes of “intermediary units” of psychiatry. Their concatenation 
(internal relation) has been deduced from their co-existence in certain diseases ; 
furthermore a functional relation of the single components or some common 
fundamental traits have been traced. 

In fact, what we have assumed for the parietal lobe has been confirmed by 
other workers studying localized brain lesions. E. Feuchtwanger has shown 
that all symptoms of the frontal lobe are characterized by the fact that it is 
not the intellectual and perceptional, but the emotional and conative components 
of activity that are interfered with. 

The regulation of sleep, with all its psychological and neurological accom- 
paniments, is disturbed in encephalitis epidemica. Here, too, we see that 
although single parts can be missed, the majority of the symptoms belong 
together and can be related to a lesion of the grey matter of the third ventricle. 

The syndrome of delirium is another example, although the question of its 
localization is not settled as yet. The obnubilation may vary in intensity, 
hallucinations may be present or not, and so may hyperkinesis, but in any case 
the unitary character of the syndrome remains. 

In melancholia there may be no retardation ; feelings of depression may 
be prominent or not; self-reproaches are not unavoidably present. Yet these 
and other syndromes have proved in psychiatry to have high heuristic value. 
They are actually the most reasonable method of classification. They enable 
us to avoid the Scylla of assuming the unity of all psychoses and the Charybdis 
of mere enumerating single symptoms. From the usefulness of this method 
in psychiatry, we feel justified in introducing it into cerebral pathology. A 
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common mode of procedure such as this may even help to bridge the gap 
between psychopathology and cerebral pathology. 


6. SUMMARY. 


Several workers, dissatisfied with the theory of the localization of function 
in the brain, have put forward the view that all symptoms of focal brain lesions 
are due to one fundamental disturbance of a general nature. This, however, 
is not in accordance with the clinical facts. It is pointed out in this paper 
that even in diffuse brain lesions it is possible to discriminate between the 
different types of general disturbances. These types and the combinations 
between them are described. 

A similar analysis is made of the so-called catastrophe-reaction of Gold- 
stein, i.e. the response shown by patients with organic disease in situations 
which are too much for them. Various forms of this behaviour are described. 
Discussion of the relation between general disturbance of function and the 
catastrophe-reaction leads to a re-examination of the concept of focal symptom. 
This concept is found to be still justified even in the case where general distur- 
bances are caused by focal lesions; it is a problem of the interplay of focal 
symptoms. The psychiatric conception of syndromes is therefore suggested 
as applicable to the symptomatology of organic brain lesions. 

We wish to express our thanks to Dr. E. Mapother for his kind permission 
to use the clinical material of the Maudsley Hospital, and for his encouraging 
interest in problems of general psychopathology. We should also like to thank 
Dr. A. J. Lewis for his sympathetic criticism and stimulating suggestions. 
Finally we are extremely grateful to the Rockefeller Foundation for enabling 
us to carry out these studies. 
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SOME OBSERVATIONS ON RENAL FUNCTION IN MENTAL 
DISORDER. 


By B. H. Suaw, M.D., 


Medical Superintendent, Staffordshire Mental Hospital, Stafford. 


RENAL dysfunction is so commonly present in cases of mental breakdown 
that it is of interest to know whether it is especially associated with any definite 
clinical type or types of mental disorder. In an endeavour to ascertain this, 
cases have been selected from recent admissions in which the form of disorder 
from a clinical point of view appeared to be sufficiently marked to warrant 
placing them in a definite category. Many cases present such a mixture of 
cycloid, schizoid, confusional or paranoid indications that in an investigation 
of this nature the selection of sufficiently clear-cut types from a clinical stand- 
point is not altogether an easy matter. To determine the degree of concen- 
tration and polyuria, Rosenberg’s modification of the Volhard test has been 
adopted. It involves little discomfort to the patient and is as follows :— 

The patient is confined to bed from Io a.m. for twenty-four hours. Imme- 
diately prior to Io a.m. his bladder is emptied and he is then only allowed 
400 c.c. of fluid until 10 a.m. the following day, and no fruit, vegetables or 
salads unless their weight is reckoned as fluid. Urine is passed at 2 p.m., 
6 p.m. and 10 p.m., and again at Io a.m. the following morning. Each specimen 
is kept separately and tested for specific gravity, etc. The total volume of 
urine passed should not normally exceed 750 c.c., and the specific gravity 
should reach 1027 (1). | 

The total amount passed in each case is given in the column headed “ Urine”, 
and in the column under “ Specific gravity ” it is indicated whether this is 
normal or defective. Under ‘‘ T.N. per kilo” is stated the total nitrogen per 
kilogramme of body-weight estimated (in grammes) by the Kjeldahl method, 
and under “ U.N. per cent.” is indicated the percentage of urea nitrogen to 
total nitrogen. For the presence of albumen the heat and acetic acid test is 
used, and the albumen is estimated according to the Mayo Clinic grades from 
o to 4. Grade 1 or + stands for faint to definite cloudiness, grade 2 or ++ 
from definite cloudiness until the finger 1s obscured when placed behind the 
tube. 

The following results may be regarded as normal as far as the concentration 
test is concerned, and the nitrogen figures are corresponding averages in this 
series : 
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. 36 Specific T.N. per U.N. per 

Time Urine (c.c.). pra City: Albumen. kilo. pea 
2 p.m. í 150 1022. Nil | 
6 f 100 . 1026. i | 

- "13 . 64 
I0 ,, : 70 . 1030... 3 | 
10 a.m. 205 1030 ` | 

525 


The total volume of fluid often exceeds the amount ingested ; probably, 


owing to the excretion of extra chloride, more water is lost to maintain the 
balance. 


SUMMARY OF CASES GROUPED ACCORDING TO CLINICAL TYPE OF MENTAL 
DISORDER. 


Meantc-Depressive. 


Specific T.N. per U.N. per 


Case. Age. Urine (c.c.). eravity: kilo, ae Albumen. 
B. V. T— 26 1,175 . Def. . "I2 . 87:3 Nil 
F. A. B— 25 1,502 . i : 4 w [92 ae 
T. I— . 55 1,050 Nor. . "16 . 64-4 Nil 
J. D— - 34 1,000 a ‘ "IQ . 66-6 ++ 
F. G. B— . 20 985 F : "2I . 60:8 . Nü 
B. S— . 64 1,045 Def. . "I7 63:7 . ” 


A. P— . 29 1,235. Y . "I0 . 77 ; > 
Case T. I— is of interest in that the patient rapidly recovered from the 


manic state in which he was admitted, when the details of his test were as 
follows : 


. sat Specific T.N. per U.N. per 
Time. Urine (c.c.). gravity. kilo. eat Albumen. 
2 p.m. 315 1017 | Nal 
2 a>) 
6 ,, 230 1022 a7 64°4 
Io ,, 210 1024 | is 
10 a.m. 295 1030 7 
1,050 


Five weeks later, when he appeared to be quite normal again mentally, the 
result of the test was : 


Time. 


2 p.m. 


a” 


Urine (c.c.). 


160 


235 
1850 


Specific 


gravity. 


1028 
1022 
1024 
1028 


T.N. per 
kilo. 


-I4 


U.N. per . 


Albumen. 
cent. 
l Nal 
| 
64 . 3 J 39 


244 RENAL FUNCTION IN MENTAL DISORDER, [May, 


This is a not unusual occurrence on recovery ; even when albumen is 
present with or without defective concentration some improvement is noted 
coincident with more rational conduct, and the amount of total nitrogen tends 
towards normality. 

Details of two further cases in this category are as follows : 

Case of F. A. B—, marked heredity, high standard of intelligence : 


: : Specific T.N. per U.N. per 
Time. Urine (c.c.). gravity. Albumen. kilo. te 
2pm. . 615. IOII : + 
6 , 237 a 1018 : 
í ° “I : 
IO ,, . 250 . 1018 ©- Nil 4 72 
IO a.m. : 460 i I0I5 ; + 


1,562 
Case of B. V. T—, heredity, hallucinated, obsessional, good intelligence : 
f : Specific T.N. per U.N. per 
Time. Urine (c.c.). gravity. poe kilo. A 
2 p.m. : 430 ; 1016 ; Nil j 
6 ,, : 215 ; 1022 : b 
IO ,, , 165 : 1026 ; 5 | © - 87-3 
IO a.m. : 365 : 1026 : Py 
1,175 
Melancholia. 
Gace. Age Urine Specific T.N. per U.N. per mA 
(c.c.). gravity. kilo. cent. 


C. H— . 65 . 1,000 . Def. . "I3 s ogi a $ 
T. H— . 42 . 895 . +3 : "7 . 6603 . Nü 
J.C— . 4I . 1,280 . 3 : 16 . 6043 . ++ 
H.F— . 32 . 1,130 . x ; "II >. 7160 . + 
D.A— . 55 . 1,010 . is í -20 - 69°5 . Nil. 
C.F— . 47 . 862 . ii i ʻ09 . ĝo so a 
F.B— . 64 . 1,125 . 5 i -16 . 776 . -+ 
W. B— . 58 . 1,030 . i i “15 . 666 . + 
H.T— . 28 . 1,240 . 3 : 17 . 7330 . Nil 


Details of Cases. 
Case of D. A—, depressed, agitated, apprehensive, cut throat a year ago: 


Time. Urine (c.c.). Specific Albumen. T.N. per U.N. per 
gravity. kilo. cent. 
2 pm. . 280 : IOI5 
6, . 250 . 1021 . Nil | 
i 20 - 69:5 
IO ,, . 75 ‘ 1023 
I0a.m. . 405 : 1024 | 
I,OIO 


The large quantity of night urine is probably significant in association with 
defective concentration and high total nitrogen. 
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Case of J. C—, depressed and introspective with delusions of wireless in 
ody : 


. 3 Specific T.N. per U.N. per 
Time. Urine (c.c.). gravity. Albumen. kilo. cent 
2pm. . 270 i IOI4 ++ | 
Mopo a 260 : 1016 . ++ i 6 64-3 


IO „o . 290. I0I7 z apie. 
loam. . 460 : IOIQ . ++ | 


1,280 


Case of H. F—: Very depressed at the time of the test, but later the patient 
developed definite schizoid indications and his history showed that he had 
always been below the average of intelligence; his maternal aunt was a 
mental defective and other relations were decidedly subnormal. Details of 
his case when he was in a very depressed state : 


Time. Urine (c.c.). Specine Albumen, T.N. per U.N. per 
gravity. kilo. cent. 

2 p.m. . 460 : I0I2 ; Nil 
6 305 1026 

R 5 j -II ‘ 1:6 
IO ,, 180 1020 ‘ 7 
10 a.m 185 1022 + 

1,130 


_ One month later he became confused and developed marked schizoid 
signs, when the result of the test was as follows : 


. Specific T.N. per U.N. per 
Time. Urine (c.c.). gravity. Albumen. kilo. Sent. 
2pm. . 240 . 1022 - Nl 
O up 35 ; I030 : i 
IO 45 oa 45 . 1030 i is i 09 69 
loam. . 205 . 1030 . P 
525 


Thus coincident with the mental alteration was a marked change in the 
concentration power of the kidneys, but the total nitrogen, which was initially 
low, became less. 

Case of C. F—: Complicated by the fact that he suffered from valvular 
heart disease, and the mental disorder followed on severe influenza. 

It will be noted that in every case in which the mental disorder could 
be definitely classified as melancholia the concentration was defective. 


Case of H. T—: Rather low-grade mentally, depressed and introspective : 
; a Specific T.N. per U.N. per 
Time. Urine (c.c.). privity: Albumen. kilo. Bent. 
2 p.m. 395 1014 Nil 
6 ,, 450 1013 ” | 
IO ,, 70 1018 . 17 + 730 
I10 a.m 325 1024 si 
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A fortnight later, no mental change being observed, this patient was tested 
again and was given two doses of pituitrin hvpodermically during the 24 hours, 
with the following result : 


Specific T.N. per U.N. per 

Time. Urine (c.c.). gravity, Albumen. kilo. sent 

2pm. . 350 ; IOI4 : Nil 

6 i 20 ; IOI : 

ue 2 m r "I5 e 63 
IO „o. 40 ; 1026 ; zi | 
I0oa.m. . 225 . 1026 : i 
835 


Showing a reduction of 405 c.c. in quantity of urine passed and improve- 
ment in specific gravity. 


Dementia Precox. 


Case. © Age. Urine (c.c.). Te mS a Albumen. 
F. G— . 27 . #465 +. Nor. . "I2 . 706 . Nil 
G. P— . 34 . 605 . P ‘ "I5 - 70 F r 
T.E. J— . 17 . 64o . 3 ; "00 . 67 . + 
T.H.C— . 35 . 985 . Def. : "I0 . 60 . Nil 
B. R— . I9 . 310 . Nor. . "I4 . 63 ~ + 
W.V.B— . 3I . 525 . = : "II . 666 . Nil 
G. R. P— . 17 . 750 . Def. . "I3 ~ Ff . + 
H. G— - 33. 580 . Nor... "IO . 69 © Nil 


T.J. J— . 19 . 1045 . Def. . "18 . 66 : 


Case of G. R. P—: Early schizoid indications; highest school standard ; 
condition said to have been brought on by overstudy. Mother below average 
mentally, sister emotional and highly strung. Duration two weeks. 


` Y 
Time. Urine (c.c.). Sore Albumen. T.N. per UNa per 
gravity. kilo. cent. 
2 p.m. . 155 ; 1022 f Nail | 


6, . 155 I020 è =. : 
IO „ à- 305 : 1013 , Nil | 
roam. . 105 . 1024 ‘ 


750 


The boy improved mentally, and 11 weeks after above test he was practically 
normal, when the test repetition showed as follows : 


13 . FI4 


Time. Urine (c.c.). Specie Albumen. TN, Ps U.N. per 
: gravity. kilo. cent. 
2p.m. . 175 ; 1024 i Nil 
6 pp d 5 . IO e , | 
C 5 34 ? : 15 , 64 
IO ,, ` go . I032 é j | 
Io a.m. . Igo. 1032 . a 


540 
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The case of T. H. C— was one of long duration, and in the case of T. J. J— 
the mental breakdown appeared to be a direct sequela of severe influenza. 
Case of T. J. J—. Male, highest standard at school, condition said to have 
followed severe influenza, primarily confusional, later schizoid, temperature 
subnormal : 


Time. Urine (c.c.). Spccine Albumen. RN per U per 

gravity. kilo. cent. 

2pm. . 320 ž . 1018 . Nil | 

: ; I02 A 

O i a 4 m - -18 : 66-1 

Io ,, : ISO i I1024 , > 

I0a.m. . 315 $ 1026 ; i j 

1,045 


A month after the above test, no change occurring in the mental state, the 
test was repeated, and during it he had two hypodermic injections of pituitrin. 
Result : 


; 32 Specific T.N. per U.N. per 
Time. Urine (c.c.). ie Albumen. kilo. cent. 
2p.m. . 230 . 1018 . Nal | 
6 E 7 95 A 1022 ` E -I0 ; 66 
IO „o. 145 . 1023 : = | 
Ioam. . 235 : 1027 ; ye 
705 


Showing, presumably as a result of pituitrin injection, a reduction of 
polyuria by 340 c.c. and normal concentration. Later this case, when 
apparently quite recovered mentally, gave the following results to the test : 


-_ Specific T.N. per U.N. per 
Time. Urine (c.c.). gravity. Abanca; kilo. cent. 
2 p.m. . 425 . I2I4 ; Nil ) 
6 200 IOI7 
» . ° . ” \ ; ; 
IO „ . 250 1024 : i a0 ° oe 
loam. . 420 ; 1028 P | 
I,295 
Paranoia. 
: : Specific T.N. per U.N. per 
Case. Age. Urine (c.c.). gravity. kilo. aent Albumen. 
T. L— . 30 . 485 . Nor. . 13 : 69 . + 
W. L— » 5I 2 I,I175 . Def. . "I5 : 73 . + 


CjJ.T— . 63 . 1,155. . i "I7 : 62 . t+ 
G. A. R— . 42 . 734 . Nor. . "I3 : 84 - + 
W.D.B— . 48 . 600 . s : "I3 f 7I ~ Nil 
TA . 56 . 400 . j$ R -IO : 83 ; + 
J. W— . 59 . 880 . "e : -16 : 68 . t+ 


Case of W. L—: Male; was invalided for “ trench nephritis ’’ in 1917— 
six months in military hospital; occupation later, blacksmith. Gradually 
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developed ideas of suspicion about his wife—entirely unfounded, reasons quite 
inadequate ; assaulted various people in consequence. At times urine does not 
contain albumen. 

Details of test : 


: . Specific T.N. per U.N. per 

Time. Urine (c.c.). gravity: Albumen. kilo, zent. 

2 pm. . 330 ‘ 1016 ‘ Nil 

6 , 230 : 1021 ; + 

9 i a ° 
IO „ àœ 230 . 1020 ; Nil | I5 ° 73 
I0oa.m. . 385 š 1024 i n 
1,175 


A somewhat similar state in another patient (W. W—), resulting from an 
attack of scarlet fever twelve years ago, with delusions of an exalted nature, 
became quite normal as to renal function after eight months’ stay in hospital, 
and at the same time he lost his delusions. This change, of a remarkable 
nature, appeared to be consequent on his taking to a very active life out of 
doors—spade-work, etc.—and in such a case the inhibition of water diuresis 
by exercise must be associated with increased pituitary secretion. 

Platt quotes cases of definite nephrosis showing immediate improvement, 
amounting in some cases to complete cure after an attack of some intercurrent 
affection, such as pneumonia, and in the days when erysipelas was rife in our 
wards, after such an attack it was not at all uncommon to find at times a 
rapid and remarkable improvement in the mental disorder. 


Hysteria. 


Case of major hysteria : M. O. S—, female, æt. 26. On admission she 
had very strong acetonuria. Concentration test : 


; ic Specific T.N. per U.N. per 
Time. Urine (c.c.). gravity. Albumen. kilo. cent. 
2 pm. . 155 å 1020 i + l 
6 ” e 160 ° 1022 e Nil L -I ` 66 - 
IO „ . 70 ; 1028 i + | 3 " 4 
roam. . 135 i 1030 : + 
520 


It is possible that the albumen had some relation to the very strong 
acetonuria present on admission ; the fact of there being no polyuria is of 
interest. 

In other cases with a hysterical basis this absence of polyuria has been 
observed. 

Acetonuria is frequently met with in routine urine examinations irrespective 
of cases which are directly referable to inanition, and recent work done in 
relation to this is summarized by Bergland and Medes in referring to the 
enormous oxidative capacity of the kidneys, by concluding that ketone bodies 
are formed in the liver and are oxidized in the muscles and kidneys. 
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Anxiety Neurosis. 

Case Age. Urine (c.c.). T Albumen. a Pi ee ia 
A. T— 37 850 Nor. + "I4 66 
D. H. B— 24 I,OIO 5 Nil "I4 74 
E. L— 42 890 Def. + "I5 67:4 
A. R. H— 30 815 Nor. Nil "I5 60:5 
A. J. B— 40 810 Def. . D "209 69 


Details of A. T—-: Male, married, miner, six children ; home conditions 
unsatisfactory. Principal trouble, headache and depression ; introspective, 
hard-working, “ tired of fighting ’’. 


: Specific T.N. per U.N. per 
Time. Urine (c.c.). gravity. Albumen. kilo. cent 
2 p.m. 160 IOI2 : Nil 
6 ,, 250 1022 : 
Io ,, 160 1026, p i 14 66 
I0 a.m. 280 1028 + | 
850 


Details of E. L— : Male, introspective and morbid, complaining of peculiar 
abdominal sensations, also in side and shoulder. 


f : Specific T.N. per U.N. per 

Time. Urine (c.c.). gravity. Albumen. kilo, cent. 

2 p.m. 315 IOIO Nil 

6 s 210 1020 + 

33 š -I ° 
IO ,, II5 1022 Nil 5 67:4 
I10 a.m 250 1022 5 
890 


It will be noted that cases of anxiety neurosis approximate towards other 
affective disorders and show a high total nitrogen. 


Exhaustion (Confustonal) Psychosis. 


Cate. Age. Urine (c.c.). a Albumen. sa se o 
A.C. B— 55 500 Nor. Nil -127 59 
G. T— 53 560 . 7 . 7 "II 63:3 
These cases improved rapidly and made very good recoveries. The tests 


were made on admission when in a confused mental state. The normal amount 
of urine and low total nitrogen and percentage of urea nitrogen in these cases 
is of interest in comparison with the figures obtaining in anxiety neurosis. 


Encephalitis Lethargica. 


Case. Age. Urine (c.c.) ce ae Albumen. EN per on a 
J. P— 49 760 Nor. Nil "09 66 
F. G. F— 22 555 i 7 "13 04:3 
H: G. C— 25 . 1,035 s Š “13 67 
A. W— 24 460 + "I4 66:4 
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These were all undoubted post-encephalitic cases and the results are of 
considerable interest. 


DISCUSSION. 


Of 250 admissions to this hospital in 1935, albuminuria was present in 
varying degrees in 183, that is, 73°6°4. Of 109 male admissions 61 showed 
albuminuria ; of these 29:5°% belonged to Grade 2 and 70:5°%%4 to Grade 1, 
while of 141 female admissions, the corresponding figures were respectively 
30:9% and 69%. 

The significance of slight degrees of albuminuria 1s a matter of considerable 
controversy. Thus Elwyn (2) states “ that in all types of albuminuria there 
is either a deficiency of oxygen supply or injury by a toxin, and that in either 
case glomerular and capsular epithelium are damaged.” Ashburn reports, of 
2,269 cadets 7% were positive for albumen, and Parmenter says that over a 
period of four years 5 to 7°% of Harvard freshmen showed albuminuria. Of 
this 5 to 7°4, subsequent examination showed that two-thirds of the cases which 
had albuminuria on the first examination had negative reports, while only 
6:7°% had what seemed to be definite evidence of kidney damage ; 12°% were 
noted as having persistent albuminuria, 13°, occasional, and 68:3°% transient. 
These figures are out of all proportion to those obtaining here; thus of the 
past 492 admissions albuminuria was present in 59°5°4 as compared with the 
above-mentioned 5 to 7°% found in apparently normal persons. 

When albuminuria is found on admission it is customary in this hospital 
to examine a specimen once weekly for six weeks, and very considerable 
variation is frequently noted. Thus Grade 1 may alter to Grade 2 or vice-versa, 
while several specimens may give negative results and later become positive. 
Consequently the absence of albumen in a given specimen is of doubtful value 
as far as renal function is concerned, whereas repetition shows that the concen- 
tration test is extremely reliable and constant. It is worthy of note also that 
synchronizing with mental recovery there is usually a corresponding approach 
to normality as far as water concentration is concerned. 

Apart from albuminuria, defective concentration was present in 34°, of all 
cases examined here up to the present, and that there is a pathological lesion of 
hormonal and/or of local origin causing this is undoubted. It is an interesting 
fact that dropsy is seldom met with in psychiatric cases, and whatever the 
renal lesion is, the fact that it entails polyuria may have a bearing on this 
absence of anasarca. 

As this inquiry 1s mainly of a clinical nature, I do not propose to discuss in 
extenso the pathology of this defective renal function and polyuria in so many 
cases of mental breakdown, but would point out the marked decrease in the 
volume of urine noted in the cases of J. T— and T. J. J— as a result of the 
injection of pituitrin during the period of the test, also that the diuresis in 
diabetes insipidus 1s due to decreased reabsorption. The fact that thyroid 
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and adrenal cortex extracts oppose the antidiuretic action of pituitrin must be 
bome in mind, and the direct effect of hyperactivity of these glands cannot 
be excluded in considering the etiological factors involved. Presumably there 
is a selective activity of the epithelium of the different portions of the renal 
tubule, and the constriction of the descending limb of the loop of Henlé is of 
significance as tending to retard the flow from the glomerulus. 

In considering what part is played by the glomerulus in this disturbance of 
function, the nervous innervation of the glomerular arteries and capillaries is 
of first importance. While the kidney is well supplied with vaso-constrictors 
via the splanchnics, there are few vaso-dilators ; thus, while section of the vagus 
and stimulation of its peripheral end produces no effect on the volume of urine, 
section of the splanchnic increases and stimulation of its peripheral end decreases 
it. According to most observers this is of a temporary nature, and on section 
of the splanchnics the resulting dilation of the glomerular vessels, after a period 
of intermittency, soon passes off and the volume of urine reverts to normal. 

It is possible, therefore, that while sympathetic exhaustion may have a 
bearing on the production of polyuria, its effect would be of comparatively 
brief duration. In this connection, too, taking clearance of sugar and creatinine 
as an index of glomerular activity, it has been shown by a number of observers 
that the antidiuretic action of pituitrin is not produced by direct effect on the 
glomerulus, since no change is observed in the glomerular filtrate as a result 
of its action. 

Platt summarizes the Cushny theory as follows: ‘‘ The glomerular filtrate 
during its passage through the tubules undergoes marked changes, and the 
modern theory as advanced by Cushny holds that these changes in composition 
are due to a process of differential absorption in the tubules, the epithelium 
secreting a fluid of practically constant composition resembling Ringer-Locke’s 
solution back into the blood-stream. This hypothesis, in essentials at least, 
is now generally accepted. It should be noticed that in the reabsorption of 
this solution back into the blood-stream, a considerable amount of work is 
done by the renal epithelium against the osmotic resistance of the fluid in the 
tubule ; the process is therefore one of vital activity requiring oxygen for its 
performance, and it is an interesting fact which strongly supports the reabsorp- 
tion theory that under conditions of diuresis, when large amounts of dilute 
urine are secreted, actually less oxygen may be consumed by the kidney.” 

When one considers that there are approximately 1,000,000 excretory 
units in the human kidney, each consisting of glomerulus, convoluted tubules 
and loop of Henlé, that the total glomerular surface is about 1:5 sq. m., with 
a filtration capacity amounting to as much as 150 c.c. per minute, it is obvious 
that a limited lesion of the glomerular and tubular system will not be of much 
import as far as the total output after reabsorption is concerned, and conse- 
quently if the pathological lesion is of purely local origin, depending on chill 
or infection, the number of renal units not functioning properly is very much 
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less than if the lesion is due to quite extrinsic causes, such as hormonal deficiency 
or excess, inasmuch as the proper function of every unit is dependent on a 
normal supply of hormone as far as its vitality is concerned. It is further to be 
noted that, just as inanition or deficient glomerular flow will lead to more or 
less permanent epithelial defect if of long duration, so prolonged deprivation 
of hormonal innervation may lead to a permanent loss of cellular function of 
a widespread nature, of which defective renal concentration may be an index. 

Normally the urea nitrogen should amount to between 60 and &5°, of 
total nitrogen, depending on diet ; it is decreased according to Morse (3) in 
acidosis, all cases of urinary retention such as the latter stages of nephritis, 
hepatic disorders, and in psychic states such as melancholia. Exercise lessens 
it. It is increased in fever, diabetes and polyuria in general, in exophthalmic 
goitre, and in many cases of cancer. In general it is increased in heightened 
metabolism and lessened in lowered metabolism. It is variable in acute 
nephritis, chronic nephritis, hysteria and excessive exercise. 

All these patients, the results of whose renal concentration tests, etc., are 
given, took their food normally. 

The following are the average figures for Io apparently normal urines with 
normal concentration: Total nitrogen °126 per kilo of body-weight ; urea 
nitrogen per cent. of T.N. 66-1. Of a series with defective concentration only, 
the corresponding averages were: T.N. per kilo -158, percentage of U.N. 70-7. 
Of those with albumen and normal concentration T.N. per kilo was -14, and 
U.N. per cent. 73. In the majority of cases in which the percentage of urea 
nitrogen to total nitrogen was over 80, the mental and physical condition was 
distinctly improved. It is therefore possible that a low percentage of urea 
nitrogen bears some relation to decreased metabolism, and associated with this 
subnormal temperatures are almost constant. 

The following table of cases in the series in which there siete a definite 
hereditary history of insanity 1s of interest : 


Namie, WAGE cent mien | (ey, A Insane heredity. dda 
F. B— . 25 . 'I4 . 72 . + . 1562 . Def. . Maternal grandmother, . Cycloid. 
mother and uncle 
A. P— . 29 .:16.77 . Nil . 1235 . Nor. . Father, brothers and. es 
sisters 
S.D— . 46. 16.666. , . 555. 4, « Father recovered thirty n 
years ago 
J.W. W— . 59. *13.- 68 . ++ . 880. ,„ . Father, sister and nephew . Paranoid 
D.P. 
M. M— .15. ‘17. 60 - ++ . 660. „ . Sister » Crveloid. 
G. P— » 34 o ‘I5 . 70 ©. Ni. 005 . ” . ” . Schizoid. 
T.E.J— . 17 . +09 . 67 ~- + . 640. „ . Maternal aunt A m 
and M.D. 
B. I— . 26. ‘12 . 87:3. Nil . 1175 . Def. . Father, sister epileptic . Cycluid. 
G.A.R— . 42 . 13 . 84°5 . + . 734 . Nor. . Father (suicide) . Paranoid. 
S.S— . 29. °*16. 60 . Nil . 802. = ,,  . Sister < Schizoid. 
C.E.D—. 48 . oik 69 © + . 740. 4, . Brother and father M.D. . Paranoid. 
O. A. H—. 40 . 'I4 . 73 ~ + . 9I5. „ . Father © Cvceloid. 


/ 
H. F— . 32. 'II . 716. + . 1130. Def. . Maternal aunt M.D. © Schizoid, 
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The high percentage of albuminuria is noteworthy, as is also the fact that 
excessive polyuria appears to be in direct ratio to degree of heredity. 

While it is not unusual to find some improvement in renal function coincident 
with mental recovery, this is by no means always evident, and is a point of 
considerable importance. An example is the case of T. J. J—, above mentioned. 
Another instance is that of a manic-depressive case, a highly intelligent young 
man with marked heredity, who during his manic phase had a polyuria 
amounting to 1562 c.c., albumen +, defective concentration, T.N. per kilo 
I4, and U.N. per cent. 62:7. When he had apparently recovered mentally the 
only departure from the above figures was a slightly lessened polyuria to 
1265 c.c. Relapse is probable in such a case, and it is possible that the 
concentration test may be an indication of a state of somatic instability very 
probably associated with defective cellular oxidation. 


References.—(1) Platt, R., Nephritis and Allied Diseases.—(2) Bergland and Medes, The 
Aidnev in Health and Disease.—(3) Morse, W., Applied Biochemistry. 
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INVESTIGATIONS ON THE PROBLEM OF IMMUNITY AGAINST 
SPIROCHAETA PALLIDA IN GENERAL PARALYTICS 
TREATED WITH MALARIA. 


By A. Beck, M.D., 


Rockefeller Research Fellow. 


(From the Central Pathological Laboratory of the London County Mental Hospitals and the 
_ Devonport Laboratories, Seamen’s Hospital, London.) 


THE improvement of general paralysis by treatment with malaria is known 
to be accompanied by—and may be said to be due to—the disappearance of 
the spirochetes from the brain. The problem of the mode of action of this 
therapy therefore is centred in the question to what factor the antispirochetal 
effect of malaria is due. 

It is natural that the most impressive of the changes produced by malaria 
—the fever—should have first suggested itself as the possible curative agent. 
This assumption was strengthened by experiments on animals, in which it was 
found possible to prevent the development of syphilitic lesions or to cause 
them to heal quickly by the application of heat, either in the form of hot air 
(Weichbrodt and Jahnel) or hot water (Schamberg and Rule, Bessemans and 
collaborators, Kolmer and Rule), or the high-frequency current (Carpenter, 
Boak and Warren). Although these experiments make it probable that the 
raised body temperature participates in the curative effect of malaria, there are 
facts known which do not bear out the assumption that the beneficent action 
of malaria is due solely to the heat. 

Thus, cases of general paralysis are known that have had only mild 
pyrexia—the temperature never reaching the height found necessary in the 
animal experiments—or in whom the fever never developed at all (Herrmann), 
but who nevertheless were cured by malaria. Furthermore, if it be assumed 
that heat is the sole curative factor, it is difficult to explain why spirochetes in 
other parts of the body should be much less or not at all influenced by it, if the 
long persistence of the positive Wassermann reaction in the blood and the 
occasional appearance of tertiary lesions after malaria treatment be recognized 
as evidence of continued infection. The supposed deleterious effect on the 
spirochete of a body temperature of 40° or 41° C. is not in accordance with 
the statement of Truffi that spirochetes are able to survive for 5 hours in 
birds’ blood, which has a normal temperature of 45° C. 
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The rise of body temperature is not the only expression of fever. It is 
known from clinical observations and animal experiments that fever—no 
matter of what origin—leads to an increase of normal and immune antibodies. 
It 1s conceivable that such a non-specific increase of possible syphilitic anti- 
bodies is responsible for the curative effect of malaria. Although hitherto 
there has not been much evidence in favour of a humoral defence mechanism 
in syphilis (see Mulzer for summarized literature), it is still possible that whatever 
syphilitic antibodies exist might become detectable only after their increase 
in response to the fever. Indeed some authors claim to have found antibodies 
in the blood and cerebro-spinal fluid of malaria-treated general paralytics. 
Gallinek found that the serum of such cases had a distinct immobilizing effect 
on spirochetes, which was absent in untreated general paralytics and normal 
persons. Similar results have also been reported by Benvenuti. Scharnke 
and Ruete observed a similar effect also with the cerebro-spinal fluid of 
untreated cases, whilst the sera of these cases behaved like normal sera. Hoff 
and Silberstein found that a prompt immobilization of spirochetes occurred 
in the presence of leucocytes and cerebro-spinal fluid of general paralytics 
under treatment by malaria or relapsing fever. They also demonstrated the 
appearance in the cerebro-spinal fluid of antibodies enhancing the phagocytosis 
of the spirochete (spirochetotropins). This was accompanied by the rise of 
the normal bacteriotropins against B. coli, staphylococci and streptococci. 
Caldwell found that the serum of malaria-treated patients exerts a bacteriolytic 
effect on culture spirochetes. But since—according to recent experience 
(Kolmer and Kast, Jahnel, Plaut)—the true pallida character of these spiro- 
chetes has become questionable, Caldwell’s results may only be the expression 
of a possible increase of non-specific bacteriolysins. 

As the demonstration of antibodies against Spirocheta pallida in malaria- 
treated general paralytics would not only be of theoretical interest—as 
explaining the mechanism of malarial therapy—but might possibly also have 
practical value as a prognostic sign, a further elucidation of the immunity 
problem in general paralysis seemed to us desirable. 

The experiments which—at the suggestion of Dr. Golla—were undertaken 
for this purpose comprised: (1) Examinations of the behaviour în vitro 
(immobilization, eventual agglutination) of Spirocheta pallida in presence of 
serum and cerebro-spinal fluid of malaria-treated general paralytics; (2) 
examinations in vivo on the existence of a bactericidal substance (spirochzto- 
cidin), and of (3) a phagocytosis-enhancing substance (spirochetotropin) in 
the serum and cerebro-spinal fluid of these patients. i 

The samples of blood and cerebro-spinal fluid were derived from patients 
who had undergone treatment with malaria 2—6 months .previously. As 
antibodies would be most likely to be present in improved cases we chose for 
our experiments patients who had already shown some clinical evidence of 
improvement. 
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I. THE BEHAVIOUR IN VITRO OF SPIROCHETA PALLIDA IN PRESENCE 
OF SERUM AND CEREBRO-SPINAL FLUID OF GENERAL PARALYTICS. 


Technigue——One drop of serum or cerebro-spinal fluid was mixed on a 
previously warmed slide with one drop of the exudate of a rabbit chancre 
(Trufh or Nichols strain*). The paraffin-sealed preparation was observed 
immediately, and at intervals of 10o minutes, I, 2, 3 and 5 hours by the 
dark-ground illumination. In order to maintain a constant temperature of 
37° C. the microscope was provided with a hot stage, and the preparation was 
kept during the intervals of the observation in the incubator. As a control, 
sera of known non-syphilitic persons were examined simultaneously. The 
spirochetes were examined as to their mobility, the speed and type of their 
movement, and the eventual appearance of agglutination-like phenomena. 

When totally unaffected, the spirochetes showed the well-known lively 
rotatory type of movement. The diminution of their vitality first manifested 
itself asaslackening of this movement. This was followed by a phase of alter- 
nating immobility, with now and again rather lively movement. Later only 
sporadic, slow, undulating movements involving a part or the whole body of 
the spirochete were to be remarked. Finally there was a complete standstill, 
only now and then interrupted by a short convulsion. With the onset of 
immobility the spirochetes often became broader, their silver-white appearance 
turned into grey and their contours became less distinct. 

In this way g sera and 2 fluids of general paralytics as well as 3 sera and 
I fluid of known non-syphilitic persons were examined. The results of this 
experiment are given in Table I. 

This table shows that in the majority of cases the spirochetes often 
exhibited a considerable diminution of their motility after one hour. Only 
rarely was good motility sustained after two hours and later.f Comparison 
of the serum and cerebro-spinal fluid of treated general paralytics and normal 
controls did not reveal any regular difference in their influence on spirochetal 
movements. These movements sometimes persisted even longer in the serum 
of treated general paralytics than in the control serum (Cases Su— and Ro—). 
The longest duration of spirochetal motility was found with the serum of an 
untreated general paralytic (Case Ve—), which showed after 5 hours a ++ 
motility, and after 7 hours stil a + motility. The other untreated case 
behaved like the controls. Thus, contrary to Gallinek’s results, our experi- 
ments did not suggest any inhibitory effect on spirochetes by the serum or 

* We are indebted to Prof. Schulemann, I. G. Farbenindustrie, Leverkusen, who kindly put 
these strains at our disposal. 

t It may be pointed out that the motility was estimated from the behaviour of the spiro- 
chaætes in the entire preparation. Sometimes single spirochaetes were observed to maintain an 
unaltered motility up to 48 hours. Thev were usually found near small aggregates of cells 


(derived from the chancre exudate), and their long survival may have been due to the vicinity 
of this nutritive source, 
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TABLE I.—Showing the Immobilization of Spirocheta pallida in Serum and 
Cerebro-spinal Fluid. 


; Time (in Result after— 
Date of HGent Material onthe : 
Po ea as examined. pets tO min. 1 hr. 2 hrs. 3 hrs. s hrs. 
28.v.35 . BIl— . Serum -++++. o0 O O O 
2 . Ba—. j . 6 ~t4+4++se.éi+#s#. io o o 
> ° Su— . ” ° 4 ~tt+t+. ++ e + + + 
pi . Be—. fe . Control ++++. 0. 0 o O 
20.v.35 . Ve— «Untreated. ++++. ++. ++. ++. ++ 
G.P.. . : 
si - Pa bs , 2 reece: T -O a O ok 
a . Fa— o . Untreated. ++ ++. +. o . O . #0 
G.P.I. 
re . Ph—. ‘a ; 2 . ++++. F O . Oo 
es . No—. a . Control .++4++4+. F O o o 
19.vi.35 . Br—. k : 6 ~ft++4+.++. 0 o O 
z Ro—. „ç . 4 HE HHH. ++. + o 
5 . Ra—. E . Control . ++++. ++. 4+ O o 
- . Br— . C.S.F. . 6 . +++. ++ + $ O 
eo a o a ae eee, ee + o 
a . Ra—. 55 . Control .++4+4+.4++. + T o 
— — >—— = All spirochiwtes mobile. 
+~ = More than half of the spirochætes mobile. 
++ = About half of the spirochwtes mobile. 


About a quarter of the spirochetes mobile ; movement slower, sometimes 
Intermitting. 
= Sporadic motility. 
= Only sporadic convulsions, 
= Complete immobility. 


cerebro-spinal fluid of malaria-treated general paralytics compared with that 
of non-syphilitic persons. 

Some authors (Hoffmann, Zabolotny and Maslakowetz), Jeanselme and 
Touraine) claim to have observed an agglutination of chancre spirochetes in 
the serum of syphilitics. We have not been able to satisfy ourselves as to 
the existence of this phenomenon. Sometimes, under prolonged observation, 
several spirochetes were seen to mat together in small starlike clumps, as 
described by Touraine, but these aggregations were only sporadically distri- 
buted amongst a majority of free spirochetes. Furthermore they were not 
regularly found in the sera of general paralytics, and were observed as 
frequently in normal sera. It is most unlikely, therefore, that these aggre- 
gations had any relation to the activity of an antibody. 

The sera were also examined for the antibodies recognizable by the adhesion 
test (Brown and Davis). This reaction—a modification of the Rieckenberg 
phenomenon—was applied by its authors for the demonstration of antibodies 
against Spirocheta tctero-hemorrhagica. Its principle is the adsorption of 
small particles (B. coli, staphylococci, blood-platelets, etc.) on spirochetes 
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the surface of which has been altered by the action of an immune serum. 
Krantz reports that he obtained a positive Rieckenberg phenomenon with 
chancre spirochetes and the serum of syphilitic rabbits. Following the 
technique of Brown and Davis the action of several sera from syphilitics, 
general paralytics and normal persons on chancre and culture spirochetes 
(Reiter strain), was examined but no positive adhesion reaction was obtained. 


II. INVESTIGATOINS ON THE PRESENCE OF A SPIROCHTOCIDAL 
SUBSTANCE IN THE SERUM. 


Although the observations 7m vitro did not reveal any difference between 
the serum of general paralytics and normal persons, this cannot be regarded as 
sufficient to exclude the possibility of the occurrence of syphilitic antibodies in 
the former. Immobile spirochetes are still able to produce a syphilitic infection 
(Truffi), so that immobilization cannot be taken as a sure criterion of death. 
A clear demonstration of any possible spirochztocidal antibody could therefore 
only be carried out by an animal infection experiment. 

Technique of the. examination for spirochetocidins.—Four c.c. of active 
serum were mixed with 0-2 c.c. of an emulsion of spirochetes prepared from 
rabbit chancres (Trufħ or Nichols strain). The mixture was kept for 2 hours 
in the water-bath at 37° C. and repeatedly shaken. One c.c. of the mixture 
was then injected into each testicle of two rabbits. For the preparation of 
the emulsion the excised chancres were cut into small pieces, ground in a 
mortar with about 4 c.c. of saline and filtered through eight layers of gauze. 
The number of spirochetes in these emulsions varied between 5 and 15 per 
field (magnification 950). As a control, sera from known non-syphilitic persons 
were examined in the same way. The injected animals were kept under 
observation for at least 3 months and were inspected weekly. In each case 
the syphilitic nature of the lesions which developed after the injection was 
confirmed by the microscopic demonstration of spirochetes. 

= In this way 7 sera of general paralytics, treated 2-6 months previously with 
malaria, I serum of an untreated general paralytic and 2 sera of known 
non-syphilitic persons were examined. As a control of the infectivity of the 
spirochetes a mixture of the emulsion with saline instead of serum was also 
injected into two rabbits. 

Any inhibitory effect of the tested sera on the spirochetes might manifest 
itself by a prolongation of the period of incubation, or by either the complete 
suppression of the syphilitic lesions or a diminution of their intensity and 
duration. In Table IT the results of these experiments are recorded. 

Table II shows that there never was a complete suppression of syphilitic 
lesions by the addition to the spirochetes of serum of malaria-treated general 
paralytics. Nor was there any evidence whatsoever of a mitigating influence 
of the serum on the course of the syphilitic infection. The period of incubation, 
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TABLE Il.—Giving the Results of the Examination of Sprrochetocidins in 


the Serum. 
Kind of Time (in 


ne Too ae oOo 
Pa— . Benign . 2 . B17 . +++ 46-73 
tertian B18 . d 
fever 
Su— . Pl. ; 4 . Big. +++ 26-82 
Knowle si B20 . d The emulsion 
Ba— . Benign . 6 . Bar. +++ + 46-80 contained about 
tertian B22. d "  § spirocheetes 
fever (Trutfi strain) 
Beo— . Non- i — . B25 . ++++ 46-80 per field. 
syphilitic B 26 d 
control 
— . Saline . — B 27 ++++ 46-95 
control B 28 d 
Ph— . Benign . 2 B 56 + 22-50 
tertian B 57 +++ 41-70 
fever 
Hi— . Quartan . 4 B 50 +++-+ 26-76 , 
fever B51 . +++ 20-74 br iu 
BI— . Benign . 6 B48 . ++++ 26-88 p S 
n Bags ago i (Nichols strain) 
Fa— . Untreated . — B 44 ++ ++ 26-60 per ned; 
G.P.I. B 45 d 
No— . Non- . — B 52 d 
syphilitic B 53 ++ 33-74 
control 
Size of chancre : d = Prematurely died.* 


+-+ ++ = Plum. 
+++ = Walnut. 
+ + = Cherry. 
+ = Hazel-nut. 


The first number attached to the + signs denotes the number of days which elapsed between 
the inoculation and first appearance of the lesion; the second number indicates the number of 
days which elapsed between the inoculation and the beginning of the regression. 


the intensity and the duration of the syphilitic lesions varied to a certain extent 
between the animals, but these variations occurred equally in both groups 
of animals—the rabbits inoculated with the serum of general paralytics and 
the control rabbits. Thus the experiment in vivo also did not reveal any 
spirochetocidal power of the serum of malaria-treated general paralytics. 


III. INVESTIGATIONS ON THE PRESENCE OF SPIROCH.ETOTROPINS IN 
THE BLOOD AND CEREBRO-SPINAL FLUID. 


It is known that in some diseases caused by spirochetes, immunity may 
partly depend—as in bacterial diseases—upon antibodies enhancing the phago- 
cytosis of spirochetes. This has recently been impressively shown in the case 


* These animals were lost by an outbreak of enteritis. 
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of fowl spirochetosis by Levaditi and Stoel, and by Himmelweit. It has been 
asserted by Ehrmann, Levaditi, Gierke and others on the strength of histological 
examinations that Spirochæta pallida may also undergo phagocytosis. Nyka 
reports that he has observed phagocytosis of syphilis spirochetes taking place 
an vitro. The occurrence of an antibody enhancing the phagocytosis of Sprvo- 
cheta pallida (spirochetotropin) has been described by Hoff and Silberstein in 
their above-mentioned experiments with the cerebro-spinal fluid of malaria- 
treated general paralytics. In order to verify these assertions the following 
experiments were undertaken with the serum and cerebro-spinal fluid of two 
malaria-treated general paralytics and one non-syphilitic person. 

Technigue.—Leucocytes were obtained by injection of a thick starch 
suspension into the peritoneal cavity of a guinea-pig. The animal was killed 
17 hours later and the exudate washed out with a 1°, sodium citrate saline 
solution. After having been washed once the leucocytes were suspended in 
saline, so that a thick emulsion was obtained. 

One c.c. of this emulsion was mixed with 2 c.c. of serum or cerebro-spinal 
fluid and 0-2 c.c. of an emulsion of chancre spirochetes (strain Nichols, about 
7 spirochetes per field) and kept for 24 hours in a water-bath at 37°C., the 
mixture being repeatedly shaken. Then 1:5 c.c. of this mixture was injected 
intratesticularly into a rabbit. For the control of the infectivity of the 
spirochetes a mixture of saline (instead of serum), leucocytes and spirochetes 
was also injected into an animal. 


TABLE III.—Guving the Results of the Examination of Sptrochetotropins. 


Kind of Time (in Kind of 


ace age iha PANN AE No. of _ Result of 
a E E E- inoculation, 
Ro— . Benign . 4 = CSF a- B0 d 
tertian Bor . Ch ++ ++ 25-80 
fever 
Br— . Benign . 6 ; > . B58 . Ch +++ 32-85 
tertian B59 . Ch +++4 32-111 
fever 
Ra— . Non- . — r o . B62 . Ch. +++ 32-85 
syphilitic B63 . o.i. + 46-100 
control 
Ro—  . Benign . 4 . Serum . B 5. d 
tertian 
fever 
Br— . Benign . 6 f k . B4. o.i. + 46-85 
tertian 
fever 
Ra— , Non- f — ; a . Bos . o.i. + 25-85 
syphilitic 
control 
— . Saline. — ; — . B64. o.i + 38-117 
leucocvtic 
control 


Ch., chancre with sore. o.i., deep-seated orchitic infiltration, no sore. 
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Table III shows that even the combined effect on spirochetes of serum or 
cerebro-spinal fluid and leucocytes never succeeded in preventing the develop- 
ment of the syphilitic infection. There was a greater variability in the time 
of incubation, the intensity and duration of the syphilitic lesions than in the 
foregoing experiments. But the variations affected equally the animals 
injected with the material from general paralytics and the control animals. 
In some rabbits the injection was only followed by a deep-seated orchitic 
infiltration, which regressed without developing into a chancre with sore. In 
view of the relatively small number of animals showing this diminished form 
of infection, it is not justifiable to make conjectures about its possible cause. 
But its equally frequent occurrence in the “ general paralytic animals ” and 
the control rabbits excludes the possibility of these attenuated lesions being 
due to the action of an antibody. 


DISCUSSION. ° 


The experiments described give no evidence of the participation of a 
humoral defence mechanism in the curative effect of malarial fever. It must, 
however, be admitted that the search for antibodies could only be carried 
out by rough methods. For an exact examination a quantitative titration of 
the hypothetical antibody with varying doses of spirochztes would have been 
necessary. In view of the very great consumption of animals which such an 
experiment would involve we desisted from it. 

The action of an antibody being with great probability excluded, and that 
of the heat factor not being in accord with all the facts of malarial therapy, 
the assumption is strengthened that the destruction and subsequent disappear- 
ance of the spirochetes from the brain is due to the activity of the cells them- 
selves. The observation of an intensified inflammatory reaction in the brain 
(Straussler and Koskinas), the evidence of increased cell destruction from the 
increase of the amino-nitrogen content in the cerebro-spinal fluid (Donath and 
Heilig, Wiechmann), as well as the increase of the signs of inflammatory 
reaction in the cerebro-spinal fluid during malaria (Benvenuti), all point to a 
greater cellular activity in the brain and tend to support this conception. 
But even if the increase of the local inflammatory process be assumed to be 
the basis of the curative effect of malaria, the mechanism by which the fight 
between the spirochetes and the cells is decided in favour of the latter ones 
has yet to be determined. 

I wish to thank Dr. Nicol, Medical Superintendent of Horton Mental 
Hospital, for affording me every facility for obtaining material, and Dr. Hutton, 
who very kindly obtained the blood and cerebro-spinal fluid from patients at 
Horton. I have further to thank Dr. Golla, Director of the Central Pathological 
Laboratory, who rendered this work possible, and Dr. A. Davies, Director of 
the Devonport Laboratories, Seamen's Hospital, for the hospitality given in his 
laboratory. 
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CONCLUSIONS. 


1. The serum and cerebro-spinal fluid of general paralytics treated with 
malaria and of normal persons do not differ in their influence on the motility 
of Spirocheta pallida; there is no evidence of agglutinins against syphilis 
spirochetes or of antibodies recognizable by the adhesion phenomenon (Brown 
and Davis). 

2. The viruliciclic test on the animal did not reveal the existence of 
spirochetocidins in the serum. 

3. No evidence was found of an antibody enhancing the phagocytosis of 
Spirocheta pallida. 

4. The mechanism leading to the improvement of general paralysis is not 
of humoral, but of cellular nature. 
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Occasional Note. 


THE VALUE OF CHOLECYSTECTOMY IN THE TREATMENT 
OF ENTERIC CARRIERS IN MENTAL HOSPITALS. 


REPORT BY THE INFECTIOUS DISEASES SUB-COMMITTEE OF THE 
RESEARCH AND CLINICAL COMMITTEE OF THE ROYAL 
MEDICO-PSYCHOLOGICAL ASSOCIATION. 


CARRIERS of the enteric group of organisms are apt to be a source of some 
administrative difficulty in mental hospitals. The Infectious Diseases Sub- 
Committee have therefore attempted to estimate the value of cholecystectomy 
in this condition. l 

It is hoped that the results and conclusions given here will be of assistance 
to those who have charge of such patients. 

In order to find out something about the results of cholecystectomy in 
enteric carriers in mental hospitals, a questionnaire was sent to the medical 
superintendents of 64 hospitals. They were asked to report on all cases of 
cholecystectomy done in their hospital on enteric carriers, and the results 
of the operation. The questionnaire was arranged so that answers were 
obtained on all the important points. 

In this report we will give, firstly, the results of the questionnaire, and 
secondly a discussion of the conclusions to be drawn from it. 

In all, 42 cases were reported, all proved fæcal enteric carriers, and all 
treated by cholecystectomy. Of these, 3 had to be rejected owing to insuffi- 
ciency of information. The 39 cases left came from Io different mental 
hospitals. This number of cases (39) is not large, and we must therefore 
interpret the figures with caution, but at any rate they will provide a rough 
indication of what is to be expected. 

The results of operation have been classified by counting as “ successes ”’ 
those cases who survived operation and who became non-infectious, and as 
“ failures '’ those cases who died or who persisted as carriers. 

Class A: Successes.—Here are counted those cases who survived the 
operation by at least three months, and who became consistently non-infectious. 
Of these successes there were 30 out of the 39 cases (77%). 

Class B : Fatlures——Group I consists of those patients who died within 
three months of the operation. Of these there were 8 cases, all apparently 
attributable directly to the operation ; this corresponds to 21%. Group II 
consists of one case who survived the operation, but remained persistently 
infectious corresponding to 2°5%. 

We may now proceed to examine some of the results in more detail. 

Age and mortality—With regard to the deaths, the question of age is 
obviously the first point for investigation. Among those who died, the average 
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age at operation was 52:5 years. But the average age of those who survived 
was 52:4 years—a quite insignificant difference. 

The age distribution both of the survivors and of those who died is shown 
in the accompanying figures. If the deaths had occurred mostly among the 
older patients, the lower group would be bunched together at the right-hand 
side. From an examination of this graph it is fairly clear that there is no 
concentration of the deaths at any particular age. Unfortunately this carries 
with it the implication that the mortality cannot be further reduced simply 
by laying restrictions on the age at operation. It is assumed, of course, 
that all definitely unfit cases had already been excluded. 

Depraved halits.—This feature was shown by 15 of the 39 patients (38°,,). 
The presence or absence of this symptom showed no connection with survival 
in this series. 

Sex.—With regard to the sex of the patients, it is interesting to note that 
in this series there were 31 females to § males. This difference is statistically 
significant (P<o-o1). So that unless there is some tendency for females 
rather than males to be operated on, we may conclude that the “ carrier ”’ 
condition is commoner among females. With regard to the question of survival, 
the two sexes showed no definite difference. 

Time of vear at which operation was performed.—The question of survival 
was examined in relation to the month in which the operation was performed. 
For this purpose the year was divided into (a) the summer months, June, July, 
August and September, and (b) the rest of the year. Comparing the mortalities 
there was no significant difference. 

Period of infectivity after operation.—Many of the cases were entirely nega- 
tive after operation, but a certain number gave one or two positive results 
within three weeks after the operation. Beyond this period there were only 3 
cases. One patient gave a positive result at three months, another one at 
seven months, and another one at twenty months. The one positive result 
which turned up at twenty months may, perhaps, be treated with suspicion. 
If we exclude this case, we may conclude that all cases became negative 
within one year. 

Literature —Finally we have examined the relevant literature, not with 
the idea of going into the subject exhaustively, but simply to see if the present 
series appears to be typical. The position up to 1932 has been summarized in 
a Medical Research Council Report, No. 179. They find that success is to be 
expected in about 75°% of cases. This figure agrees well with the successes in 
this series (77°). In the report the authors are unable to offer any definite 
suggestions for improving the percentage of successes. Further, there appears 
to be no other line of treatment which can compare with cholecystectomy for 
efficiency. 

Finally they mention that in untreated carriers there is a tendency for the 
health of the patient to deteriorate with time. In their opinion the operation 
is justified even if one considers only the welfare of the patient. 
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B : Age distribution of patients who died. 


A: Age distribution of survivors. 
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A number of other points were examined, but have been omitted here as 
they did not give results of any particular interest. 


SUMMARY. 


(1) Successful results followed operation in 77% of cases. Death followed 
operation in 21%. Survival, but with continuance of infectivity, occurred 
in 2%. 

(2) Age in itself did not appear to be related to mortality. 

(3) The presence or absence of depraved habits does not appear to be of 
marked importance. 

(4) After operation excretion of bacilli usually ceases within three weeks, 
but may continue up to about one year. 

(5) Several other factors were examined without providing any clue for 
the improvement of method. 


RECOMMENDATIONS. 

After considering all the evidence, it appears to the Committee that the 
following recommendations can be made as reasonable and well founded : 

(1) Cholecystectomy appears to be the only treatment which has any 
reasonable chance of success with fecal excretors of the typhoid group of 
organisms. 

(2) Before operation it should be made certain that the patient is not a 
urinary carrier, since in these cases cholecystectomy is useless. 

(3) The case should be tested bacteriologically for not less than one year 
before operation, in order to make sure that the patient is really a chronic 
carrier and not a typhoid convalescent with a rather protracted period of 
infectivity. 

(4) As long as the patient appears reasonably fit, age alone is not a contra- 
indication to operation. 

(5) With cholecystectomy one may expect about 75% of cures. 

(6) The operative mortality appears to be about 20%. 

(7) The chance of the operation failing to cure the carrier condition is 
small—about 2-5%. 

(8) There is evidence that curing the carrier condition is beneficial to the 
health of the patient. 

(9) After operation cases should be tested bacteriologically at weekly 
intervals, or more often for at least one year, in order to make sure that they 
really are non-infective before being returned to the general wards. 


The Sub-Committee wish to thank the many superintendents who assisted 
them by filling in the questionnaire. 
F. GOLLA (Chatrman). 
M. J. McGRATH (Secretary). 
W. R. ASHBY. 


Reference.—Medical Research Council, Special Report, No. 179, by C. H. Browning and others. 
London, 1933. 
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Medico-Legal Notes. 


REX v. ARTHUR CHARLES MORTIMER. 


THIS case was tried at Winchester Assizes on November 25, 26 and 27, 
1935, before Mr. Justice Finlay. 

The accused man, æt. 27, a lance-corporal in the Army, Welsh Regiment, 
was charged with the murder of Phyllis Oakes, on the morning of August 
8, 1935, by knocking her off her bicycle with a motor-car which he was driving. 
Such a charge would not, in ordinary circumstances, amount to more than 
manslaughter. But evidence was produced to show that Mortimer was in 
the habit of knocking women from their bicycles in this manner, and of 
assaulting them also in other ways. It was alleged that he was intending to 
occasion grievous bodily harm, and that the death which occurred from this 
amounted to wilful murder. The alleged killing took place at a time when the 
woman was cycling with her sister. 

When first questioned after the occurrence, Mortimer said, “I don’t 
remember using the car that morning, and I will swear on oath that I did 
not ”. He then began to cry, and remarked, “ At times everything goes blank 
with me, and I don’t remember what I have done”. The interrogating 
police-sergeant stated that Mortimer had a vacant look about his eyes, and 
that he then became quite normal. Another police-sergeant stated that 
Mortimer said to him, “ I had a drink or two last week, and if I knocked 
women about it was through the drink and the heat. I fell over a quarry 
when I was young, which made me have fits. I sometimes do things, but 
why I do them I do not know. I can't say I did not hit the woman, but I 
cannot remember ”’ 

Dr. H. A. Grierson, senior medical officer of Brixton Prison, stated that 
Mortimer had told him about the fall in the quarry and the effect of the 
“drink and heat ’’. Dr. Grierson believed Mortimer to be an epileptic subject, 
but did not consider him to have been insane at the time of the offence. 

The defence criticized the evidence of identification, but seem to have 
relied chiefly upon the accused man’s mental state. He had been deported 
from Canada on mental grounds. His father spoke of the fall in the quarry 
at the age of 12 years and the resulting fits. Dr. D. H. Davies, of Ynyshur, 
stated that he had certified Mortimer at the age of 17; he had been released 
as ‘‘ relieved ’’ about six months later. 
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The prosecution relied on the fact that prisoner's driving, when followed 
by police, was in desperation to escape, because he knew what he had done 
and that he was being hunted. 

The Judge, in summing up, said it was a remarkable case. Dr. Grierson 
had said that Mortimer was an epileptic, and although he had not had a fit 
for a long time, that did not mean that he might not have one at any time. 

The verdict was returned of guilty of murder, and the death sentence was 
passed. 

No evidence was called apparently from the mental institution (nor was 
the institution’s name apparently mentioned). 

The appeal was disallowed by the Central Criminal Court, but after an 
inquiry held on January 22 the death sentence was commuted. 
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Part il- Reviews. 


Principles of Gestalt Psychology. By K. KorrKa. London: Kegan Paul, 
Trench, Trubner & Co., Ltd., 1935. Pp. xi + 720. Price 25s. net. 


This book is very well written, lucid and easy to read, like all Prof. Koffka’s 
works, but it 1s prolix and discursive, and could, with great advantage, both to 
the book and the reader, have been confined to half its size, or even less. For 
the beginner the book is not elementary enough, and for the advanced student 
it is, In parts, too elementary. 

There is no doubt that the “ Gestaltist ’ School has produced a great 
amount of careful, important and valuable work, but nevertheless one is 
tempted to ask the “ Gestaltist ’’ what is this all about ? For what you call 
“Gestalt '’ we have had all along concepts (though not all synonymous one 
with another), such as configuration, complex, combination, constellation, 
integration, organization and others, so that Gestalt does not bring anything, 
or brings very little, that is really new. Further, you contend against many 
things that were transitory in the development of experimental psychology 
and inveigh against others, although these explain observed facts better than 
Gestalt psychology is able to do. 

There are fifteen chapters. The first is devoted to some metaphysical 
considerations ; the second introduces the concept of fields, which seems 
certainly a very useful one, and it is stated that the issue between the 
behaviourists and the Gestaltists ‘‘ with regard to animal psychology is 
not conscious behaviour versus purely physiological behaviour, but physio- 
logical behaviour of the field type versus physiological behaviour of the 
mechanical connection type’’. Also “the task of Gestalt psychology is 
the study of behaviour in its causal connection with the psychophysical feld’’. 

The next five chapters, 3 to 7, deal with the Environmental Field : Refuta- 
tion of false solutions and formulation of the true one ; visual organization and 
its laws: figure, ground and framework ; the constancies; tri-dimensional 
space and motion. The question is asked, “ Why do things look like they do ? ”’ 
The first answer given is—“ Things look as they look because they are what 
they are’. This is pronounced as wrong, because it does not explain anything. 
The answer accepted as true runs as follows: “ Things look as they do because 
the proximal stimuli are what they are.” By proximal stimulus is under- 
stood the stimulation of the retina. This point is discussed at great length and 
illustrated by a great number of optical observations. However, through all 
these lengthy discussions the author discloses a quite remarkable bias, brushing 
aside older and simpler theories which are perfectly adequate and forcing the 
observed facts into his own theory. There are ever so many examples, but one 
must here suffice. E. Götz trained chickens to peck at larger grains only. 
He then placed a large grain at a distance of 73 cm. from the chick's box and 
a small one at a distance of 15cm. The click pecked the distant larger one 
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although it is calculated that the retinal image of the larger grain was but one- 
thirtieth of that of the smaller grain. Prof. Koffka comments upon this as 
follows: “ Such results are utterly incompatible with a meaning theory. Chicks 
must be geniuses if they can discover in the first three months of their lives that 
something that looks smaller is really bigger. Since we do not believe that 
they are endowed with such miraculous gifts we must conclude that they select 
the bigger because it looks bigger, even when, within wide but definite limits, its 
retinal image is smaller ” (p. 89). Of course, it looks bigger to the chick ; but 
why ? because the distance from an object serving as a local sign, the size has 
acquired a meaning. The theory of the Acquirement of Meaning is fully 
sufficient for the explanation of the observed fact, and probably Prof. Koffka 
is vaguely aware of it, or else he would hardly resort to an argumentum ad 
hominem by emphasizing the chicken’s age, which, after all, is probably 
equivalent to more than three years for a child, and speak about “ geniuses "' 
and “ miraculous gifts ”. To scoff at association, experience, acquirement of 
meaning or assimilation, and to misrepresent them by assailing them in their 
earlier and cruder forms is most unsatisfactory. Take the following: After 
having, to his own satisfaction, mangled the assimilation theory, Prof. Koffka 
writes: “The assimilation hypothesis thus becomes untenable. Its main 
aspect was the addition of two kinds of mental elements, sensations and images. 
Experience was not only a condition, but the source of special elements which 
were added to other elements supplied by the sense organs. How different 
the whole problem looks when we consider experience as an inner condition. 
Without experience the nervous system has a certain constitution ; with 
experience it has a different one. Consequently we can no longer expect that 
the same forces, the same proximal stimuli will produce the same process in it. 
At one stroke we get rid of all the unverifiable parts of the assimilation hypo- 
thesis, the original sensations, the added imagery, and the process of fusion. 
At the same time we have freed ourselves from the last two difficulties, since we 
do not assume that a mosaic of proximal stimulation produces a mosaic of 
sensations. And finally we have the advantage that we can now define the 
problem of experience in perception in clear terms. Thus it does make a 
difference to call experience an inner condition of a process, and what is true 
of experience is true of our other factors ”' (pp. 104-5). For views and theories 
slaughtered by our author we should probably have to go back some fifty 
years and search for them among philosophical writers, whilst the views like, 
or similar to, those propounded here were held by many psychologists long 
before “ Gestalt ’’ was heard of. 

The “ Law of Pragnanz’’ is considered of some importance, and is stated 
thus: “ Psychological organization will always be as ‘ good ’ as the prevailing 
conditions allow. In this definition the term ‘good’ is undetined. It 
embraces such properties as regularity, symmetry, simplicity and others ”’ 
(p. 110). This sounds somewhat like une vérité de La Palisse. 

Whatever view one may take of the James-Lange theory, it is really unfair 
to present it in the following manner: “ Traditional psychology was all too 
ready to explain what obviously appearcd as A as B or C. Never was a 
psychologist prouder than when he could say : A is not really A, but something 
else. The best-known example is perhaps the James-Lange theory of emotion, 
according to which an emotion is not really an emotion, but a set of kinesthe ‘tic 
and organic sensations aroused by responses to the emotional situations ” (pp. 

78-9). A large part of Chapter 7 is concerned with visual movement. 
Probably because it serves his purpose Prof. Koffka always considers the 
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retinal elements as if they were each a separate sense-organ, which, of course, 
is wrong, as the whole retina acts as one organ. 

Chapters 8 and 9, entitled “Action ’’, deal with reflexes, the ego, the executive, 
adjusted behaviour, attitudes, emotions and the will. Most of these subjects 
are treated m more or less orthodox fashion in Gestalt terminology. However, 
a few points have to be raised, as many of the Gestaltist’s difficulties are of 
their own creation. One of the most question-begging arguments here is that 
about Einfuhlung—empathy. When we talk about a “ gloomy landscape ” or 
a “proud poplar ’’, no one ever asserted that the landscape felt gloomy, or 
the poplar proud. We are here making use of a poetical licence, a figure of 
speech. Though ourselves quite cheerful, a landscape may produce in us an 
Incipient mood of gloom which, if the influence of the landscape continued, 
would eventually dispel the cheerful mood and give rise to gloom. It is idle 
to distort the meaning of “ projecting our feeling into the objects ” ; it is a 
way of speaking which everybody understands, and no one takes literally. 
Or take this: “ There is no psychologist who has not taught that perception 
depends upon experience and memory; as we know . . . traditional 
psvchology defined perception by the participation of memory and distinguished 
it thereby from sensation. But this theory is radically different from the one 
we are advancing here. On the one hand it sticks to the constancy hypothesis 

for its explanation of sensations ; on the other it explains perception 
by the addition of new elements, images, to these sensations, in the assimilation 
hypothesis. . . . But in our theory the effect of experience is not that of 
adding new elements to old ones, but changing a prior organization ” (p. 393). 
Whoever of modern psychologists taught that experience consisted of adding 
new elements to old ones? Prof. Koffka sets up an Aunt Sally of his own 
imagination, and then with immoderate merriment begins to demolish it. 

The next two chapters, 10 and 11, on Memory are perhaps the best in the 
book. They show a very good knowledge of current literature, and are not in 
the flaunting style of the previous ones. A trace theory is accepted and 
developed. If R. Semon’s akoluthic phase were here considered, further, the 
after-etfect of seen movement, i.e., experience of visual movement without 
change of position in space, the specious present, and the span of temporal 
apprehension, the exposition could have been made still more lucid and 
eftective. 

Chapters 12 and 13 deal with “ Learning and other Memory Functions ” 
Thev are very good too, and discuss learning as an accomplishment and process ; 
learning and traces; consolidation, availability, formation and after-effect of 
traces ; the acquisition of skill ; associationism and rote learning ; recognition ; 
thinking and problem solving, etc. In full agreement with the vast majority 
of psychologists, Prof. Koffka refuses to accept a vitalistic or spiritualistic 
dualism. 

The fourteenth chapter, on “ Society and Personality ’’, deals in a straight- 
forward manner with social psychology except that it is adjusted to the Gestalt 
psychological theory and expressed in corresponding terminology. The 
fifteenth is a concluding chapter with a retrospect and calls for no comment. 

On p. 354 there is a transposition of lines: Line 29 ought to be line 23. 

A. WOHLGEMUTH. 
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The Cerebro-spinal Fluid and its Relation to the Blood : A Physiological 
and Clinical Study. By Sotomon KATZENELBOGEN, M.D. Baltimore : 
The Johns Hopkins Press, 1935. Price $5.00. Oxford University 
Press: Humphrey Milford. Price 22s. 6d. net. 


The preface to this book to a large extent disarms criticism. The author 
considers that, as the literature about the cerebro-spinal fluid has now become 
so vast, and is often so contradictory in matters of fact, the time is ripe for a 
critical review of this literature. In his criticisms the author has exercised 
great restraint in assessing the value of conflicting evidence and opinions, and 
avoids dogmatic statements. In consequence the book is essentially one of 
reference, and must be judged as such. 

The bibliography is very extensive, but frankly not complete. The number 
of the author’s own contributions indicates his authority for writing this book. 
Throughout the contraction C.S.F. is used—an excellent plan. 

It falls naturally into two sections. The first deals with physiological 
problems ; the second with the physico-chemical constitution of the C.S.F. as 
compared with the blood, and kindred subjects. 

The first part will probably be of greater interest to the general reader. 
Broader problems are considered, and, therefore, there is a greater temptation 
to theorize. But it is here that the author has maintained the strictest 
impartiality in his j ain in value, but perhaps a loss of interest to 
the book. 

He begins with a good review of the evidence dealing with the formation 
of C.S.F. One cannot but agree that the evidence that under physiological 
conditions the choroid plexus forms and does not absorb C.S.F. is almost 
conclusive. The sifting of the histological evidence is excellent. One feels, 
however, that criticism has been concentrated on individual experiment rather 
than on a comprehensive view of the problems. For example, there can be 
httle doubt that work on hydrocephalus indicates that the choroid plexus 
elaborates C.S.F.; the point is missed, however, that this C.S.F. is elaborated 
under sufficient pressure to produce hydrocephalus given a block in the normal 
channels of absorption. Such a conception suggests a pressure gradient from 
choroid capillaries, through cerebral capillaries, to the venous sinuses; at all 
points there is contact with the C.S.F.—a fact which bears on the problem of 
circulation. 

The author's attitude to the difficult question of the mechanism of elabora- 
tion is summed up in the phrase, “ The objective reviewer feels very much at 
sea in his attempt precisely to determine his own position ’’. The theory of 
pure filtration is dismissed in a few words, and the conflict remains between 
secretion and dialysis. Despite much and contradictory experimental work 
on either side, and ‘despite still more dogmatic statements, the issue is still verv 
much in doubt. The author appears to lean to the view that the C.S.F. is the 
product of physical and physiological permeability, and is modified by the 
metabolism of the central nervous system 

Circulation and absorption are treated together, and the weight of evidence 
is in favour of absorption by the arachnoid villi, with an absorption by Ivm- 
phatics of minor importance. Under artificial conditions, as for instance 
under the influence of hypertonic solutions, a reversal may be induced, when 
also absorption from an isolated segment of sub-arachnoid space can be 
demonstrated. 

The chapter on C.S.F. pressure is dislocated to a later part of the book. It is 
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very incomplete, and the weakest in the book. A single reference to the action 
of histamine as lowering the pressure is misleading ; there are ample observations 
to the contrary, and the work of Pickering and Hess on histamine headache is 
conclusive. Only one authority, Ayer, is quoted for the normal limits of 
pressure—100-200 mm. ; this will hardly receive universal acceptance. One 
would think that a study of dynamics should precede one of thermodynamics. 
__ As an introduction to the second part of the book, there is a general con- 
sideration of barrier problems. This is linked up with the essential functions 
of the C.S.F. Does the fluid play a purely passive and mechanical part, or is 
it intimately concerned with the metabolism of the central nervous system ? 
If the latter be true, the barrier between blood and C.S.F. must be identified 
with the blood-brain barrier. The author is obviously much influenced by 
the work of Stern, and inclined to the latter view. It is, however, a view 
which is by no means universally accepted, and is open to criticism. For 
instance, in an earlier chapter the work of Sepp is quoted to show that the 
Virchow-Robin spaces surround the vessels, but stop short of the capillaries, 
through which the essential exchanges take place. Again, if the C.S.F. forms 
an optimum chemical medium for nervous tissue, it is strange that it should 
contain less sugar than occurs in blood ; the argument that the low sugar 
content is due to active metabolism in the brain is not convincing. 

The book then deals with individual constituents and their relation to their 
quantity in the blood. This review is very exhaustive and informative. Due 
consideration is given to the variations found in various diseases. The pro- 
portion of each constituent in C.S.F. and blood is considered and related to 
the general barrier and permeability problems. This section is followed by a 
review of the literature dealing with the estimation of permeability, and the 
factors which may influence permeability. 

The final chapter considers the passage of arsenic and bismuth preparations 
into the C.S.F. For arsenic the evidence is conflicting, but there is no doubt 
that, in health, the barrier permeability is shght, but, as with most substances, 
is increased by disease affecting the meninges. It seems certain that little or 
no bismuth penetrates into the C.S.F. . 

From the clinical point of view, the review of this vast amount of material 
is disappointing. One may say that no examination of the C.S.F. is suggested 
which would yield information of value that is not also given by the routine 
tests in general use. It is made clear, also, that examination of the C.5.F. in 
the psvchoses, other than luetic, is of negative value. 

It will be seen that this book is essentially specialized, but in its own sphere 
it cannot be recommended too highly. E. N. BUTLER. 


Speech in Childhood. By GEORGE SETH, M.A., B.Ed., Ph.D., and DOUGLAS 
GUTHRIE, M.D., F.R.C.S.Ed., F.R.S.E. Oxford University Press: 
Humphrey Milford. Price ros. 6d. net. 


The authors, in their preface, comment on the poverty of the literature`on 
speech problems in this country, and their survey is an attempt to summarize 
the known anatomical and physiological data, and to correlate with 1t more 
recent research. Somehow, the result is somewhat disappointing ; perhaps 
because on the functional and psychological aspects so little is known of this 
characteristically human achievement of speech. 
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A careful distinction is drawn between the mechanical aspects of speech 
and the functional aspects, but in a volume of 200 odd pages, the latter side is 
not considered until p. 146. In other words, it would seem as if too much 
space had been given to the mechanical side of speech and speech defects, 
including such malformations as cleft palate, and too little to the more difficult 
and more subtle aspect of the language function as a whole, and the role played 

therein by emotional problems. 

If the book is intended for the research student then the anatomical details 
are too greatly simplified, and it isa pity, after rightly decrying the tendency 
of earlier writers to subdivide in too clear-cut a way the different anatomical 
regions concerned with the several kinds of aphasia, such as word-blindness 
and pure agraphia and so on, that the chapter should end with a diagram 
illustrating the four centres for speech localization. This follows closely on a 
paragraph stating “the crudely diagrammatic conceptions of the earlier 
localizers must be rejected ”’ 

The book collects some very useful information on the phonetic analysis 
of speech sounds, and is well illustrated with diagrams and tables, but the work 
of Stacy Guild of Johns Hopkins Hospital might well have been mentioned in 
the section on localized hearing defects. 

The chapter on stuttering is good as far as it goes, but again the 1 impression 
gained is of a somewhat superficial approach to a subject which is clearly not 
a simple one. 

The authors conclude with suggestions as to the organization of speech 
clinics, and there, their own experience would justify some authoritative 
statement. The role of the parent, and more particularly of the elementary 
school teacher is rightly stressed, but the final conception of a clinic under the 
direction of a speech therapist in which the medical psychologist is only called 
in as a consultant seems again to be emphasizing the mechanical at the expense 
of the psychological aspects. MILDRED CREAK. 


Electropyrexia in General Paralysis. By Leraxp E. Hinsiz, M.D., 
and JOSEPH R. BLaLtock, M.D. Utica, New York: States Hospitals 
Press, 1934. Price $1.25. 

This monograph appeared at an opportune time. In recent years hyper- 
pyrexia, produced in a variety of ways, has had its enthusiastic supporters as 
a treatment for different diseases. Here the authors direct their attention 
entirely to the critical study of the value of electropyrexia in general paralysis. 
The volume is in two parts. Following a survey of the literature on the 
physiological and biochemical changes produced in living tissue by fever 
induced by high-frequency waves, they discuss the clinical and laboratory 
results that have been reported to date of the treatment of general paralysis 
by diathermy. They consider the favourable reports suggestive, but premature, 
and deplore the lack of uniformity of technique, though how this could have 
been avoided in the early stages of the experimental work is not very obvious. 

The second part of the work describes fully the apparatus in use at the New 
York State Psychiatric Institute and Hospital, the authors’ own technique 
and method of selection of cases in order to obtain uniformity of material. 
The clinical and laboratory data available prior to and following treatment are 
closely analysed, and although they feel that a final opinion cannot be expressed, 
yet they consider they have made an excellent start in this research. They 
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are continuing this in an effort to determine the best combination of electro- 
pyrexia with other forms of treatment. The lack of a precise nomenclature 
is to be regretted : within the space of two pages the same method of treatment 
is designated by three different names. 

The volume concludes with a general summary, and an extensive biblio- 
graphy is appended. 

To all those interested in this recent mode of treatment of general paralysis 
this monograph offers a concise and valuable contribution. 

N. B. GRAHAM. 


Wife v. Husband in the Courts. By CLaup MULtins. London: George 
Allen & Unwin, Ltd., 1935. Pp. 128. Price 3s. 6d. net. 


For every divorce decree pronounced in the High Court, four married 
couples are separated in the Petty Sessional Court, and about four thousand 
husbands are annually sent to prison for failure to pay the financial orders of 
such courts. These figures represent a grave social problem. This, the latest 
attempt to deal with the problem, comes from the pen of a well-known London 
police magistrate, who writes for the instruction of his unpaid provincial 
colleagues. He gives a plain statement of the existing law and procedure on 
this matter. He makes suggestions for the improvement of the former, and 
he maintains that much could be achieved by means of simple alterations in 
the latter. All who have had any experience in matrimonial cases are well 
aware that much can be done by sympathetic handling and by the adoption 
of “ non-criminal’’ methods. Mr. Mullins fully recognizes the light which 
modern psychology has thrown upon these questions, and he is quite in favour 
of the employment of psychological aid in selected cases. A perusal of his 
little book can be commended to the reader for whom it is primarily intended. 

M. HAMBLIN SMITH. 


The Sex Life of the Unmarried Adult. Edited by Ira S. Wite, M.D. 
London: George Allen & Unwin, Ltd., 1935. Pp. xxii + 298. Price 
7s. Od. net. 


This is a volume of eleven essays, each written by a competent American 
author, each dealing with one aspect of the modern sex problem. That there 
is such a problem is not in dispute. It may, however, be questioned whether 
it is quite as modern as some writers would have us believe. AH collected 
books of this kind suffer from discontinuity of presentation. But the present 
volume is temperately and sanely written, and contains much valuable informa- 
tion and suggestive reflection. The experienced reader, however, may be 
disposed to put to himself some of the questions indicated by the editor. Do 
the altered mores afford satisfactory compensations for the changes in our 
marriage system ? M. HAMBLIN SMITH. 
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Part IIIJ.—Epitome of Current Literature.* 


1. Anatomy and Physiology. 


Functional Relationship between the Corpus Callosum and the Cerebral Cortex 
“Rapporti funzionali tra corpo calloso e corteccia cerebrale]. (Rassegna di 
Studi Psichiat., vol. xxiv, p. 995, Nov.-Dec., 1935.) Magri, F. 

After reviewing the anatomical connections between the corpus callosum and 
the cerebral cortex the author discusses in general the functional relationship 
between the two. He concludes that the corpus callosum may be divided function- 
ally into three zones—(1) anterior, verbal, (2) middle, motor and praxic, and (3) 
posterior, sensory. He recalls that all the fibres connecting the areas of the cortex 
concerned with psychic processes pass through all three zones, and that a tumour 


anywhere in the corpus callosum is apt to induce mental symptoms. 
H. W. Eppison. 


The Effects of Occipital Lobectomy on Vision in Chimpanzee. (Brain, vol. lix, p. 35, 
March, 1930.) Spence, K. W., and Fulton, J. F. 

An adolescent chimpanzee’s visual activity having been carefully determined 
by the Ives visual acuity test over an intermediate range of brightness levels was 
subjected to the following operations : (1) complete extirpation of the left occipital 
lobe, and (2) extirpation of the posterior and lateral portions of the area striata 
of the right hemisphere. 

The results were: (1) The removal of the entire left area striata peo in a 
slight but consistent loss in visual acuity ranging from approximately 5 to 15% at 
four brightness levels. (2) Following the second operation, which left the animal 
with only the anterior portion of the right area striata intact, there was complete 
failure to discriminate a pattern sixteen times as large as that discriminated in the 
pre-operative tests. 

Rough tests suggested that a right homonymous hemianopia resulted from the 
first operation, while the second spared only the extreme left peripheral fields, i.e. 
the temporal half. This latter result supports the view that the occipital pole of 
the area striata represents the macular projection area, and the anterior portion 
of the area striata round the calcarine fissure is the cortical terminus of the 
extreme peripheral retinal elements. G. W. T. H. FLEMING. 


General Character of the U aes Reflex Activity of the Two Parotid Glands. 
(Med. exptl. Ukraine, No. 2, pp. 06-73, 1935.) Sklyarov, Ya. P. 

The activity of the glands depended on the localization of the stimulant (food) 
in the mouth; when placed on the right side the right gland worked more inten- 
sively ; when the stimulant was on the left side the left gland secreted more. 
Apparently the excitation spreads along one side of the reflex arc with verv little 
crossing. S. A. Corson (Chem. Abstr.). 


* A number of abstracts in this section are reproduced from Chemical Abstracts by kind 
permission ot Prof. Crane, of Ohio University, to whom the Editors wish to express their 
thanks. 
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Strength Duration Curves of the Over-excitable and Under-excitable Nerve- Muscle 
Apparatus, and Some Consequences bearing on the Clinical Application of 
Chronaxrimetry. (Amer. Journ. Med. Sci., vol. cxciv, p. 491, April, 1936.) 
Lewy, F. H. 

By means of chronaximetrical examinations of 825 lead workers it was shown 
that the strength duration curves of the over-excitable and under-excitable nerve 
muscle apparatus equal approximately a hyperbola. The hyperbole of normal, of 
over-excitable and of under-excitable individuals differ in the degree of their 
curvature. The legs of the hyperbola of an over-excitable muscle form a more 
acute curvature, those of an under-excitable a more obtuse curvature. Normal 
curves lie between the two extremes. The most suitable symbol characterizing 
an actual strength duration and indicating simultaneously its shape is the vertex 
of the hyperbola. The co-ordinate of the vertex equals the square root of the 
product of rheobase by chronaxie. Three simple formule are given to calculate 
the vertex co-ordinate by the help of two independent pairs of measurements, 
carried out at one and the same muscle point. In the first stage of nerve degenera- 
tion and in the last stages of regeneration not all points of the strength duration are 
situated upon the same hyperbola. The curve becomes discontinuous, indicating 
that it consists of two distinct hyperbole. Under these conditions the base 
of the second hyperbolz can be calculated by a simple formula from the two 
determinations. The inversion of Pfltiger’s law applies to the excitation time as 
well. Even before the galvanic threshold with the anode sinks below the threshold 
with the cathode, the excitation time with the anode becomes shorter than that 
with the cathode. G. W. T. H. FLEMING. 


Protection by Peripheral Nerve Section of the Gastro-Intestinal Tract from Ulceration 
following Hypothalamic Lesions. (Arch. of Path., vol. xxi, p. 164, Feb., 
1930.) Keller, A. D. 

The writer describes acute and chronic ulceration of the stomach following 
vagotomy. In a series of dogs in which bilateral vagotomy was performed prior | 
to the placing of a chiasmal lesion, typical hemorrhagic states occurred in the same 
relations of time and with the same frequency as in a previous study. In the 
present group, however, no craters occurred. In another series the abdominal 
portions of the sympathetic chains were removed prior to the placing of a chiasmal 
lesion. In this group, typical gastric and duodenal ulcers were formed, whereas 
no hemorrhagic states were encountered. G. W. T. H. FLEMING. 


Ulceration in the Digestive Tract of the Dog following Intracranial Procedures. (Arch. 
of Path., vol. xxi, p. 127, Feb., 1936.) Keller, A. D. 

As the result of experimental work carried out on 200 dogs (the lesions consisted 
of massive pre-chiasmal, extensive transverse chiasmal, hypothalamic, complete 
removal of the hypothalamus, longitudinal hypothalamic and thalamic, midbrain, 
pontine, medullary and cerebellar), the writer found spontaneous hemorrhagic 
States, and the formation of craters in the digestive tract. He thinks that the 
central mechanism is the activation of neural elements by either alteration in 
the ventricular cerebro-spinal fluid by contamination with blood and debris from the 
lesion, or by local traumatic ettects of lesions. It is doubtful whether the spon- 
taneous hemorrhagic states were the precursors of the spontaneous craters, or 
whether the two were separate and distinct processes. The writer describes 
marked changes in the gastric mucosa as a result of heating certain non-heat- 
regulating areas. This experiment demonstrates the actual eftect of the deprivation 
of the hypothalamus on gastric functions. 

G. W. T. H. FLEMING. 
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Ulceration in the Digestive Tract of the Dog following Hvpophvsectomy. (Arch. of 
Path., vol. xxi, p. 185, Feb., 1936.) Keller, A. D., and D'Amour, M. C. 


Hæmorrhagic states and crater-formation were found with low and irregular 
incidence after attempted total hypophysectomy in the dog. Vagotomy did not 
protect from the hæmorrhagic states, nor sympathectomy from crater-formation. 
The ulceration was probably precipitated, not because of the lack of hypophyseal 
secretions, but because of a neighbouring neural derangement, possibly intra- 
ventricular stimulation, as a result of opening the third ventricle during the operative 
procedure. The hypoglycæmic crises encountered appear to be due to deprivation 
of the anterior lobe of the hypophysis. G. W. T. H. FLEMING. 


The Pituitary-hypothalamic Mechanism: Experimental Occlusion of the Pituitary 
Stalk. (Brain, vol. lix, p. 61, Mar., 1930.) Mahoney, W., and Sheehan, D. 


The writers applied a silver clip to the pituitary stalk in the dog and the 
monkey, so cutting off secretion and nerve impulses. 

In the dog there followed diabetes insipidus, which was abolished by thyroidec- 
tomy and re-established by oral administration of thyroid gland. In the monkey 
no polyuria or polydipsia occurred, and the basal metabolic rate, the blood-sugar 
level and the nitrogen and base constituents of the urine were unaltered. Meta- 
bolic changes were manifested in puppies by retardation of growth, sexual infanti- 
lism, adiposity, refinement of hair and sluggish general behaviour. The canine 
pituitary showed marked degenerative changes due to interference in the major 
blood-supply as revealed by carmine gelatine preparations. No comparable changes 
either in vascularity or in cyto-architecture were found in the primate pituitary. 
In the dog the pituitary stalk is short and thick, and contains a direct prolongation 
of the third ventricle, so that the stalk and the tuber cinereum are identical. In 
the monkey, on the other hand, the stalk is a comparatively long thread-like band 
connecting the clearly ditferentiated tuber with the pituitary body, and the relations 
are such that it is possible to place a silver clip round the stalk without injuring 
the adjacent structures; the third ventricle ends in the tuber cinereum proper and 
does not extend into the stalk. The metabolic responses in the dog have been 
` attributed to a pituitary or to a hypothalamic lesion, but the inseparable anatomical 
arrangement of the pituitary-hypothalamic complex does not warrant such a 
clear distinction. In the monkey the evidence supports the hypothalamic origin 
of diabetes insipidus. G. W. T. H. FLEMING. 


The Effects of Lesions of the Dorsal Column Nuclei in the Macacus rhesus. (Brain, 
vol. lix, p. 77, Mar., 1936.) Ferraro, A., and Barrera, S. E. 


The writers found that lesions of the gracile and cuneate nuclei in Macacus 
rhesus gave rise to a loss of sense of position in all extremities, hypotonia, and a 
transient loss or diminution of the hopping and placing reflexes. There was no 
appreciable change in superficial sensibility, and the deep reflexes were not only 
preserved but appeared to be increased. If the lesion involved only the gracile 
nuclei, the symptoms were limited to both hind legs if the lesion was bilateral, 
and to the ipsilateral leg if the lesion was unilateral. If the lesion was limited to 
the cuneate nucleus, the symptoms were limited to the upper extremities if the 
lesion was bilateral, or to the ipsilateral extremity if the lesion was unilateral. 

The symptoms in the upper extremities from lesions of the cuneate nuclei were 
more pronounced than those in the lower extremities following lesions of the 
gracile nuclei. When the lesions of the posterior column nuclei involve also the 
external cuneate nucleus, which represents a relay station from the posterior column 
of the cervical segments to the cerebellum, the symptoms are more pronounced 
because of the involvement of the cerebellar component. The symptoms of 
lesions of the gracile and cuneate nuclei are similar to those which follow removal 
of the post-central convolutions, but the latter are less pronounced, since the 
medial lemniscus sends impulses not only to the post-central, but also to the 
pre-central and parietal cortex. G. W. T. H. FLEMING. 
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The Anatomical Localization of the Hypothalamic Centre for the Regulation of 
Temperature. (Brain, vol. lix, p. 122, Mar., 1936.) Frazier, C. H. et al. 


The writers carried out experiments on cats, to determine whether lesions in 
the substantia grisea in the floor of the third ventricle would produce loss of 
temperature control. These experiments showed that the vital area in the hypo- 
thalamus for the regulation of temperature in cats is the nucleus hypothalamicus 
anterior, which corresponds to the substantia grisea in the floor of the third 
ventricle in man. Bilaterally placed lesions which destroyed the tissue produced 
severe sustained hypothermia, with a loss of function of both the heat-loss and 
heat-maintenance mechanisms. There must be bilateral destruction of the area 
concerned. Laterally placed lesions, whether bilateral or unilateral, cause only 
transitory and fleeting disturbances of temperature regulation. 

G. W. T. H. FLEMING. 


The Sherrington Phenomenon. (Journ. Physiol., vol. lxxxvi, pp. 61-76, 1936.) 
Bulbring, E., and Burn, J. H. 

The experiments described show that the Sherrington phenomenon can be 
produced by stimulation of the lumbar sympathetic chain. It is readily produced 
in dogs, and small contractures are also obtained in cats. The results support the 
view that the contracture is due to the liberation of acetylcholine from the endings 
of the sympathetic vasodilator fibres. E. D. WALTER (Chem. Abstr.). 


2. Psychology and Psychopathology. 


The Child's Report of Psychological Factors in the Family. (Arch. Psychol., No. 189, 
July, 1935.) Hayward, R. S. 

The delinquent child reports a greater number of factors of maladjustment in 
his family than does the non-delinquent child. Socio-economic status is directly 
related to the number of disharmonies reported by the child. A greater number 
of family maladjustments is reported by boys at the ages of 10 to 13 years. For 
girls the greatest number of factors is reported at 10 or 11 years. The number of 
children in the family has no effect on the number of factors of disorganization 
reported by the child. The child reports more factors of family incompatibility 
for the mother than for the father. The delinquent child reports more harmful 
attitudes toward him on the part of his mother than on the part of his father. The 
boy seems to be more independent as well as more conscious of conflicts of authority 
and affection in the family. The child does not react to one personality, but to 
the family as a total organization. The delinquent child reports different psycho- 
logical factors of maladjustment and family disorganization than does the non- 
delinquent child. G. W. T. H. FLEMING. 


Purposive Accidents. (Internat. Journ. of Psycho-Anal., vol. xvii, p. 6, Jan., 
1936.) Menninger, K. A. 

While some of the most dramatic illustrations of purposive accidents are to 
be found in news journals, accurate and definite understanding of them can only 
be had from psycho-analytically studied cases. From these it is possible to 
demonstrate the presence of the same motives responsible for other forms of self- 
destruction, whether extreme (suicide), or partial (self-mutilation, compulsive 
submission to surgery, etc.). These motives include aggression, punition and 
propitiation, with death as the occasional but exceptional outcome. 

STANLEY M. COLEMAN. 


The Unconscious Significance of Hair. (Internat. Journ. of Psvcho-Anal., vol. xvii, 
p. 73, Jan., 1936.) Berg, C. 

Conventional hair-behaviour, the periodic hair-cuttings, the daily hair- 

brushings and particularly the daily shave are a present day ritual-svymptom 
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analogous to many savage and ancient customs—for example, the subincision 
ceremony of the Arundas. The only difference is that in our modern ritual 
displacement and disguise are more extreme. These hair activities are a substi- 
tutive expression for sexual conflict—conspicuously a genital level of conflict, but 
with the usual contribution from the pregenital component instincts. 

STANLEY M. COLEMAN. 


The Psvchology of the Festival of Christmas. (Internat. Journ. of Psvcho-Anal., 
vol. xvii, p. 57, Jan., 1936.) Jekels, L. 

The soil from which the festival of Christmas sprang, the spiritual and mental 
atmosphere in which it originated, was the Arian controversy, the greatest doctrinal 
dispute the Christian Church has ever known. The conflict of opinions, which 
commenced at the end of the second century and lasted a hundred years, was 
above all concerned with the question of the nature of Jesus, the origin of His 
person and His twofold relation, 1.e., to God and to man. 

In the writer's opinion, the revolutionary aim of making Christ, the God-man, 
co-equal with God the Father, was due to the unconscious identification of the 
Son Jesus with the ego. What it really amounted to was an attempt to dethrone 
God, the collective super-ego, with which the super-ego of the individual has such 
close relations. About the middle of the fourth century the Feast of the Nativity 
was suddenly dissociated from that of the Epiphany and a special date assigned to 
it, that is to say, the Son was declared to be God, not merely through the indwelling 
of the Spirit of God, i.e., through the Father by baptism, but as co-equal with the 
Father through His own essential Divinity. When the Church ordained the 
celebration of Christ’s Nativity she half-fulfilled (for God the Father still remained 


enthroned) the people's unconquerable wish for equality. 
STANLEY M. COLEMAN. 


The Big Round World (A Psychiatric Study of Robert Louis Stevenson). (Psvchoanal. 
Rev., vol. xxiii, p. 121, April, 1936.) Proudpit, I. 

An analysis of Stevenson's work and biographical data demonstrates that the 
author was a pronounced oral type with a strong visual component; abundant 
quotations evince the phantasy of incorporating the world orally. There was also 
definite mother-fixation and a certain resistance to the idea of women as sexual 
objects; he preferred to think of them as deep-breasted mythical mothers on a 
far-off mountain. STANLEY M. COLEMAN. 


The Divining Rod |La baguette des sourciers}. (Rev. Franç. de Psychanal., vol. 
vill, p. 488, 1935.) Servadio, E. 

The divining rod is closely allied to the magician’s wand and that of the more 
modern conjuror, again with the prophet’s rod, the royal sceptre, the staff of 
otfice, etc. All take their origin from the sacred tree, identified in its turn with 
God, divinity in general, the king and royalty. The nature of the rod, its forked 
shape and the method of holding it before the body (see de Givry’s iconography 
of witchcraft, magic and alchemy) indicate that it is an unconscious penis- 
substitute. Again the physiological state of the rhabdomancer, while exercising 
his faculty, has a striking resemblance to the physiological accompaniments of 
sexual excitement (as described by Havelock Ellis). 

The earth is notoriously a mother symbol, as also is water. The common 
denominator of water under the earth and of mineral buried in the earth is the 
concept of something secret and hidden—buried treasure. Here the occult treasure 
buried in the earth symbolizes the fecal content of the maternal body (considered 
to be precious by the child during the anal-erotic phase). 

The thesis is that the rhabdomancer regresses to the infantile situation of 
attachment to the mother, which commenced in the anal and continued into the 
phallic stage. The excitation results from the call of the mother’s body, symbolized 
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by the earth and its contents. Unconsciously he dramatizes a penetration of and 
return to the maternal womb. STANLEY M. COLEMAN. 


Reactive Character Traits and their Psycho-analytical Importance (Les traits de 
caractéire réactionnels et leur importance en Psychanalyse). (Rev. Franç. de 
Psychanal., vol. viii, p. 432, 1935.) de Saussure, R. 

All methods of reaction which result in a satisfactory adaptation of internal 
striving to the exigencies of the environment are normal character traits. On 
the contrary, reactive character traits are those which, instead of being determined 
by an outer aim, are the outcome of an affective reaction to a conflict. 

The genesis of character is traced back to the two different methods by means 
of which the infant learns to adapt itself to external reality. The first is conduct 
resulting from a blind obedience to parents and parent substitutes ; the second is 
based upon experience. In the adult, according to the varying preponderance of 
these two behaviour patterns, the following four character types are distinguished : 
uj The blindly obedient, under the domination of the super-ego and whose conduct 
is determined by love and fear ; (ii) the autonomous type, whose activities are the 
result of reality testing (success or failure); (iii) those who submit to the super-ego 
in practice, but in whom a part of the personality revolts at this submission; (iv) 
those whose behaviour is a result, not of experience but of disobedience—an active 
revolt against the super-ego. 

During the analysis the analysand, according to his character type, may display 
one,of the following character resistances: passive obedience, an intellectual, 
non-atfective acceptance of interpretations; anger and aggression ; jealousy—for 
instance of other patients; dissimulation—an apparent compliance with the 
explanation of the analyst, while inwardly rejecting it. STANLEY M. COLEMAN. 


3. Psychiatry. 


An Experimental Study of the Day and Night Motility of Normal and Psychotic 
Individuals. (Arch. of Psychol., No. 192, Oct., 1935.) Page, J.D. 

The author kymographically recorded the motility of normal, manic-depressive, 
stuperous catatonic and Parkinsonian individuals while they were lying in 
bed. The results are divided into day motility, night motility, and motility 
_ following sodium amytal. 

Day motility —The manic group was much more active and the catatonic group 
much less active than either normal or Parkinsonian groups. Certain individuals 
or Parkinsonians were found to be as inactive as some catatonics or as active as 
some manics. Parkinsonians and normals were generally motile with respect to 
total motility, number of major moves and duration of rest periods. The catatonics 
averaged 2:77 movements per hour, and shifted from one position to another about 
once every 19 minutes. Only 8°% of their day rest periods exceeded one hour and 
2°, exceeded two hours in length. 

Night motility.—There was a close resemblance amongst all the groups. The 
Parkinsonians were less active than the normals during the night, in contrast to 
their marked similarity in motility during the day. The three rigid catatonics 
were slightly less active during the night than during the day, while the cerea 
fiexthilitas patient was somewhat more active during the night. 

The effect of sodium amytal._—On drug nights the similarity in the motility of 
the groups was more marked than on drugless nights. The effect was most 
apparent during the first third of the night, when all the groups were about equally 
inactive. The three rigid catatonics were more active on drug than on drugless 
nights. The cerea flexibilitas patient was less active on drug nights. All the 
manic patients and most of the normal and Parkinsonians were less active on 
drug than on drugless nights. G. W. T. H. FLEMING. 
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A Survey of the Patients in a Large Mental Hospital. (Journ. of Neur. and Psycho- 


pathol., vol. xvi, p. 225, Jan., 1936.) Duncan, A. G., Penrose, L. S., and 
Turnbull, R. C. 


The writers made a survey of the population of the Severalls Mental Hospital. 
They found an incidence of 17:8% of mental defect and 23°% of mental dullness. 
Manic-depressive insanity and epilepsy were found to have the closest association 
with low mentality. Abnormal palates occurred in 12-13% of the males; about 
25% of epileptics have abnormally narrow palates. Skeletal abnormalities also 
have a high incidence amongst epileptics. Physical abnormalities were more 
closely associated with low mental grade than with any special type of psychosis. 
So far as the incidence of mental illness in the near relatives of a patient is evidence 
of hereditary influence, such evidence is more important in manic-depressive 
insanity than in other types. With epilepsy and the organic psychoses hereditary 
predisposition is less marked. G. W. T. H. FLEMING. 


Visual Hallucinations and Lesions of the Visual Apparatus [Hallucinations visuelles 
et lésions de l'appareil visuel]. (Ann. Méd. Psych., vol. xv (i), p. 321, Mar., 
1936.) Lhermitte, J., and de Ajuriaguerra, J. 

From observation on seven cases (four of cataract, one of cataract and keratitis, 
one of compression of the right optic nerve and one of cerebro-spinal syphilis), 
it is concluded that the appearance of visual hallucinations, either simple or 
complex, is favoured by organic or functional disorder of the photo-receptor 
apparatus. This morbid excitation is not capable on its own of producing the 
true hallucinatory state, an infinitely complex mechanism in which the whole 
psyche is involved. STANLEY M. COLEMAN. 


4. Neurology. 


Myoclonic Epilepsy of Unverricht [Mioclono-Epilessia Atassica Familiare]. (Riv. 
Sper. di Freniat., vol. lix, p. 750, Dec., 1935.) Mazza, A. 

Two cases occurring in sisters are described. The parents were uncle and 
niece to each other and the father died of general paralysis. Induced hyperpnæœa 
resulted in typical tetany, starting in the hands, and spreading first to the upper 
extremities and finally to the whole body. No epileptiform attack was so induced. 

H. W. Eppison. 


New Contribution in Favour of the Parathyroid Origin of Scleroderma [Nuovo 
Contributo a favore dell’ origine paratiroidea della Scleroderma]. (Riv. 
Sper. di Freniat., vol. lix, p. 732, Dec., 1935.) Curti, G. 

A case is described in considerable detail. The author draws attention to the 
selective vulnerability of the bones and skin. He concludes that the disease 
consists of a cutaneous and osseous form of chronic hyper-parathyroidism, and he 
refers to the operative successes of Brüning, Leriche and others. 

H. W. Eppison. 


Observations on the Ætiologic Relationship of Vitamin B (B,) to Polyneuritis in the 
Alcohol Addict. (Amer. Journ. Med. Sci., vol. cxciv, p. 515, April, 1936.) 
Joliffe, N., et al. 

The writers estimated the vitamin B and caloric intake of 42 alcohol addicts, 

26 of whom had polyneuritis. They used Cowgill’s formula, from which the 

vitamin B mgrm. equivalent 

calories ~ 

‘0000284 weight in grm. When the first 1600 calories contained in the alcohol 


vitamin B requirements of man are estimated— 
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consumed by each subject are included in the estimation of the vit./cal. ratio, a 
defimte correlation is found between the inadequacy or adequacy of the vitamin B 
intake and the presence or absence of polyneuritis. They found that (1) every 
alcohol addict with polyneuritis had an estimated inadequate vitamin B intake. 
(2) No addict with an estimated adequate vitamin B intake had polyneuritis. 
(3) Every addict with an estimated absolute deficiency of vitamin B for 21 days 
or more had polyneuritis. (4) Polyneuritis may develop in an addict as early as 
the seventh day of estimated absolute deficiency of vitamin B. The writers 
conclude that alcohol has no direct toxic action on the peripheral nerves, but that 
polyneuritis in the alcohol addict 1s due to vitamin B deficiency. 
G. W. T. H. FLEMING 


5. Pathology and Biochemistry. 


Cholesterina@mia in Dementia Precox [La Colesterinemia nella Demenza Precoce). 
(Riv. Sper. di Freniat., vol. lix, p. 698, Dec., 1935.) Canziani, G. 

In the investigation of the cholesterol content of the blood in various conditions 
the author was struck by the low figure in schizophrenics. He draws the conclusion 
that the impairment of the function of the reticulo-endothelial system indicates 
that the xtiology of schizophrenia has a toxic-infective component. He dismisses 
lightly the possibility that lowered resistance to toxic or infective processes may 
be a result of the schizophrenic state and not a cause. H. W. Eppison, 


Vitamin B, Deficiency in the Rat Brain. (Journ. Physiol., vol. lxxxv, pp. 454-63, 
1935.) O’Brien, J. R., and Peters, R. A. 


A study was made of iie respiration in vitro of teased brain tissue from rats 
both normal and exhibiting symptoms of vitamin B, deficiency. The respiration 
in the brains of avitaminous rats is increased by addition of vitamin B,. Negligible 
ettects occur with the normal brain tissue. As in the pigeon, vitamin B, reduces 
the formation of abnormal amounts of pyruvate in the respiring avitaminous rat 
brain. The symptoms of the avitaminosis observed in the rat and the pigeon are 
central in origin and have essentially the same biochemical origin. 

E. D. WALTER (Chem. Abstr.). 


The Relationship of Vitamins B and C in Regard to Beri-beri. (Nutrition Abstracts, 
vol. v, p. 75.) Rosedale, J. L., and Chong, L. P. 


Experiments on pigeons confirmed the results of Rosedale and Oliverio which 
suggested that vitamin B, consists of two fractions, the one precipitated by 
lead acetate being the true antineuritic substance, and the other, found in the 
filtrate, being concerned in the maintenance of good general condition. It seemed 
probable that vitamin C, given as a concentrate from pineapple juice, could replace 
the anti-beri-beri fraction of vitamin B,. The chemical relation between vitamin 
B, and vitamin C is discussed, and the theory advanced that there is a “ water- 
soluble vitamin complex ” which is essential to normal metabolism, and is only 
under some conditions broken down into vitamin C and the various components 
of the vitamin B complex. G. G. (Chem. Abstr.). 


Studies on Animal Lipids. X. The Nature of Cerebrosidase: Its Relation to the 
Splitting of Polydiaminophosphatide by Polvdiaminophosphatase. (Journ. 
Biol. Chem., vol. cxiii, p. 311, Feb., 1936.) Thannhauser, S. J., and Reichel, 
M. 

True cerebrosidase is practically inactive, and requires an activator which has 
an —SH radical, such as H,S, cysteine, —SH glutathione, and ascorbic acid. The 
-SH radical is especially significant in the metabolism of nerve-cells, more parti- 
cularly in its reciprocal action on the oxidation-reduction potential of the cells. 
In Gaucher's disease the cerebrosides are increased and stored in the reticulo-endo- 
thelial cells. In Niemann-Pick’s disease, and very likely in amaurotic idiocy, 
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there is an increase and deposition of diaminophosphatides. Possibly these 
diseases are caused by a disturbance in the equilibrium between cerebrosidase and 
diaminophosphatase. G. W. T. H. FLEMING. 


Phosphatases of the Brain. (Current Sci., vol. iv, p. 324, 1935.) Venkata Giri, K., 
and Datta, N. C. 


The alkaline phosphatase from sheep brain has an optimal reaction of pH 9-6, 
and is activated by magnesium ions, the increases in activity exceeding 100°% 
when magnesium is added in optimal quantities (0-001 M-—o:002 M). The acid 
phosphatase, from the same source, which has an optimal reaction of pH 5-o is 
not activated by magnesium and resembles the urinary and salivary phosphatases. 
Waldschmidt-Leitz and Nonnenbruch suggest that the acid phosphatase demon- 
strated by Bamann and Riedell is due to the presence of erythrocytes in their 
extracts. This appears to be untenable, because the erythrocyte phosphatase is 
activated by magnesium salts, while the acid phosphatase extracted from the 
brain is not so activated. . W. J. PETERSON (Chem. Abstr.). 


Cerebroside Cysts in the Frontal Skull Cavity. (Z. Physiol. Chem., vol. ccxxxv1it, 
pp. 31-4, 1936.) Tropp, C., and Eckardt, B. 

The contents of a frontal cyst of 300 c.c. vol. showed no spectroscopic evidence 
of blood-pigments and only traces of Fe, but gave a strong reaction for sugar and 
high sugar values after hydrolysis. Reactions for cholesterol and phosphorus were 
negative ; protein was positive. The main constituent of the dry residue was a 
cerebroside mixture containing cerebron and kerasin in about equal proportions. 
For this type of cyst the name ‘‘ cerebrosidoma’’ is proposed. 

A. W. Dox (Chem. Abstr.). 


The Nature of the Union of the Sodium and Potassium in the Grey Matter of the 
Human Brain. (Journ. Physiol. U.S.S.R., vol. xix, pp. 571-4, 1935.) 
Georgievskaya, L. M. 

The sodium and potassium of the grey matter of the cortex are quantitatively 
separated by electrodialysis. The sodium and potassium, therefore, occur in the 
brain in a salt-hke combination. H. COHEN (Chem. Abstr.). 


The Alleged Occurrence of “ Krampfstoffe” (Convulsants) in Acetone Extracts of Mam- 
malian Brain. (Journ. Physiol., vol. lxxxv, pp. 400-8, 1935.) Holmes, E. 

The effects of the intravenous injection into animals of the material obtained 

from the fresh brains of animals, killed during convulsions, by acetone extraction 

observed by Kroll (Z. ges. Neur. u. Psychiat., vol. exliii, p. 780; vol. cxlvi, p. 208 ; 

vol. cxlvn, p. 316, 1933), and attributed by him to the presence of a substance 

affecting the central nervous system, are not due to any such elfects, but are the 

result of a depressant action of the material on the heart. 

E. D. WALTER (Chem. Abstr.). 


Biochemical Investigations on the Summer Encephalitis in Japan. (Fukuoka- 
Thwadaigaku-Zassht, vol, xxvii, pp. 1499-1522, 1934.) Naka, A., Okumura, 
N., and Kakihara, G. 

Biochemical study was made upon 30 cases of summer encephalitis. In 
the delirious and comatose state most of the patients showed a mild or high 
degree of blood acidosis, but in convalescence the blood seemed to incline toward 
alkalosis. This acidosis was mostly compensated because the blood pH showed 
no distinct reduction. The pH of the spinal fluid seemed to increase, 1.e., turned 
more to the alkaline side. Most patients showed slight but seldom high hyper- 
glycemia, The albumen of the spinal fluid increased slightly, but it did not reach 
the pathological limit. The residual nitrogen of the fluid greatly increased. 

K. SUGIURA (Chem. Abstr.). 
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The Chemical Mechanism of Glvycolysis in the Brain. (Boll. Soc. Ital. Biol. Sper., 
vol. x, pp. 725-7, 1935.) Mazza, F. P., and Valen, C. M. 


The purpose of the investigation was to see whether the principal chemical 
reactions which characterize glycolysis of muscle and alcoholic fermentation 
(Embden, Meyerhof) also occur by the action of brain enzyme extracts. Rabbit 
brain extracts were inactivated by allowing them to stand at room temperature 
for three hours and then dialysed. When added to fructosediphosphoric ester, 
triosephosphoric esters were produced, thus showing the presence of zymase in the 
brain. By the action of brain pulp on starch solutions in the presence of lactates, 
and on hexosediphosphates in the presence of fluorides, 8-phosphoglyceric acid was 
formed (isolated as the Ba salt). Therefore the second reaction in the Embden- 
Meyerhof mechanism takes place in the brain. Brain extracts prepared in a manner 
similar to that used by Meyerhof for muscle extracts act on phosphoglyceric acid 
by splitting off HPO, and producing pyruvic acid ; if a-glycerophosphoric acid is 
also present there is a marked production of lactic acid. In the presence of fluorides 
the scission of phosphoglyceric acid is inhibited, but if the extracts act on a mixture 
of a-glycerophosphoric acid and pyruvic acid, the latter is transformed completely 
into lactic acid and the reaction is not inhibited by fluorides. Particularly notice- 
able is the fact that H,PO, is not liberated. Like the glycolytic enzymes of muscle, 
the enzymes of brain need a co-enzyme (the same as that of muscle); brain extracts 
when dialysed lose their activity. ICH,CO,H partially inhibits the formation of 
lactic acid when added to a mixture of brain extracts, phosphoglyceric acid and 
ylvcerophosphoric acid or to brain extracts, pyruvic acid and phosphoglyceric 
acid. In the first case, it does not completely inhibit the scission of phospho- 
glvceric acid with liberation of H,PO, but does inhibit much more so the production 
of lactic acid. PETER Masucci (Chem. Abstr.). 


Pathological Anatomy and Physiology of Epilepsy [Anatomopathologie et physio- 
pathologie de Vépilepsie}. (Ann. Méd. Psych., vol. xv (i), p. 145, Feb., 1936.) 
Steck, H. 

Reviewing the various anatomical changes that have been found in epilepsy, 
the writer insists that it is first necessary to distinguish carefully between symp- 
tomatic and essential epilepsy. [Essential epilepsy should show anatomical 
changes common to all the epilepsies and also the absence of gross irritative lesions. 
Inflammatory changes, trauma, syphilitic foci, congenital malformations, etc., are 
uritative lesions provoking the crises in symptomatic epilepsy. It is concluded, in 
agreement with Spielmeyer, that the principal lesions found in the brains of epileptics 
are neither the cause of the disease nor of the epileptic crises. They are the results 
of the epileptic crises, more particularly of the preceding vascular disorder. 

Turning to the neuropathology, the writer is inclined to favour the theory of 
irritation followed by paralysis, rather than that of inhibition and liberation. 

Regarding physiopathology, the view is taken that the various biochemical, 
endocrine and other physiological changes have no direct causal association with 
epilepsy, but are, for one part, concomitant factors, preparoxysmal alterations of 
the organism, and, for the other part, the expression of the continual oscillation 
of and the re-establishment of the physiological equilibrium upset by the crisis. 

It is stressed that each crisis is to some degree the consequence of the preceding 
and the cause of the subsequent crisis. This depends upon not only reversible 
biochemical changes, but also upon a fundamental property of the central nervous 
system—the dynamic canalization or automatization of discharge phenomena. 
The therapeutic value of combating the formation of the epileptic habit is an 
implicit recognition of these phenomena. STANLEY M. COLEMAN. 


On the Differentiation of Coloured Cerebro-spinal Fluids. (Amer. Journ. Med. Sci., 
vol. cxciv, p. 538, April, 1930.) Robinson, F. H., and Miller, B. N. 


The writers carried out compression experiments on the spinal cords of dogs. 
They found that the yellow spinal fluid of cord compression gives a negative 
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benzidine reaction, This reaction can also be used to differentiate between bleeding 
into the fluid at the time of lumbar puncture from subarachnoid hemorrhage. 
In the latter case the test is still positive after high-speed centrifuging of the fluid, 
whereas after puncture bleeding the centrifuged fluid gives a negative reaction. 

G. W. T. H. FLEMING. 


Quantitative Spectrographic Analysis of Biological Material. I: A Method for the 
Determination of Lead in Cerebro-spinal Fluid. (Proc. Rov. Soc. ‘Lond. , 
A153, pp. 141-52, 1935.) Foster, J. S., Langstroth, G. O., and McRae, 
D. R. 

0:08 c.c. of the fluid to be analysed is placed on the movable plane electrode 
of a point plane pair, dried at low pressure, and sparked with a d.c. spark, which is 
photographed with a quartz spectrograph. The exposure is 115 minutes. A second 
exposure is taken with a sample of the same fluid to which a small definite amount 
of a known solution of Pb(OAc),, PbCH or Pb(SO,), is added. The Pb line inten- 
sities are measured with a Moll microphotometer and compared with those of some 
other element in the sample, in this case magnesium. The concentration of Pb 
in the sample is given by R,/R, = C/(C+C, Av/v), where R, and R, are the 
measured Pb My intensity ratios for untreated and treated samples, C is the 
unknown Pb concentration, C, the known Pb concentration in the standard solution, 
and Av the volume of the standard solution added to a volume v of the sample. 
The method is valid for concentrations between I Xx 1078 and 2 X Io-® g. ‘c.c. 
The precision of a determination is better than 15%. 


Janet E. Austin (Chem. Abstr.). 


Determination of Phenols in the Cerebro-spinal Fluid. (Prensa Med. Argentina, 
Aug. 30, 1933, sep. 10 pp.) Castex, M. R., and Arnaudo, A. F. 


Theis and Benedict’s method for blood phenols was used for determining phenols 
in the cerebro-spinal fluid. To 10 c.c. of cerebro-spinal fluid add 13 c.c. of water, 
1 c.c. of 10°% sodium tungstate and I c.c. of 2/3 N sulphuric acid (dilution 1 : 2-5). 
Proceed as with blood. A standard is made so that Lo c.c. = 0:0125 mgrm. phenol. 
The normal amount of phenols in the cerebro-spinal fluid is between 0-20 and 0:36 
mgrm. per 100. These phenols exist mostly as free phenols. In several diseases of 
the central nervous system a normal amount of phenol was found. 

E. S. G. B. (Chem. Abstr.). 


Phenols in the Cerebro-spinal Fluid in Pathologic Conditions : Their Clinical Impor- 
tance. (kev. Franco, No. 1, 1935, sep. 15 pp.) Castex, M. R., and Arnaudo, 
AF. 
The amount of phenols in the cerebro-spinal fluid is normally about 20°, of 
that in the blood. In severe renal insulficiencies there is an increase of phenols in 
the cerebro-spinal fluid. E. S. G. B. (Chem. Abstr.). 


A New Investigation into the Presence of Formic Acid in the Cerebro-spinal Fluid 
[Nouvelles recherches sur l'acide formique dans le liquide ce'phalo-rachidten . 
(Ann. Méd. Psych., vol. xv iij], p. 28, Jan., 1930.) Hamel, J., Buisson, R., 
and Chavarot, M. 

This inquiry follows the method and supports the thesis of Toye. The latter 
writer beheves that there is a close association between tuberculosis and dementia 
præcox, basing this assumption upon the frequency with which he has found formic 
acid in the cerebro-spinal fluid of cases of dementia priccox. 

Here 28 cases of dementia precox were investigated, 21 showing the presence 
of formic acid. Of the 16 non-dementia precox cases examined Lo gave negative 
reactions, While of the other 6, 5 cases had definite tubercular lesions. 

It is concluded that it is as yet impossible to say whether the presence of formic 
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acid is associated with the tuberculosis or the dementia praccox. It is suggested 
that a series of sane tubercular cases should be investigated as controls. 


STANLEY M. COLEMAN. 


6. Pharmacology and Treatment. 


The Therapeutic Effect of Happiness (La joie qui guérit). (L'Hygiène Mentale, vol. 
xxx, P. 157, Sept.—Oct., 1935.) Pascal, C., and Rover, J. 

Under this title the authors have published a case-history which, for them, 
constitutes a triple problem, namely (1) the therapeutic effect of “ hypersthenic " 
emotions, (2) the late cure of hallucinatory psychoses regarded as chronic, and (3) 
the basis of the foregoing. 

The case was that of a woman who lost her husband, of whom she had been 
very fond, during the war. She declared that she would rather the Allies had lost 
the war than that she had lost her husband. This aroused some hostility in the 
neishbours. She felt persecuted and thought she was the victim of a plot. There 
were some remissions, but finally in 1930 she became hallucinated and obviously 
deranged, so that she was sent to hospital. There she soon became extremely 
psychotic. She was mute, destructive, violent, unoccupiable and continuously 
hallucinated. The voices told her of evil befalling her children and especially 
her son, who was imprisoned in the basement of the hospital. The voices heaped 
insult and threats on her. The visits of her son did not convince her. 

At the end of five years her son told her he was married. He brought his young 
wife to see the patient. The girl called the patient ‘‘ Mother ”, which profoundly 
attected her. She expressed great joy at her son's happiness and her own satis- 
faction in her daughter-in-law. Immediately she began to improve. Her habits 
became normal. She asked for work. Within a month or two she was sent home. 
There she did well and took up her old work of dressmaking. She still had the 
hallucinations, but said, ‘‘ I hear them still, but they do not matter ”’. 

Darwin and Spencer are quoted as pointing out the futurity of joy, but no credit 
is given to Shakespeare, who stated this fact earlier. A resumé of the philosophical 
standpoint Is given. 

As to the mechanism, the authors say, “ Liberated by happiness, her psychic 
forces created a reintegration ”’. 

Regarding the hallucinations an important point, sometimes lost sight of, 
emerges: ‘* The voices became nothing more than objective sounds which troubled 
her hearing. No longer were they aftectively charged ’’. This has to be tested 
against Ey’s view that hallucinations are the expression of delusion or Mourgue’s 
theory that they are a mechanism of compensation. W. McC. HARROWES. 


Mescaline and Depersonalization. (Journ. Neur. and Psychopath., vol. xvi, p. 193, 
Jan., 1930.) Guttmann, E., and Maclay, W. S. 

The therapeutic use of mescaline improves depersonalization symptoms in so 
far as they consist of changes of the surroundings (derealization), not of the self. 
Mescaline depersonalization is identical with this symptom in morbid states. 
Patients of the manic-depressive group respond to an intoxication with small doses 
of mescalin by reactions of their own endogenous types. The patients’ experience 
of the improvement of their symptoms, even if only of short duration, may be 
used as an adjuvant for psychotherapeutic activity. The patients were unable 
to distinguish the mescaline depersonalization from the original depersonalization. 

` G. W. T. H. FLEMING. 
The Breakdown of Mescaline and Mescaline-like Substances in the Organism. 


(Z. Physiol. Chem., vol. ccxxxviii, pp. 14-22, 1930.) Slotta, K. H., and 
Müller, J. 


Rabbits are 70 times as tolerant to mescaline, 3, 4, 5-(MeO),C,H.CH.CH.NH,, 
the chief alkaloid of peyotl, as human beings. The most striking ettect in rabbits 
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and dogs is a strong retention of urine, lasting as long as 48 hours. After feeding 
400 mgrm. of the HCI salt to rabbits some 40-50%, was excreted as 3, 4, 5-(MeQ), 
C,H,CH,CO,H (I). This acid, however, is relatively non-toxic, and a dose of 
Soo mgrm. fed to a rabbit was excreted to the extent of 60°%4 without retention of 
urine or evidence of physiological changes. Closely related substances, e.g., 
3. 4, 5-(MeO);C,H,CHO and 3, 4, 5—-(MeO),C,H,CH,CH,OH (Il) were decidedly 
more toxic, the former being excreted as 3, 4, 5-(MeO),;C,H,CO,H, and the latter 
as a nitrogenous substance containing MeO. In human beings, on the other hand, 
mescaline was not excreted as I, and I itself was excreted to 75% without causing 
drunkenness or urine retention. An excretory product of mescaline was an oil 
which on hydrogenation took up three hydrogen molecules and formed a saturated 
crystal substance of the formula C,)H,,0O;N, containing 1 MeO and incapable of 
forming a picrate, chloroaurate or chloroplatinate, in contrast to the hydrogenation 
product of mescaline. Mescaline has a more powerful action on normal persons 
than on schizophrenics, whereas the reverse is true of the 2, 3, 4-isomer. 
A. W. Dox (Chein. Abstr.). 


A Quantitative Study of the Phenomena of Synergism: Potentiation of Hypnotic 
Action in Mice. (Compt. Rend., vol. cci, pp. 796-7, 1935.) Olszycka, L. 

By injecting together inactive doses of alcohol and ethylbutylbarbituric acid, 

sleep of 2-78 minutes’ duration was produced, depending upon the proportions 

used. A mixture of effective doses of the two hypnotics produced sleep of only 


slightly longer duration than that produced by each compound separately. 
E. W. Scott (Chem. Abstr.). 


Narcoses and the Chronaxie. (Journ. Pharmacol., vol. lv, pp. 72-81, 1935.) Knoefel, 
P. K. 
Cocaine, chloral hydrate and urethan influence excitability rather than conduc- 
tion of nerve. The chronaxie is not an index of the excitability of nerve during 
narcosis. T. R. RIDER (Chem. Abstr.). 


Paraldehyde Idiosyncrasy. (Brit. Journ. Anesthesia, vol. xiii, pp. 25-7, 1935.) 
Brown, G. 

Prolonged, deep, unconsciousness developed in a man æt. 20 and weighing 
123 lb., with a blood-pressure of 120/78, after the rectal administration of 4 dr. 
of paraldehyde in 5 oz. of saline solution. Complete loss of all reflexes developed, 
associated with rapid respiration and very slight fallin blood-pressure. Eliminative 
methods led to recovery. James C. Muncu (Chem. Abstr.). 


Barbiturates. NII. Factors Governing the Distribution of Barbiturates. (Journ. 
Pharmacol., vol. lv, pp. 46-61, 1935.) Dille, J. M., Linegar, C. R., and 
Koppanyt, T. 

Barbiturates can be detected in the blood as long as they are present in the 
tissues, and no organ tissue has any specific affinity for them, although barbital 
is less concentrated in the brain than in other organs. 


AIE. The Duration of Action of Barbiturates. Ibid., pp. 62-71. 

Long-acting barbiturates are destroyed slowly ; hence they are present in the 
brain for long periods. Pento-barbital is quickly destroyed, and rapidly disappears 
from the central nervous system; hence it is short-acting. 

° T. H. Riper (Chem. Abstr.). 


The Effective Use of Small Non-Dehydrating Doses of Epsom Salts in Epilepsy. 
(Journ. Neur. and Psychopathol., vol. xvi, p. 213, Jan., 1936.) Wolf, A. 

In a group of 109 cases of epilepsy, magnesium sulphate in a dose not quite 

sutficient to produce a watery stool was given to each case in a full 8-oz. glass of 

water: 30% benefited. The group of cases with cerebral arterio-sclerosis showed 
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the greatest improvement. Kidney disease was not present in the patients who 
responded to treatment. The writer suggests that in some way magnesium 
sulphate alters the physico-chemical cell relationship in the brain in a way as yet 
unknown ; the beneficial effect is certainly not due to dehydration, nor to the filling 
of some elemental deficiency. G. W. T. H. FLEMING. 


Fixation of Propyl Bromide in the Blood and Brain of the Guinea-pig after Previous 
Administration of Various Drugs Affecting the Central Nervous System. 
(Compt. Rend. Soc. Biol., vol. cxx, pp. 1169-70, 1935.) Tiffeneau, M., 
and Broun, D. 

The drug was injected subcutaneously, then the animal was anaxsthetized with 
PrBr-air mixture and the PrBr contents of the blood and different parts of the 
brain were determined. After depressants (chloralose, urethan, soneryl) the time 
required for anxsthetizing and quantities of PrBr fixed by the tissues were less 
than normal. After the injection of the stimulant caffeine, the opposite effect 
was noted. L. E. Gitson (Chem. Abstr.). 


Antagonism of Picrotoxin and Certain Narcotics. (Compt. Rend. Soc. Biol., vol. cxx, 
Pp. 971-4, 1935.) Schriever, H., and Perschmann, G. 


In frogs picrotoxin antagonizes chloral hydrate, paraldehyde, urethane and 
barbiturates. The mesencephalon plays an important part in the effect. 
L. E. Gitson (Chem. Abstr.). 


Relation Between Chemical Constitution and Hypnotic Action: Bromoethylmalonyl- 
urea and Diethylmalonylurea. (Arch. Farmacol. Sper., vol. lx, pp. 497-516, 
1935.) Donatelli, L. 


The substitution of a Br atom for an Et group in diethylmalonylurea resulted 
in a product with a much more intense hypnotic action. However, the bromine 
compound caused too noxious a secondary effect for practical use. 

H. L. GRUEHL (Chem. Abstr.). 


The Electrocardiogram in Fever. (Amer. Journ. Med. Sci., vol. cxciv, April, 1936.) 
Vesell, H., and Bierman, W. 


The writers made observations on changes in electrocardiograms produced by 
fever of between 104°-106:5° F. of 3-5 hours’ duration induced by physical means. 
P and T waves were as much increased as decreased. The R wave often became 
smaller and the P-R and Q-R-S intervals in most instances were shortened. The 
RT level was usually depressed, never elevated. The transformation of several 
normal amplitudes or intervals to abnormal ones as well as the reverse was 
considered of special significance. The mechanism of these changes is probably 
through reflexes, tachycardia, local cardiac and general chemical and physiologic 
alterations. No inference could be made that the fever produced any harmful 
eftects upon the heart. G. W. T. H. FLEMING. 
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MAURICE HAMBLIN SMITH. 


The death of Dr. Maurice Hamblin Smith at Oxford on April 15 will 
be deeply regretted by a large number of friends, by none more than by 
his colleagues in the Prison Service and by those who worked with him 
for this Journal. Born May 1, 1870, the son of Hamblin Smith, the Cambridge 
tutor, he took a Cambridge degree in mathematics, and afterwards entered 
Guy’s Hospital, whence he qualified in 1896. After three years in private 
practice, and as Certifying Factory Surgeon at Silverdale, Staffordshire, he 
decided to devote himself entirely to official work. He joined the prison medical 
service in December, 1899, and served successively at Manchester, Wandsworth, 
Dartmoor, Stafford and Portland prisons. Meanwhile, the increasing impor- 
tance of the medical work at Birmingham Prison, in connection with prisoners 
awaiting trial, decided the Prison Commissioners, in 1920, to send a medical 
officer there with special knowledge of mental diseases and Hamblin Smith 
was selected for the post, and remained there until his retirement in 1933. In 
a very short time he gained the confidence of the Judicial Authorities before 
whom he gave evidence in the Criminal Courts, and his clinical acumen, wide 
experience and sound judgment were invaluable assets in determining with 
accuracy the mental conditions of persons accused of crime. His opinion in 
the difficult and intricate problems connected with criminal responsibility was 
relied upon by the Prison Commissioners as well as by the Courts, and his 
concise and complete reports were models of what a medico-legal report should 
be. He had under his supervision not only the prisoners from the Birmingham 
area, but also those sent from outlying prisons for mental observation 
under a scheme introduced by the Prison Commissioners in 1924. He also 
visited adjacent prisons from time to time to consult with the medical officers 
in capital cases. 

As a colleague Hamblin Smith was firm, loyal and understanding, jealous of 
the honour of his profession and of the integrity of the Prison Medical Service, 
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which he loved so well. He maintained in all his undertakings the highest 
traditions of the British Civil Service. 

In his annual reports, as well as in his unofficial publications, Hamblin 
Smith insisted that the treatment of the offender was entirely a psychological 
problem, and that every case required individual investigation and considera- 
tion. He stated in his annual report of 1923 that many who were then 
responsible for the success of the probation system appeared to be quite unaware 
that the problem had any psychological aspect, and that attempts were made 
to evade the issue by the assertion that psychologists were not agreed among 
themselves. He considered that these disagreements were less serious than 
the opponents of psychology declared, and that far from being subjects for 
reproach they were hopeful and healthy signs. But he ignored the fact that 
the acute differences among psychologists regarding fundamental problems 
tended to bring science and psychology into disrepute amongst those he 
criticized. He referred also in this report to the abnormal mental conditions, 
which although not yet recognized by the law, were potent factors in 
the production of crime, and urged that institutions should be provided for 
their treatment. He had in mind not only cases of mental conflict and 
repression, but those where anti-social conduct was attributable to a previous 
attack of encephalitis lethargica. Since then the Mental Deficiency Act of 
1927 has enabled provision to be made for the majority of the latter, and the 
extent to which psychological treatment can be used in combating crime is 
under investigation at the present time. 

Hamblin Smith was a convinced determinist and an omnivorous reader of 
philosophy and speculative psychology, but he retained a clear distinction 
between assumptions and facts, and his theoretical inclinations never obtruded 
in his daily duties. He rightly repudiated the view that he was unduly lenient 
to the offender ; he was, in fact, a realist and not a sentimentalist, and was a 
strong advocate of indefinite detention in the interests of those who cannot or 
will not conform to the demands of society as well as in the interests of society 
itself. 

He contributed several papers to this Journal, to the British Journal of Medical 
Psychology, and to the Journal of the Howard League of Penal Reform. He 
read an interesting paper on “ Double and Multiple Personality °” at the Prison 
Medical Officers’ Conference in 1932. His book The Psychology of the Criminal, 
published in 1922, emphasized the importance of the scientific approach to 
criminal problems. A smaller book on prisons, published in 1934, was a 
brief exposition of the main theories of punishment, and an historical outline 
of the growth of our present prison system. In all his writings a clear train of 
thought was lucidly expressed and temperately presented ; he blunted criticism 
by the courage of his opinions, the sincerity of his purpose, and a due appre- 
ciation of the views of others. He was Lecturer on Criminology at Birmingham 
University and at Bethlem Royal Hospital, and those who were privileged 
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to attend his lectures have cause to remember the lucid and convincing way in 
which the case for a psychological view of delinquency was put before them. 

For many years Hamblin Smith contributed the “ Medico-Legal Notes ” 
to the Journal of Mental Science, and he was also the author of many reviews 
of books on psychological, philosophical and sociological subjects. In 1931 
he became one of the Editors of the Journal, to which after his retirement he 
devoted much of his time. His appointment strengthened the editorial staff 
at a time of stress, and his younger colleagues especially received from him 
generous support. 

After his retirement he lived at Oxford, where he acted as honorary physician 
to the Education Clinic. He had married in 1897, and had a son and daughter. 
Shortly after his retirement his son, an Assistant Commissioner in Sierra Leone, 
died suddenly from pneumonia, and his wife died last year after a long and 
painful illness. These bereavements disrupted an exceptionally happy family 
life, and saddened the years which he had hoped to pass in quiet enjoyment. 

In his last illness he continued his work for the Journal one may say to 
the end, for the manuscript of his Medico-Legal Note on “ R. V. Mortimer”, 
which appeared in our last issue, shows that the last paragraphs were written 
with great difficulty, very shortly before his death. 

Hamblin Smith’s connection with the Prison Service coincided with a period 
of steady and substantial progress in prison medical administration, and in 
the scientific approach to crime. We may hope that he was consoled in these 
later days by the knowledge that he contributed his best always towards these 
ends. W. Norwoop East. 

A. WALK. 


IVAN PETROVITCH PAVLOV. 


Ox December 24, 1927, there died Vladimir Michailovitch Bechterev, and 
now, eight years later, on February 27, 1936, the world of physiology has lost 
Ivan Petrovitch Pavlov. What great names, Bechterev and Pavlov, and what 
a tremendous loss to the study of the physiology of the nervous system ! 

Pavlov was born at Riazhan, near Moscow, on September 26, 1849. 
His father was a poor parish priest. He was the eldest of three sons. One 
of his brothers became an assistant to Mendeleyev, the Russian chemist. 

He was at first intended for the Church, and entered the Greek Catholic 
school and later the theological seminary. In 1870 he entered St. Petersburg 
University, where he himself came under Mendeleyev. He made physiology 
his chief subject, and was taught by von Cyon and Sechnov. He collaborated 
with Afanassiev in research on the pancreatic nerves. He spent most of his 
time on physiology and failed his examination in medicine. While still a 
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student he published his first paper (1877) on ‘‘ Accommodation Mechanism 
of the Blood Vessels ’’. In 1879 he passed his State examination as a physician, 
and was given a research fellowship and worked at the Medical Clinic in the 
Military Academy under Prof. Botkin. 

In 1880 he married Serafina Karchevokya, who appears to have looked 
after him with the greatest care and devotion. 

In 1884 he was awarded the Wylie Fellowship, which allowed him to work 
for two years in Leipzig under Ludwig and in Breslau under Heidenhain. 

In 1888 he discovered the secretory nerves to the pancreas, and in 1889 
began his world-famous work on sham feeding. In 1890 he was appointed to 
the Chair in Pharmacology at the St. Petersburg Medical Academy, and in 
1891 he was put in charge of the Department of Physiology at the Institute 
of Experimental Medicine. In 1895 he was made Professor of Physiology in 
the Medico-Chirurgical Academy, but this was not confirmed until 1597, as 
he found the heads of the Academy difficult people to work with. 

From 1906 until the end of his life he was entirely occupied with his work 
on conditioned reflexes. He made many enemies and encountered much 
opposition in his earlier days. 

After the Revolution he found life hard, but ultimately his merit was 
acknowledged by the Soviet, who finally gave him everything that he asked 
for, even special laboratories to a cost of 8 million roubles. 

It would be an impertinence to criticize Pavlov’s work at this juncture. 
Time will show its real value. In 1904 he received the Nobel Prize. He was a 
Fellow of the Royal Society, and was awarded the Copley Medal in 1915. In 
1929 he was elected an Honorary Member of the Royal Medico-Psychological 
Association. In 1935 he was President of the International Physiological 
Congress at Leningrad and Moscow, and in the same year he addressed the 
International Congress of Neurologists in London. 

After his death the U.S.S.R. decided (1) to establish a monument to him 
in one of the squares in Leningrad, (2) to rename the First Leningrad Medical 
Institute the Pavlov Institute, (3) to instruct the Academy of Sciences to 
publish his complete works in Russian, English, French and German, (4) to 
preserve his brain in the Brain Institute in Moscow, (5) to preserve as a museum 
his Leningrad study and laboratory, and (6) to grant his widow a personal 
pension of 1000 roubles a month. 

The name of Pavlov will live for all time wherever students of the nervous 
system meet and discuss. G. W. T. H. FLEMING. 
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Part I.—Original Articles. 


THE BODILY COMPLAINT: A STUDY OF 
HYPOCHONDRIASIS. 


By FELIx Brown, B.M., B.Cu., M.R.C.P., 


Assistant Medical Officer, Maudsley Hospital, London. 


ADOLF MEYER writes, “ In the end our task is the amplification and 
specification of the complaint, expressed in the most factual objective and 
potent terms”. Robert Hutchison also emphasizes the importance of 
the complaint when he stresses the presenting symptom in his treatment of 
medicine. A patient always comes to his physician with some complaint, 
which it is the duty of the physician to investigate and treat. In the majority 
of cases the complaint is a bodily one; the patient goes to his physician com- 
plaining of an ache or pain or some other bodily discomfort. This bodily 
complaint may or may not be due to some physical illness. In Sir Walter 
Langdon Brown’s words, “ Some are unhappy through illness, some are ill 
through unhappiness ’’. This paper deals with those patients who have bodily 
complaints for which no adequate physical basis can be found. This condition 
is now known as hypochondniasis. 

Hypochondria means originally the regions below the costal cartilages, and 
as such was used by Hippocrates (Aphorism 64) and is still used in physical 
medicine. This region was considered to be the seat of the black bile which 
caused melancholy, and Robert Burton in his Anatomy of Melancholy (1611) 
writes of the windy hypochondriacal melancholy: ‘‘ In hypochondria melan- 
cholia adeo ambigua sunt symptomata ut etiam exercicatissimi medici de loco 
affecto statuere non possunt” (‘‘ In this hypochondriacal or flatuous melan- 
choly, the symptoms are so ambiguous that the most exquisite physicians 
cannot determine the part affected’’). He gives as the bodily symptoms, 
‘ sharp belchings, fulsome crudities, wind and rumbling in the guts, vehement 
gripings, suffocations, palpitation, heaviness of the heart, singing in the ears, 
and unseasonable sweat all over the body ”, and as the mental symptoms, 
“ fearful, sad, suspicious, discontent, anxiety, troublesome dreams, etc.’’, and 
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gives some account of the effect—‘‘ Some fear and are not sad, some be sad and 
fear not, some neither fear nor grieve’’. He mentions bizarre hypochondriasis 
in the following words: ‘‘Some by reason of these gripings and rumblings 
within will not be persuaded but that he has a serpent in his guts, another 
frogs.” Burton gives long accounts of the causes of these conditions, including 
frustrated ambitions, disappointed love, and solitariness. He recommends as 
treatment innumerable herbs and diets, the cautery, blisters and setons. In 
addition, he advises treating it— 

1. By using all good means of help, confessing to a friend, etc. ; 
avoiding all occasions of his infirmity ; not giving way to passions but 
resisting to the utmost. 

2. By counsel, comfort, good persuasion, witty devices, fictions, 
and if it be possible, to satisfy his mind. 

3. Music of all kinds. 

4. Mirth and merry company. 

These references to Burton are given in some detail, because it seems that 
this eccentric Oxford clergyman had more insight into this condition than 
the medical profession has had until recently. He obviously realizes the 
psychogenic origin of many of these complaints, in contrast for instance to 
Nathan Highmore, who, in his paper in 1669 on the Hypochondriac Passion, 
considers that “the chief cause of this distemper is laxness of the tone 
of the stomach, whereby vicious chyle and blood is generated that causes a 
fermentation upon which ensues rumblings and palpitations of the chest ’’. 

Thomas Willis had a long controversy with Highmore in which he main- 
tained that the spleen was the site of hypochondria. Willis, like Burton, made 
no distinction between hypochondria and melancholia. 

In 1730 Mandeville published an interesting account of the vapours and 
hypochondria, in the form of a conversation between two fictitious patients 
compounded from his own patients. He describes almost every kind of 
psychogenic bodily complaint, but makes no contribution to the etiology or 
treatment of the conditions. He describes a common approach of these 
patients to the physician: “ I have sent for you, doctor, to consult you about 
a distemper of which I am well assured I shall never be cured.” 

James Boswell, writing in 1777, regarded hypochondria as definitely mental 
rather than structural, in contrast to the purely medical views of his time. He 
writes, “ Nothing characterizes a hypochondriac more than a want of power 
over his own mind,” and he advises cheerful companions and distractions. 
Boswell, however, confuses hypochondria with melancholy. 

Robert Whytt in 1765 put forward a vague nervous theory in which he 
considered hypochondria to be due to “ too great delicacy of the nervous system 
together with some morbid matter bred in the blood”. He recognized, 
however, the distinction from melancholy and the close relation between 
hysteria and hypochondria. 
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Austin Flint (1866) says that the hypochondriac is “ the victim of a delusion 
with respect to his condition ’’, and again, “ nervous asthenia is the functional 
debility induced by excessive activity of the brain function’’. This concept 
of nervous asthenia or neurasthenia grew to include much that would now be 
called hypochondriasis. George Beard in 1880 wrote an able book on nervous 
exhaustion or neurasthenia, which he described as a condition with innumerable 
symptoms, such as vague aches, exhaustion, excessive sweating, flatulence, 
trembling attacks, palpitations, which were to be distinguished from the 
symptoms of other diseases chiefly by their variable and fleeting character. He - 
confines the term “‘ hypochondriasis ” to cases with a definite delusion of physical 
disease, and refers to most of the conditions we would now call hypochondriasis 
as neurasthenia. He believed that the condition was caused by exhaustion or 
abuse of the reflex centres of the brain, the stomach and the sex organs, whence 
the injury would radiate by the nervous system to any part of the body: “Ifa 
man thinks too much, he will not necessarily complain of his head, but maybe 
of his legs.” Beard used a varied battery of treatment, including sedatives, 
tonics, rest, and isolation in some cases, work in others, and on many he used 
blisters. However his conviction of the efficacy of his treatment and his 
sympathetic listening to his patients procured him excellent results. He held 
that “ by assisting the patient to face the enemy, we can put him into a 
position to understand that his troubles, serious as they are, are not as serious 
as he had feared ’’. | 

In 1868 Sir William Gull published a very able paper in which he said that 
hypochondria may follow severe “ moral and emotional shocks”, and that 
“reading on medical topics often frightens men into a hypochondriacal frame 
of mind.” He emphasizes a hereditary insane trait, and distinguishes it 
definitely from melancholy: “ The heightened self feeling of hypochondria 
does not partake of the despondency of true melancholy.” He, like 
Whytt, considers that it occurs chiefly in men. His treatment consisted 
of breaking down the patient’s morbid self-concentration by active pursuits, 
careful history taking and reassurance. 

In 1875 Sir James Paget also made a very real contribution to the subject: 
He describes sexual hypochondriasis in the young man, which he treated in a 
very common-sense way by able reassurance. He recognized it as a very 
difficult problem to treat, and says that in some cases the hypochondriasis will 
gradually drift into a more evident insanity. This is consistent with the 
views developed later in this paper on sexual symbolic hypochondriasis. He 
states that “ A physician’s chance of doing good will depend on the skill with 
which he can influence the patient’s mind ’’. He recognized well the type of 
hypochondriasis or invalidism that simulates a surgical condition, and he makes 
an excellent diagnostic point where he emphasizes the contrast in the mental 
states of those who have real and those who simulate local diseases. He 
writes : “ Few patients with real hip disease for instance think half so much 
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about their ailments as they do whose nervous systems simulate those 
diseases.” He did not in fact regard hypochondria as a disease, but as a form 
of egotism. 

Weir Mitchell had a theory that neurasthenia (which included hypo- 
chondriasis) was due to exhaustion of the lipoids in the central nervous system, 
and on this principle treated his patients by rest in a darkened room. The 
force of his personality was probably the chief factor in promoting improve- 
ment in his patients. According to this theory the nervous breakdown was 
due to overwork of some kind, and naturally it was a very popular idea, as 
according to this view nervous breakdown became a very creditable, well- 
earned affair, rather than a psycho-biological maladjustment, which is not nearly 
such a satisfying belief to the patient. This attitude is still a very prevalent 
one. For instance, in Price’s Textbook of Medicine it is stated that the 
treatment of this condition is physical and mental rest, careful feeding and the 
administration of stimulants and bromides. 

The subject was somewhat differently approached by the psychiatrists 
dealing with more marked degree of mental disorders. Maudsley in 1880 
described some of the anomalous body complaints in melancholia ; Kraepelin 
regarded hypochondriasis as a symptom of very varied mental illnesses. 
He describes the essential underlying body concern, in which a person seeks to 
find the origin of every slight body sensation. In his account of the dementia 
precox symptoms, he describes many of the bizarre body complaints, such as 
contraction of the genitals, and in paranoia he makes the point that the 
hypochondriasis is often connected with the delusional system, i.e., that 
his body complaints are due to someone destroying his nervous system with 
electricity. He also refers to the nihilistic hypochondriasis in depression, 
with ideas of the bowels being stopped, ete. 

Bleuler defines hypochondriasis as “the continuous attention to one’s 
state of health, with or without a tendency to ascribe a disease to oneself 


from insignificant signs ’’. Thus he considers hypochondriasis as a personality 
trait rather than a medical entity. He says, “ We no longer recognize hypo- 
chondria as a disease °. Bleuler includes all the incurable forms of hypo- 


chondriasis under dementia przecox, which seems rather to stretch the definition 
of dementia precox. Strangely enough he says that he has not seen hypo- 
chondnasis in paranoia, but he describes it as a symptom in dementia precox, 
depressive and neurasthenic conditions and in initial stages of organic psychoses. 

The psycho-analytic approach was somewhat different to that of formal 
psychiatry. Freud’s chief contribution to the subject of body complaint was 
his definition and discussion of the anxiety state with its symptoms of pal- 
pitations, choking, etc. This he considered to be ultimately due to reflex 
irritability from the sexual organs. He says that hypochondriasis is the form 
favoured by true neurasthenics when they fall victim to the anxiety neurosis. 
Neurasthenia, always an ill-defined term, according to Freud has much the 
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same meaning as that of Weir Mitchell, that is, a physical exhaustion of the 
nerve-cells. Cases of masturbation-conflict with bodily complaint were 
classified by Freud as neurasthenics, thus somewhat supporting the old mastur- 
bation lore. Hypochondria in fact, like neurasthenia, is classed by Freud 
among the “ actual neuroses ” or real neuroses, implying an organic basis as 
opposed to the psychoneuroses. 

This organic basis of hypochondriasis he considers to be an increased blood- 
supply to the site of the body complaint or hypochondriasis, due to a displace- 
ment of the erotogenic zone, but there seems to be no evidence for such an 
opinion. In his analysis of Dr. Schreber, a paranoid patient who had various 
body complaints, such as plague and softening of the brain, he proceeds at 
once to the mechanism, which he considers to be castration desires, and quite 
ignores any analysis of the hypochondriasis. Freud, in fact, does not consider 
hypochondriasis very fully, as he is more interested in the mechanism than 
in the complaint. 

Schilder considers hypochondriasis as a type of narcissism—" increased 
self love, but self love turned in such a way that the individual defends himself 
against his own self love ’’—and he considers that rectal hypochondriasis is an 
expression for the anal castration complex. 

Adler has no particular contribution to the problem of hypochondriasis. 
He considers it as a part of the inferiority complex like everything else, and in 
special relation to the organic inferiority. 

Esther Richards in 1919 defined one type of hypochondriasis, the chronic 
hypochondriasis, merergasic hypochondriasis, or invalid reaction, in which 
the body complaint is the salient feature of the case. She described 45 cases, 
in which the hypochondriasis is shown to be a substitution for various life 
difficulties, mostly of a fairly obvious kind. Robert Hutchison (1925) 
describes some of the symptoms of this invalid reaction under the 
heading of “the chronic abdomen ”, and stresses the ceaseless complaints, 
egotism and peevishness. Although this type of hypochondriasis is very 
common indeed, yet it is by no means generally recognized. The general 
practitioner often intuitively defines to himself this condition, which com- 
prises the bulk of his regular patients, but yet in the medical schools it is not 
taught at all, and there is no mention of its existence in the standard medical 
text-books, such as Price. The result of this lack of medical education on 
the topic of the psychogenic body complaint is that the physician gives 
symptomatic treatment for the organ which is the site of complaint. Thus 
there is a danger of giving digitalis if a patient complains of his heart, or a 
laparotomy for abdominal complaints, etc., without full investigation of the 
psycho-biological background of the individual, an investigation which alone 
will often tend to cure the patient better than any medicine. 

Hypochondniasis has thus been taken to cover a very wide field, and many 
theories have been adopted to account for it. It has been considered under 
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the name of “ neurasthenia’’ by Beard, or “ psychasthenia’’ by Janet, 
as a symptom of depression and schizophrenia by Kraepelin and Bleuler, 
as an organic or actual neurosis by Freud, and finally as a psycho-biological 
reaction by Esther Richards and the Meyerian school of psychiatry. 


DEFINITION. 


Hypochondriasis is variously defined. Henderson and Gillespie define it 
as a settled conviction of physical disease in the absence of any evidence. 
This puts it into the order of a delusion. Gillespie, in his review in 1929, 
defines hypochondriasis as (1) a mental preoccupation with a real or suppositious 
physical disorder ; (2) a discrepancy between the degree of preoccupation and 
the grounds for it ; (3) an affective condition of interest with conviction, but 
not of anxiety or depression. The latter criterion narrows the scope of 
hypochondriasis considerably more than is done in this paper. Bleuler, as 
mentioned, defines it as a state of attention to health. In fact, according to 
him, hypochondriasis is essentially an attitude of bodily concern which can 
exist without a complaint. Kehrer emphasizes this enlargement of the sphere 
of body sensation in hypochondriasis and the constant body awareness of these 
people. Adolf Meyer defines hypochondmiasis as the tendency to exaggerate 
abnormal impressions or behaviour of special organs, giving invalidism or the 
tendency to acquire imaginary diseases. 

For the purpose of the present paper, hypochondriasis will be taken to be 
a physically unjustified or exaggerated body complaint. This is essentially 
an attempt to bring together all the psychogenic body complaints without any 
distinction into hypochondriacal delusions or attitudes. A distinction of course 
must be made between normal bodily concern and hypochondriasis. For 
instance a normal, mentally healthy man may develop a fear of cancer on 
discovering a lump beneath his skin, but after visiting a physician in whom he 
has confidence and who reassures him that it is a perfectly harmless hpoma, he 
thinks no more about it. If he happens to be in a depression he may, how- 
ever, be quite convinced it is cancer in spite of every proof to the contrary. In 
this case one might speak of a hypochondriacal delusion of cancer. Similarly, 
if the patient is in some difficulty which could be solved in some way by invali- 
dism, he may complain vigorously and vociferously of pain in the lump, but 
leave it to the doctor to interpret. He will travel from physician to physician 
complaining that none of them understand his condition. In this case one 
would speak of chronic hypochondriasis. Although technically this is not a 
delusion, as the false interpretation has not been made by the patient, yet it is 
often just as difficult to eradicate. In one sense, in that it is a false conviction 
of physical disease, simple hypochondriasis may be regarded as a delusion. 
Certainly the so-called simple hypochondriasis frequently blends with a 
hypochondriacal delusion, and the distinction between hypochondriasis and 
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hvpochondriacal delusion seems to be a useless one. The field of this paper 
is not restricted to any one group or diagnosis of patients. The object is 
to determine whether the body complaint has any special characteristics, 
similarities and significance in the various psychiatric conditions where it 
occurs. This topic seemed important, because so often the body complaint 
is the presenting symptom of any psychiatric patient, as well as of a patient 
suffering from a physical illness. 


DIFFERENTIAL DIAGNOSIS. 


Obviously the first problem in dealing with a case of hypochondriasis is to 
determine to what extent, if any, the complaint is physically justified. This 
was done on all the in-patients by a complete physical examination, blood 
Wassermann reaction, blood urea, blood sugar, blood-count ‘and any special 
examination indicated by the nature of the complaint. These physical exami- 
nations were made as early as possible so that the patient could be authori- 
tatively and confidently reassured, and treatment of the hypochondriasis could 
start at once. Frequently this distinction between physical and psychogenic 
body-complaint is by no means easy. For example, in Case 13, a man, zt. 56, 
admitted to the hospital for headaches and fits, which were accompanied by 
champing movements of the mouth, there was for some time a suspicion of 
cerebral tumour, probably of the uncinate region. He showed some inconsist- 
ency of memory, and in addition had partial loss of smell and taste. The 
character of the fits, however, though superficially resembling epileptic attacks 
(which he had had an opportunity of observing in another hospital), really were 
of a hysterical type. On one occasion the cerebro-spinal fluid showed some 
abnormality of the gold curve. There was a previous history of hysteria-like 
episodes, and there was a possible motive of avoidance of work. Fully satis- 
fying dynamic factors were not to be obtained from him, but it proved possible 
to cure his headache and fits, at least temporarily, by hypnosis, and he was 
discharged free of symptoms. Thus, by the effect of therapy, the diagnosis of 
a psychogenic complaint was finally established. Various diseases are likely to 
give trouble in the differential diagnosis of hypochondriasis. Pulmonary 
tuberculosis, with its symptoms of tiredness, vague aches and pains, abdominal 
discomfort, headache, is particularly important, especially since tubercular 
patients are frequently of the type that would tend to be called “ nervous ”. 
Disseminated sclerosis, with its emotional instability, may easily be confused 
with a psychogenic condition. Other physical conditions to be considered are 
brain-tumour, gastric ulcer, nephritis. Only a thorough physical examination 
can render a diagnosis of hypochondriasis a safe one. 

It frequently happens that a patient is hypochondriacal about a real 
physical disorder. Such cases are common in the medical and surgical wards 
of any hospital. They are usually known as “ bad patients.” Every slight 
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ache or pain is magnified into a complaint or topic of concern, and one of these 
patients will complain more of a cold in the head than another will in dying of a 
long and painful disease. The attitude of a patient to his illness is a very 
important factor in physical medicine. This is especially obvious in tubercu- 
losis, when the patient’s progress often seems to depend to a large extent on his 
acceptance of his condition and his fortitude in enduring its discomforts. In 
all these patients the hypochondriasis has to be treated by reassurance, and 
explanation that excessive attention to a part of the body can increase its 
sensitivity and increase the pain to be derived therefrom. Case 38, a woman, 
zt. 40, in a setting of marital and sexual maladjustment and fear of pregnancy, 
had a five years’ history of abdominal discomfort, backache, and a tendency to | 
relapse into invalidism, and about three months of mild depression with 
insomnia, excessive worrying and difficulty in making decisions. In the 
hospital she had innumerable body complaints—“ drawing in the head, misery 
in the back, etc.” . She showed considerable improvement during her stay, but 
she developed hemorrhoids, which caused her some pain, and for a time all her 
body concern was focused on them. A hemorrhoidectomy was performed, 
after which she relapsed into a martyr-like state of intense self-pity about her 
local discomfort, from which she was roused only with considerable difficulty. 
The complaint, based on a definite physical disorder, here served the same 
purpose as the purely psychogenic body complaint she had had previously, 
and she was prepared to prolong the complaint indefinitely. Probably many 
cases of delayed recovery from operations belong to this class of patient. 

Case 7 is a woman with a life-long history of body complaint, somewhat 
accentuated since a marriage with poor sexual adjustment. She developed a 
curious paranoid delirium after a cholecystectomy, which was accompanied by 
the signs of pellagra and was finally cured by anti-pellagra treatment. The 
hypochondriasis, with somewhat dramatized complaints of pains all over, 
burning in the back, etc., was continued throughout her physical illness, which 
gave some physical basis for the complaints. 


PRESENT INVESTIGATION. 


In order to gain a general idea of hypochondriasis, the records of 226 
patients admitted to the Phipps Clinic in 1934 were briefly examined, and a 
more detailed examination was made of 41 cases of hypochondriasis, 24 in- 
patients and 17 out-patients, which were personally investigated. The incidence 
of body complaints in the 226 patients admitted in 1934 is shown in the table. 
The main points from this are that 45° of the total admissions showed hypo- 
chondriasis. The incidence was only slightly more in the females than the 
males—43% in males and 47% in females. The schizophrenic group showed a 
higher incidence of complaint in the males (53°%) than in females (43°69), 
while in the depressive group the incidence was higher in females (59°,) than 
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in the males (50°). These figures are not quite representative of all psychiatric 
patients, as the patients have to be bad enough to need hospitalization, so 
that the proportion of merergasic hypochondriasis or invalid reaction and 
anxiety state, which usually is treated outside a hospital, is far too low, and 
the proportion of depressions and schizophrenics is too high. 


Table showing Incidence of Hypochondrtasts in 226 Unselected Patients Admitted 
to Phipps Clinic in 1934. 


With body complaints. Total patients with and, Percentage with 
Diagnosis. —=——_—" < rÁ 
Males. Females. a i Males. Females. se Males. Females. oe 
Anxiety states . 2 . 6 . 8. 2 «a 6 . 8 
Merergasic® hypo- 5 . II . I6 . 5 . II . 16 
chondriasis 
Hvsteria . ; D i: wa -a Bi: A Sales ees oit OR. A i i A i 
Depressive . 20>, . 25 . 45 . 39 . 44 . 83 . 50% . 59% . 55% 
Manic : , b « 2. 4 1, o “4. & wae GB Se .% a ‘ os F Fa 
Parergasict . I7 . II . 28 . 32 . 25. 57 . 53% . 43% « 48% 
Panic : ; I s. he. D w en a AN sa ; s zs 
All conditions <. 48 . 53 . IOI . II6Ẹ . rroft . 226 . 43% >. 47% >. 45% 
e “ Merergasic ” is the term in Adolf Meyer’s terminology for part-reaction corresponding 
more or less with “ psychoneurotic ”. It is derived from pépog, part, and epyaota, working. 
t “ Parergasic ” is the term in Adolf Mever’s terminology for “ twist reaction ’’, corresponding 
more or less with ‘‘ schizophrenic ’’. It is derived from mapa, by the side of, past, beside. 


t These totals include the cases which have no bearing on hypochondriasis, i.e. organic 
nervous diseases, toxic conditions, etc., which are not specifically stated in the table. 


SYMPTOMS. 


The symptoms of the hypochondriasis, the actual body complaint itself, 
vary widely in the cases examined, from mild headaches and abdominal 
discomfort to black plague or reversal of sex. Every organ may be involved 
in the complaint, or again the complaint may be rigidly limited to 
one organ, as in Case 33. The hypochondniasis may be the salient feature 
of the case, or the body complaint may be one feature of a major disorder. 
Again patients show every variety of affect and attitude to the illness, from 
intense fear and panic, mild concern, dramatization and self-pity, anxiety, 
indifference, depression, to an attitude of almost interest and pride, or, as 
Dr. Richards puts it, “ contented never to know another well day in his life ’’. 
In classifying and diagnosing hypochondriasis the affect and attitude to the 
illness is as important as the complaint itself, and especially important is the 
appropriateness of the mood to the bodily complaint. In addition, from the 
point of view of treatment it is important to determine whether the patient 
wishes to be relieved of his illness, or whether he is satisfied with it and is 
unwilling to relinquish it. Unfortunately, important as these differences in 
affect are, it is very hard to define them, and the recognition of affect is certainly 
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one of the hardest things in psychiatry. For instance, many words could be 
spent in distinguishing between anxiety and depression. For the present 
purposes the affect descriptions are used in their everyday, ordinary sense 
without any effort at verbal definitions. In finding a basis for classifying 
hypochondriasis, the psychiatric diagnosis must also be taken into account. 
In these cases the diagnosis was almost entirely anxiety state, invalid reaction, 
parergasic reaction or depression. Another factor which may be taken into 
consideration is the ztiology of the hypochondriasis and its mechanism— 
obviously a very controversial topic. Thus, in classifying these cases of 
hypochondriasis there are chiefly to be considered : 

1. The nature of the complaint. 

2. The affect and attitude to illness. 

3. The psychiatric diagnosis. 

4. The mechanism and etiology. 


CLASSIFICATION. 


Examination of the 41 cases of hypochondriasis on the basis of these four 
features indicated that hypochondriasis might be roughly classified into ; 

1. Body complaints partly on a physiological or somatic level, 
usually associated with anxiety. 

2. Body complaints which have appeared by substitution or con- 
version of an affect, usually anxiety, with more or less elimination of the 
affect. 

3. Body complaints with some more or less conscious purpose for 
the individual—purposive hypochondriasis. 

These three types merge into one another and may be variously mixed in 
the merergasic reactions. 

4. Body complaints symbolic of something else, some essential 
conflict of the personality, usually in the parergasic conditions— 
symbolic hypochondriasis. 

5. Body complaints consistent with a mood disturbance, usually 
depression. 


ANXIETY REACTIONS. 


Anxiety is probably biologically the reaction of the body to perception of 
danger, and is bound up with the reaction of flight. As such it has many 
physiological accompaniments referable to the sympathetic and parasym- 
pathetic systems, such as rise in pulse-rate, sweating, cardiac irregularity, 
dyspnoea, rise in blood-pressure, together with more controversial changes, 
such as raised blood-sugar curve, changes in secretion and motility (Witt- 
kower), diarrhoea, vasomotor instabihty. These undoubtedly give some 
somatic basis for the anxiety body complaint in the anxiety states, which 
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is often described as a definite clinical entity (Freud). The complaints 
in the 8 cases in 1934 were: (I) Choking, palpitation and sweating ; 
(2) nausea and giddiness; (3) shaking spells, deep breathing, pain in side; 
(4) abdominal pain and headaches ; (5) palpitations, sweating and headaches ; 
(6) palpitation, tightness in throat, pressure on head; (7) palpitation, nausea, 
flatulence ; (8) trembling and palpitations. 

Of the special cases, No. 2 had attacks of faintness, panting for breath 
and palpitations, with the complaint: “ I’m afraid my heart’s going to stop. 
I feel a thump and a gurgle. Food gives me a pain and forms gas. I feel my 
blood buzzing through my legs.” The somatic findings were, a tendency to 
flushing and dermatographia, and ventricular extra-systole, which increased 
after exercise or emotion. When the anxiety state was improved the extra- 
systoles disappeared, but could be made to return with adrenaline, though not 
with exercise. Here the extra-systole, probably one of the somatic symptoms 
of the anxiety, provided much of the content for it. In addition, the symptoms 
had become a topic of worry as a substitute for his real difficulties, and in this 
sense it is a conversion or substitution reaction. Thirdly, though anxiety was 
present from time to time, there was definite dramatization—an obvious desire 
to impress others with his illness: This dramatization is almost always 
indicative of some motivation or purposiveness in an illness. The motive 
here is possibly to gain sympathy and explain his lack of success. Thus there 
is in this one case body complaint on a somatic level, body complaint as a 
substitution, and purposive hypochondriasis. 

Case 1, with body complaints of indigestion, abdominal pain and attacks of 
sweating, trembling, dyspnoea and anxiety usually after meals, which he had 
cut down to an almost starvation diet, shows substitution. The effect between 
the attacks is tranquil, and there is no suggestion of self-pity, or dramatization 
or purposiveness in the complaint. The essential fact here seemed to be a fear 
of cancer after having seen his grandmother die of cancer of the stomach—a 
fear which was revived by seeing a film of an operation on a cancer, during 
_ which his first attack occurred. Recognition of the origin of his symptoms 
was followed by steady improvement, but he tended to use the body complaints 
as a substitute for any trivial difficulty which was worrying him, which could 
usually be reached during an interview. Some sexual maladjustment was 
present in this case, but as it started later than the onset of symptoms it 
cannot be regarded as the essential cause. 

Case 3 is a girl whose chief features were obsessive, but who suffered from 
choking feelings in attacks apparently on an anxiety basis. This symptom 
almost caused her to undergo a thyroidectomy. Although body complaints 
do not necessarily occur in obsessives as the obsessions themselves are usually a 
sufficient substitute for anxiety, yet they may occur when the conversion (in 
Freud’s sense) is incomplete from anxiety to the obsessive symptom. Case 15 is 
another example of hypochondriasis in an old obsessional. The exact meaning 
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of the choking feelings in the anxiety states is obscure, but they are so common 
that one inclines to expect them to be on a somatic basis connected with the 
parasympathetic system, in line with the symptoms of anxiety. 

Case 19 is probably an example of anxiety equivalent—that is a complete 
substitution of the body symptoms for the anxiety. This man was intensely 
worried for a month after his brother was certified with schizophrenia, and then 
developed feelings of a lump in the throat, tired feelings in the chest and back, 
gas in the stomach, and feeling of his eyeballs expanding. With the body 
symptoms he ceased to be anxious or worry. A doctor had told his wife, who 
had told him, that he might go the same way as his brother, as indeed his body 
complaints might suggest. This at first had upset him. However, no definite 
parergasic signs were found, and after discussion of the ongin of his condition 
and reassurance the symptoms almost completely disappeared and he was able 
to continue with his job. 

The main factors in these cases were considered to be (1) fear of cancer, 
medical mismanagement; (2) thwarted ambition, over-anxious, solicitous 
mother ; work beyond ability ; sex rumination ; (3) worry about a brother's 
illness and fear of insanity. Further sexual factors might have been brought 
out by further analysis, but the simple and direct methods served to give some 
solution of the difficulties. These anxiety cases thus show a mixture of the 
body complaint on the somatic level, body complaint as a substitution for 
affect and body complaint with a purpose. 


THE MERERGASIC HYPOCHONDRIASIS ; INVALID REACTION OR CHRONIC 
HYPOCHONDRIASIS. 


In this class, which, of course, is by no means sharply defined, an outstand- 
ing feature is the motivation or purposiveness. In accordance with this is the 
attitude of self-pity and dramatization for the benefit of the environment. It 
usually is associated with anxiety or substitutive features, and means that the 
complaint serves some purpose. If the hypochondriasis is well developed, the 
patient is no longer aware of the purpose, though to others the condition has an 
air of bogusness. These patients inflict more strain on the general practitioner 
than any other, but on the other hand no class of patients suffers more at the 
hand of the doctor than these, through unnecessary operations. In Robert 
Hutchison’s words, “ The road to chronic abdominalism is paved with opera- 
tions’’. This reaction seems to predominate in women in the present series, 
contrary to the experience of Gull, Gillespie and others. 

Bedingfield, in his review of visceroptosis, describes the mental attitude of 
the patient with chronic abdominal complaints, who belongs to this type of 
hypochondriasis : “ She seems to find complete satisfaction in the submissive 
attitude and sympathy of her relatives.” He also describes the symptoms of 
constipation, flatulence, tachycardia, leucorrhcea and abdominal discomfort. 
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Bedingfield, however, considers these conditions psychologically on a basis of 
inferiority complex. 

The complaints may refer to any part of the body, they are often diffuse 
and may vary rapidly. Examples are: Pains in stomach and rectum, 
headaches and dizziness, abdominal pain and belching, diffuse aches and 
belching, shoulder pain, headaches and nausea, nausea and shaky feelings, 
indigestion, eye pain, headaches and hot feelings. Cases 4, 5, 6, 7, 8, 9, IO, 
35 and 38 represent various modifications of this reaction. 

Case 6, æt. 33, a married woman, had the complaint, ‘‘ Headache most of 
the time, my eyes ache, I have drawing feelings in my stomach, my abdomen 
swells up. I can’t bear to be on my feet, I can’t rest at night, my female 
organs are not functioning ’’. There was considerable self-pity and dramatiza- 
tion and, in addition, much anxiety and agitation. Her trouble had begun 
ten years previously in a setting of sexual maladjustment and fear of pregnancy. 
It seems to have started with choking feeling, abdominal discomfort and 
amenorrhcea, which may have been an anxiety state. Attention was focused 
on her genitals by local treatment of the dyspareunia, and her bodily 
complaints increased to their present degree, rendering her a complete 
invalid. She was able by this means to gain the sympathy of and dominance 
over her husband and at the same time avoid sexual intercourse. This was 
probably the motive for her dramatization. 

Case 8, with the complaint of pains all over the body and ‘ dropped ”’ 
stomach, had an attitude of mild self-pity and interest towards her condition, 
without any suggestion of anxiety. In her case the situation was one of 
marital maladjustment, but through her illness she had achieved a situation 
which satisfied her and she had no desire to change, and consequently did 
not co-operate with therapeutic efforts. She is still a chronic invalid. 

Case 9, with complaint of pain in the stomach and noisy belching, the 
typical ‘‘ windy flatulent hypochondriac ” of Burton, did not desire any treat- 
ment at all for his condition, but only compensation for it. It dated from his 
discharge from the army, and he had already received much compensation, 
and is likely to receive more. This case is obviously purposive, and almost 
verges on malingering. | 

Other complaints in these patients were: Gas in stomach and inability 
to walk, with irregular sighing respiration (a symptom recently emphasized 
by Christie. It is really to be regarded as part of the drama rather than any 
special clinical sign). Two cases, 7 and 38, show the hypochondriasis continuous 
through, and temporarily focused in, definite physical complaints, in one 
case pellagra, in the other hemorrhoids. Case 7 also shows the continuity 
of hypochondriasis through the delirium of pellagra. Case 39 shows the 
continuity of hypochondriasis through a hypomanic outbreak (usually only 
manifested in the depressive phases). Cases 35 and 38 show its continuity 
through depression. The present view is that this kind of hypochondriasis 
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can occur associated with any physical or mental condition, with the exception 
of the parergasic or schizophrenic conditions. In these conditions the patient 
does not care sufficiently for his environment to consider it worth a show, 
which is the essence of dramatization. This view that a hypochondriasis or 
invalid reaction may be superimposed on any other psychoneurosis or 
psychosis is supported by Harris. 

The occasional body complaints in hysteria are of a slightly different 
class. Hysteria is a purposive and substitutive reaction, and the affect is 
usually one of indifference. Sometimes the conversion seems incomplete, and 
definite pains are complained of as in Cases 12 and 13, with slight anxiety, as in 
Case 13. The pains are strictly localized and associated with the main 
hysterical symptom, in one case back pain with hysterical contracture of the 
back, and in the other headache with hysterical fits. 

Another class is the feeble-minded group, in which the complaints are 
frequently grotesque and absurd, without definitely denoting a more serious 
breakdown. Possibly in these cases the intelligence is below the level at which 
absurdities are recognized, and the absurdity of the complaint is not perceived. 
Thus an absurd body complaint does not seem as grave in a feeble-minded 
patient as in an intelligent one. Case 6, for instance, with a mental age of Io, 
occasionally said that her female organs had all gone and the menstrual blood 
had rushed to her head ; Case 4, with mental age of 10, complained of his left 
calf being drawn up and knotted and feverish pain all over the left side, and 
syphilis, but is showing no signs of becoming schizophrenic. 


DISCUSSION OF AETIOLOGY OF MERERGASIC OR PSYCHONEUROTIC 
HYPOCHONDRIASIS. 


Hypochondriasis is here regarded as a reaction to a biological difficulty of 
. the whole organism. To develop this reaction there has to be (1) an individual 
with a tendency for body complaints ; (2) a situation of difficulty to provide 
the occasion. The type of personality to develop body complaints we may 
call the body-sensitive or body-conscious, and it comprises a great variety of 
personalities having little else in common. The tendency to develop anxiety 
states and invalid reaction was found by Esther Richards usually to date back 
to childhood, and nine out of the ten cases comparable with hers in the series 
(Cases 1-10) definitely date back to childhood. 

The hereditary factor is difficult to assess, as it is hard to separate it from 
the environmental. Of the first ten strictly merergasic cases, one case (6) 
had hypochondriasis and alcoholism in siblings, one case (7) alcoholism in a 
sibling, and one case (9) had epilepsy in a sibling. All the nine cases dating 
from childhood were under the care of a fussy and over-solicitous female relative, 
in seven cases the mother. Thus, though this type of relative may be a heredi- 
tary factor, it is likely to be a very potent environmental one. The impression 
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is, in fact, that the merergasic hypochondriasis is more contagious than heredi- 
tary. Any undue fussiness or concern on the part of the mother about her 
child’s health tends to be taken up by the child with great thoroughness. The 
parent may show excessive interest in the child’s bowels or worry about his 
feeding, or worst of all, suggest to him that he is weak and ailing. The child 
will, of course, believe that he is an invalid. In addition, he may find that 
being an invalid gains for him certain immediate advantages that he would 
otherwise miss, such as the attention of his parents and avoiding school. 
The bodily complaint will be used whenever the child is in a difficulty. The 
use of the term “ purposive” in this sense does not necessarily imply an 
adherence to the free-will school of philosophy ; regarded as a habit which 
produces the desired result, it is equally compatible with the conditioned 
reflex theories. According to this view, then, hypochondriasis in a child 
tends to be first suggested and then purposive. The notable exceptions 
to this are the occasional queer symbolic body complaints in schizophrenic 
children (as in Case 27), when a 13-year-old girl complains of hollow teeth and 
pain in the side, and Case 7137 (not in special cases), where a girl complains 
of her fingers dropping off. Kanner emphasizes the purposive and suggestive 
elements in the development of the chronic complaint habit in children, and 
Esther Richards comes to much the same conclusion, and her only failures 
in children occurred in cases where parental co-operation was not obtained. 
Her conclusions from a study of 22 cases of hypochondriacal children are : 

I. That hypochondriasis in children must be taken in hand from 
the start to prevent development of chronic hypochondriasis and not 
treated by general medical methods or placebos, which only accentuate 
the condition. 

2. That situational adjustment and improvement of the parental 
attitude will usually cure the condition in children, sometimes combined 
with a course of re-education. 

It is interesting that one of her cases that failed became hacen but 
eighteen did well. 

F. Allen approaches the problem of child symptoms from an entirely 
different attitude—that of giving the child an opportunity for emotional 
expression, so that the child can adapt to the situation he finds himself in. 
Allen practises no situational adjustment, but also obtains very good results. 

One may, in fact, sum up that hypochondriasis in a child is usually due toa 
faulty parental attitude, which if not corrected may lead to the much more 
intractable hypochondriasis of the adult. 

Unfortunately the present series shows only one child of this type, Case 5. 
Here the complaint of gas in the stomach and inability to walk is accompanied 
by an attitude of self-pity and dramatization. In this case an over-solicitous 
mother, impressive medical diagnoses and treatment and a possible motive 
of avoiding school appear to be the main factors, though an additional sexual 
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factor may also be present. The actual situation which appears to provoke 
the hypochondriasis may be almost any of “ the thousand natural shocks 
that flesh is heir to’’, and there rarely seems to be one causative factor, but 
a whole combination. No attempt will be made to classify these situations 
here, but many of them have been mentioned. It is noticeable, however, that 
the invalid reaction seems to be particularly common in the dissatisfied wife 
situation. The site of the organ affected seems to be determined mainly by 
some topical suggestion. Thus, case 1 focused on his stomach after seeing the 
film of an operation on cancer of the stomach; case 2 focused on his heart 
because he had extra-systoles ; case 6 focused on her genitals on account of 
the medical emphasis on dyspareunia ; case 12 focused on his back because he 
had had lumbar puncture. 

The psychological mechanism involved in the production of the invalid 
reaction or merergasic hypochondriasis may be summed up as— 

1. Suggestion, from relatives, parents, advertisements or doctors. 

2. Substitution or conversion of an anxiety affect. It is possible 
that this may have been a factor in Case 6, where the hypochondriasis 
seems to have followed an anxiety state. 

3. Purposiveness, the extent of which is estimated by the degree 
of “ show ” or dramatization. 

In any given case of hypochondriasis there is rarely only one of these 
factors, but often all three operating silmultaneously. 


HYPOCHONDRIASIS IN PARERGASIC OR SCHIZOPHRENIC-LIKE REACTIONS. 


In these cases the attitude to the complaint is very different from that in 
the invalid reaction. It usually seems to -be one of unconcern, sometimes 
intense concern, sometimes statement of fact without any apparent affect 
at all. No effort at dramatization seems to be made. The actual body 
complaints seem to fall into two groups: (1) Bizarre or peculiar complaints, 
examples of which from the cases of 1934 are: electricity in the genitals, body 
becoming smaller, poison gas in stomach, body being changed by masturbation, 
dripping in head, disintegrating with cancer, throat blocked up with something 
dead, devils in the body, black plague, syphilis, body half a woman, eyes of 
different sizes, deadness in the head, pain from poisoned food, not enough blood. 
(2) Vague complaints, examples of which are : tenseness in neck, pain in side, 
funny feeling in the head, tired feelings, nausea, pains in neck and stomach, 
etc. 

The body complaints in the 12 cases of parergasic-like conditions in the 
present series were—foggy feeling in the head, pain in the eyes (16), gas in 
stomach, headache (17), eye and head pains and weakness (18), funny feeling 
in head, holes in hands, burning in stomach (20), dead feeling in genitals, legs 
shrinking (22), dead feeling in eyes and cheeks (23), syphilis from masturbation 
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(24), face changed, beard weak, loss of manhood (26), headache, hollow 
teeth, pain in left side (27), left side of body become a woman, pain in 
back (28). 

The bizarre complaints may occur because the schizophrenic can no longer 
recognize absurdity, but it seems probable that they are always symbolic of 
something else, though what it is not always possible to find out. This is in 
line with schizophrenic thinking characterized by forming remote connections, 
making unusual associations, its tendency for misinterpretations and reading 
meanings where none exist, and the elaborate undisciplined symbolization. 

Case 28, a man, æt. 30, had the complaints: “ I’ve a pain in my back, my 
stomach has changed its shape ; the fluid has gone from my testicles to my 
rectum ; I feel as if snakes were in my blood ; my left breast has swollen like a 
woman's; the left side of my body is a woman, the right side a man, and my 
privates are a little boy.” He also complained that his beard was becoming 
softer and that a litter of kittens was coming out of his left breast. It is 
impossible to understand the meaning of all this, but the idea of losing his 
sex and changing into a woman is vividly expressed in the body complaint. 
Kraft-Ebing describes four cases somewhat similar to this, in which the phantasy 
of sex reversal occurred in schizophrenia, with very peculiar bodily complaints. 
Some of his cases were able to live apparently ordinary lives in spite of the 
sex-reversal delusion. This man had also had a delusion of syphilis which 
he considered had been caused by masturbation, as were all his curious 
bodily complaints. An important fact in this case is that his first complaint 
or presenting symptom was a pain in the back. Doubtless this would 
have meant something peculiar to him, but unfortunately a cystoscopy 
was carried out which upset him and was followed by the elaboration of 
bodily complaints. After discharge from hospital he got into difficulties and 
returned with the complaint of being all to pieces. He complained of his skin 
peeling off, and the flesh falling off his legs. Here the bizarre complaint 
seems symbolic of colloquialism (all to pieces). Thus this man’s body com- 
plaints are probably symbolical of castration ideas and masturbation guilt, 
but the actual details of the interpretation of all these complaints are not 
available, nor is it advisable in the patient's interest to try to analyse them 
deeply. It was interesting that this patient only had body complaints when 
he was in difficulty, and in the clinic where he was protected, though his mental 
condition did not improve, the body complaints resolved. It has been observed 
that body complaints are mainly present at the beginning of schizophrenia, 
and when the condition is established they disappear. Freud speaks of a 
“ hypochondriacal phase” of paranoia which subsides before delusions of 
grandeur appear. : 

Cases 20-28 are examples of this type of hypochondriasis. A common 
type of symbolic hypochondriasis is the young man who presents himself at 
the genito-urinary or venereal disease department of a hospital with some 
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furtive genital complaint, such as stoppage in the penis, or syphilis, as in 
Cases 24 and 25. Case 24, a shy seclusive boy of 20, had the complaint of 
syphilis which on questioning he attributed to masturbation. His attitude 
was one of intense furtive concern, and he was able to be partially though 
not fully reassured. He had some ideas of reference, but not a fully developed 
schizophrenic syndrome, though he led a completely schizophrenic habit of 
life. Spots on his face and a cheloid he considered to be due to syphilis. The 
body complaint is here very directly symbolic of the masturbation guilt 
feelings. Cases such as this may be regarded as cases of anxiety focusing on 
the genitals, but it is a highly malignant reaction. This patient is being 
treated by weekly interviews, and is able to show some improvement, but 
his condition is precarious. It is suggested that this type of case should be 
treated outside a hospital whenever possible, as the paranoid development 
may occur very rapidly in an institution. 

Case 40 is an interesting example of the usually malignant syphilis-from- 
masturbation type of hypochondriasis which developed three times in his 
youth, at ages 19, 21 and 25, and eventually resolved, enabling him to work 
well for twelve years as a clerk without any symptoms. At 38, in a setting of 
slight financial difficulty, the same symptoms recurred, with a shallow depressive 
affect, and show no signs of resolving. 

Concerning the ztiology of this type of hypochondriasis, the susceptible 
personality must be present, but undoubtedly quack literature on mastur- 
bation often serves to suggest and set it in operation. Extracts from 
a booklet published by a quack doctor which had been in the hands 
of one of these patients are as follows: “ A host of results are due to 
the sinful sexual practice. Nature is bound to punish her violators for 
this sooner or later. Loss of vital fluid breaks down his strength. His 
nerve-power lessens and he acts as though he were in a trance. His vital 
forces wane and his ambition flags. He has pains in his back and his legs 
give out. Nervous and physical decline becomes manifest and the inroads 
of the habit on the human body bring about many conditions, such as impotence, 
lost manhood, wasting of organs and all manner of nervous affections and 
diseases.” As much as possible is done in these booklets to suggest that 
syphilis 1s caused by masturbation without actually saying it, and their harmful 
effects on the adolescent are incalculable. It is possible that many of the 
sexual body complaints of the parergasic have originally a somatic origin in 
the body feelings which occur after sexual activity, which, with the patient's 
intense body concern, is magnified and interpreted in many peculiar ways. 
It is also probable that anxiety state somatic feelings may occur in the 
parergasics and provide the basis for misinterpretation. 

The symbolic significance of eye complaints is particularly interesting. 
Jonathan Hutchinson, in 1879, was the first to point out the association of 
eye complaints with sexual difficulties. He described a condition of weakness 
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of vision without any physical disorder, and found that it occurred frequently 
with impotence. He was able to help some of these patients by discussion of 
their sexual difficulties. Greenacre has summed up the whole topic of eye 
complaints from many angles, including that of folk-lore. She describes several 
cases where the eye complaint was associated with guilt, especially sex guilt. 
In the present series eye symptoms are present in Cases 16, 18, 19, 23, 26, 33, 
with the complaints of pain in eyes, eyes expanding, dead feeling in eyes, 
that the nerve in the eye had destroyed sexual desire, and weakness of the 
eyes. In 4 out of these it is associated with sex guilt, in Case rg its signifi- 
cance is unknown, in Case 33 it is associated with guilt following a suicidal 
attempt in a depression, with some possible sexual factor. 

The other body complaints in the schizophrenic condition are tired 
feeling in chest, foggy feelings, headaches, etc. Gladys Terry finds head 
complaints very common in schizophrenics, and considers them to be 
chiefly expressive of the patient’s feeling of muddle-headedness. Diethelm 
suggests that the tension state is possibly the basis of the impure affects. This 
state is characterized by strained expression, restlessness, tremor, tachycardia, 
dilated pupils, feeling of tight band round head, etc.; he suggests that it 
readily proceeds to hypochondriasis. In cases of this series the attitude to 
the complaint was one of concern, and sometimes (Case 21) the body complaint 
was considered to be due to enemy influence. The outstanding feature, 
however, was that these complaints occurred when the patient was in some 
topical difficulty, when tension or anxiety might be expected, especially in 
paranoid patients, whose condition constantly provides difficulties. 

Case 20, a man, ext. 32, doubting his suitability for promotion to 
foreman, shows well the occurrence of body complaints in a setting of 
tension. He got ideas that neighbours were talking about his mastur- 
bation. The affect was one of tension and fear. He complained of 
funny feeling in the head and pain in the left groin. He was able to be 
reassured after discussion of his difficulties, and after three weeks’ rest with 
frequent interviews his symptoms died down. After a visit from his employer, 
however, he had a return of his body complaints, “ shooting pains in head, 
as though someone was twisting it °’—a typical paranoid phrasing—and his 
other paranoid symptoms reappeared. In the course of the interview, in 
which the employer situation was discussed, he was able to lose his body 
complaints. He had another relapse after seeing an accident, when he became 
paranoid again, but was able to be reassured during the interview. This man 
was able to be at work again within six weeks of a serious paranoid psychosis, 
and so far has remained well. It seemed almost as though there was a kind 
of conversion of the impure affect of suspicion and tension into the body 
complaint, similar to the conversion of anxiety into a body complaint in the 
merergasic hypochondriasis. The importance of these vague body complaints, 
especially in paranoid patients, is that they are danger-signals that something 
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is wrong. The existing cause can usually be found in one interview, and is 
usually trivial and topical, but greatly disturbing to the patient. Reassurance 
on this very superficial level after the disturbing incident is discussed is often 
effectual. 

The vague body complaints are also important in that they are usually 
present in paranoia, as in Case 17, who complained of gas in the stomach and 
tired feelings. In these cases they are very valuable, as they tend to be the 
only complaint, and the only condition for which the patient is asking help. 
They can form the basis of rapport and a helpful physician-patient relationship 
if they are emphasized rather than the actual delusional material. 


HyYPOCHONDRIASIS IN DEPRESSION. 


Bodily complaints in depression are very common, occurring in more than 
half of all cases of depression. Examples of body complaints from the cases 
are: Numbness in legs, cancer, fullness in abdomen, rectum stopped up, eye 
and chest pain, eye and stomach pain, body rotting with syphilis, tight band 
round head, pain in neck, leg pains, nausea and gas in stomach, bladder pains, 
abdominal pain and syphilis, no backbone, abdomen full of concrete, eyes and 
body numb, pressure in stomach and palpitation, pain in heart and stomach, 
etc. In the present series the depressive hypochondriasis is represented by 
Cases 29-39. 

The essential feature is, of course, the depressed affect. The body complaints 
may be classified as to whether they are consistent or not with the affect, or 
whether they have undergone any elaboration on the purposive or symbolic 
levels. : 

It is easy to see why a patient with depression develops body complaints 
consistent with his mood. A depressed patient does feel physically ill, his 
musculature may be lax and his blood-pressure low, he is constipated and does 
not sleep, and in fact feels almost as physically ill as though he had just had 
typhoid. It is then not surprising that any body sensation which may occur 
either on a physical, tension or anxiety basis should become the object of the 
patient’s whole attention, and provide the hypochondriacal content essentially 
secondary to and consistent with the primary mood depression. If symboliza- 
tion occurs, it seems to express the self-reproach (as by no backbone) or sense 
of disaster (as by cancer, bowels blocked up, etc.), rather than any elaborate 
sexual symbolization such as occurs often in parergasic reactions. 

Case 31, a married woman, æt. 37, showed a constantly changing topic of 
worry in her depression, but always consistent with the affect. At one time 
the complaint was of the body being run down, and at another time of 
insufficient menses. As the depression disappeared, the complaints stopped. 

Gillespie suggests that in true hypochondria there is no anxiety, but only 
interest. Lewis, however, includes all the anxious body preoccupations in 
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depression as hypochondria. The present attitude is that just as merergasic 
hvypochondniasis can occur both with and without anxiety, so depressive 
hypochondriasis can occur both with and without depression. 

Case 34, a man, æt. 61, shows depressive hypochondriasis without depression. 
After a brief manic phase this man had a definite depression, in which he was 
agitated, suicidal, and developed the idea that he had a cancer of the stomach, 
and that spots on his back were cancer. This hypochondriasis was consistent 
with his depressed affect. However, after a year in the clinic his depressed 
affect resolved, but the cancer delusion remained, though he was able to behave 
normally and cheerfully. He is now able to lead fairly happily a small-town 
life, which does not seem to be at all inconsistent with a permanent delusion 
of cancer. One may here speak of a hypochondriacal rut in a depression, or of 
hypochondriasis left as a permanent residue of a depression. It seems almost 
as though a kind of conversion of the depressed affect into the hypochondriacal 
symptom had occurred. 

Case 29, a man, zt. 55, shows some symbolic features in his elaboration 
of body complaints: “ My arms are all flabby, my teeth are like cesspools, I 
have no strength at all. Impotence is extending over my brain. My blood is 
full of filth. I am infecting the whole world with syphilis.” The depression 
here was very deep, and these bizarre complaints are in the main symbolic of 
intense self-reproach and of his impotence. This patient eventually settled 
to the quiet conviction that he was dead, with much less affect of depression. 
Case 30, with the complaint of ‘‘ no backbone ”, very directly symbolizes in 
the complaint his own lack of stamina, for which he was reproaching himself. 
This “ no backbone ” complaint is a fairly common type of symbolization in 
depression. Eye complaints are also usually on a symbolic basis as in Case 33. 

It seems that hypochondriasis alone does not necessarily give an unfavour- 
able trend to a depression, although it is in Hoch and McCurdy’s triad of 
symptoms of involutional melancholia. If it is consistent with mood, then 
it tends to disappear as the mood goes. If it is symbolic, or inconsistent with 
the mood, the course of the illness tends to be more prolonged. The hypo- 
chondriasis also tends to be prolonged in a merergasic hypochondriasis, or 
invalid reaction, complicating a depression (as in Cases 35 and 38). 

Case 41, though not strictly a depression, but a panic-reaction, will be 
considered here, as the essential disorder seemed to be one of affect. He is 
a boy, æt. 18, in a setting of difficulty in adapting to school. His complaint 
was: “ I’ve lost a lot of weight, I’mall flabby, my teeth are rotten and full of 
holes; my heart is weak and I’ve lost my pep. My eyes are weak ; my left 
side is hollow. It’s tuberculosis. I’m going down pretty fast.” The affect 
here was depression and considerable fear and agitation. Bizarre as these 
complaints were, they did not seem to be symbolic, although definite paranoid 
features and ideas of reference were present, but they were consistent with the 
impure affect of fear, which seemed to dominate this case. It is interesting 
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that the diffuse hypochondriasis in this case focused eventually on a painful 
ingrowing toe-nail. When the nail was removed the patient’s complaints 
rapidly abated, and complete recovery occurred. 


LATER COURSE OF PATIENTS WITH Bopy COMPLAINTS. 


The further course of the 41 patients after treatment (the time being in 
most cases nine months) is illustrated in the following table. These results 
in such a small and heterogeneous group are, of course, not subject to statistical 
analysis. ‘“ Recovered ” here means symptomless ; ‘‘ much improved ” means 
returned to normal activity, with some symptoms; ‘ improved ” means 
improved, with some curtailment of activity due to the symptoms. 


Recovered. me d. Improved. No change. Total. 
Anxiety states (including one 
with obsessional symptoms) . 2 ; I b © a er s g 
Invalid reaction (including two 
hysterics) : 3 a a. 5 II 
Schizophrenic group ME I s 2 6 4 13 
Affective group ; ; . 3 R 4 5 13 
Total 6 7 I4 I4 4I 


The high proportion showing no change in the depressive group is due 
to the number of cases of symbolic or severe hypochondriasis, which, as 
Hoch and McCurdy have emphasized, considerably lengthens the course of a 
depression. | 


THE Bopy-SENSITIVE PERSONALITY. 


Body-sensitivity and body-awareness is a personality trait which is very 
common among ordinary people. One type, that on which the invalid reaction 
is based, has already been discussed. Another kind, shown by intense pride 
in the body, awareness of body sensations, with a tendency to expect them to 
be grave diseases, fear of germs, concern over bowel movements, diet fads, 
patent medicine taking, is particularly common in the paranoid personality, 
though it may occur in any other. Some allusion in the previous personality 
to body-sensitivity was present in 7 out of the 12 parergasic conditions, and 
II out of the 13 affective ones. Undoubtedly a personality trait of this kind 
conduces to the development of hypochondriasis in a psychosis. Concerning 
the origin of these personality traits of body concern, it is not yet possible to 
form any definite conclusion. The paranoid type definitely seems to be 
partly hereditary, with whole families of body-sensitive, proud, rigid per- 
sonalities. The two especially paranoid personalities—Cases 17 and 36— 
had parents and siblings of the same tendency. The influence of parents has 
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already been emphasized. The race seems to be one factor; Jews appear to 
have an inborn body-sensitivity and concern, and this is stressed in their whole 
culture and religious rules. Suggestion, especially from quack medicine 
advertisements and films about disease, can have a considerable influence 
in developing these traits; Freud regards this attitude of body concern as 
one of narcissism, as withdrawal of the libido into the ego. It may be regarded 
as an attempt to compensate for feelings of insecurity, or else as a method of 
self-assertion (as in Case 36). It represents an evasion of life and its problems, 
a flight from the subjective or environmental difficulties into illness. This is 
in agreement with Noyes, who says that it has its origin in a sense of insecurity 
which is rationalized as a threat to physical health. Gillespie, speaking of 
“epidemic hypochondria ’’, makes the interesting suggestion that the decay 
of belief in personal immortality has influenced humanity to cling more 
closely to the present life and to develop an exaggerated attention to health. 
Probably this is one of the many sources of insecurity which tends to make 
the hypochondriac or body-sensitive personality such a common one to-day. 


TREATMENT. 


The general principles of the treatment employed have been very well 
stated recently by Diethelm. The method is that of distributive analysis, 
that is to say, the analysis is actively distributed by the physician along the 
lines which seem most pertinent, and some synthesis or constructive formula- 
tion is made at the end of every interview. The patient’s complaint is made 
the basis of the relation between the physician and patient. No special search 
is made for one factor, such as a sexual trauma in early childhood, which can 
be made the scapegoat of all later developments, though any such factor is 
not ignored, but considered in proportion with all other factors which can 
promote maladjustment in the patient. Definite advice is seldom given, but 
the alternatives put before the patient and explained, and he is allowed to 
make his choice. The attitude that it is not the physician curing the patient 
but the patient learning to help himself is encouraged throughout, and intense 
dependence on the physician is not sought. In every case a complete history 
and psychiatric examination and, in suitable cases, a Binet-Simon test is 
done as a preliminary to more detailed therapeutic efforts, so that one can know 
as much as possible of the patient and his assets and abilities. Free association 
is sometimes used, as in Case 23, and hypnosis, as in Cases 12 and 13. If the 
patient is admitted to hospital, he enters a regular routine of occupational 
therapy, gymnasium, dancing classes, etc., which occupy the whole day, and 
he has to adjust to his own group of about 13 other patients. Any topical 
difficulties are freely discussed and analysed. This provides an environment 
where the hypochondriasis will not work, and this re-education and discipline 
alone is frequently able to stop a hypochondriasis in a young patient, as in 
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Case 5, who had been living in an environment where her complaints did 
work, and had been allowed to render her a complete invalid. As the object 
of the treatment is to enable the patient to live and work in whatever environ- 
ment is available for him, treatment consists not only in attempting to modify 
the patient, but sometimes also in an environmental alteration when the patient 
has entered an altogether unsuitable situation. This is chiefly effectual with 
young patients, and in the present series was done in Cases 3 and 20, where a 
change of work was arranged, and Case 41, where the school was changed. 

The classification of body complaints suggested in this paper is not intended 
to be purely academic, but rather to apply in treatment. Various points in 
the special treatment of types of hypochondriasis are as follows : 

In the anxiety cases special attention was paid to analysing the circum- 
stances surrounding the first attack, as indeed this often gives an important 
clue to the whole reaction, as in Case 1. The whole sexual history is 
investigated, and in Case 3 the analysis of the sexual ruminations gave a 
clue to many of the patient’s obsessional symptoms. 

In the merergasic hypochondriasis or invalid reactions there is sometimes 
no desire to get better, as in Case g, and unless this can be produced it is a waste 
of time to attempt any treatment whatever, and these cases are, consequently, 
dismissed. On the other hand, this reaction is not as untreatable as many 
writers have regarded it; for instance, Ross describes it as “ a fixed idea of 
ill-health which is irremovable’’. If the patient will come to a psychiatric 
clinic, often an immense change can be brought about by re-education and 
discipline. If it is caught early, as in Case 5, it can almost always be cut 
short by putting the patient where the reaction will not work. The purposive 
factor frequently present in these patients is a very profitable one to analyse. 
Care is taken not to state the purposive factor to the patient at all directly, 
but to lead the patient to formulate it to himself by realizing the unpleasant 
things and situations he is avoiding by his illness. The responsibility is put 
on the patient by telling him to control his symptoms, as this will not only 
give him greater confidence of success, but, as Diethelm emphasizes, it often 
promotes tensity and readiness to talk of the underlying difficulties. Complete 
insight is, indeed, seldom obtained on account of the rigid make-up of this 
type of patient, but yet life can be made more tolerable for them, and an 
unnecessary and expensive series of operations can be avoided. 

In treating the schizophrenic group the first step is to attempt to gain the 
confidence of the patient. It is here, as already emphasized, that the body 
complaints can be especially utilized in the building-up of rapport, as they are 
often the only thing for which the patient is asking help. This is particularly 
important in treating a case of paranoia. The tension type of body complaint, 
i.e., the headache, funny feelings, tired feelings, abdominal pains, etc., was 
always analysed as it occurred, and as mentioned, it almost always proves 
to be a substitute for some topical difficulty, which can often be settled by 
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open discussion and reassurance by the physician in one interview. The 
treatment of this type of patient is fully described in Case 20. The symbolic 
type of body complaint, 1.e., the bizarre complaints of change of sex, shrinking 
of various parts of the body, snakes in the blood, etc., as in Case 28, on the other 
hand, was not analysed, as they lead to material which is too disturbing for 
the patient, the stirring up of which will usually make him worse. If the 
basis of them was some sexual difficulty or masturbation conflict, the patient 
was quickly and firmly reassured about it. and the subject then left. An 
attempt to gain complete insight was not made, as even when insight was 
present, as in Case 24, it was by no means helpful. 

In the depressions the presence of a body complaint does not much modify 
the usual treatment (namely, of regular ward routine, occupational therapy, 
treatment of sleeplessness and constipation, prevention of suicide, and provision 
of the reassurance which these patients so much seek). It was formulated to 
them that their body complaint was an expression of their low spirits, and that 
as the mood depression lifted, the body discomforts would also leave them. 
Constant reassurance sometimes seems able to prevent formation of a 
hypochondriacal rut. In these cases also a fresh body complaint sometimes 
represents a topical difficulty, which can be settled in one interview. Body 
complaints in a depression may be on a basis of some intercurrent sexual 
difficulty, as in Case 38, which can be treated, if the patient is well enough, 
by freely discussing the sexual factor with both parties and trying to solve 
the sexual maladjustment. It is notable that bed rest forms no part of the 
treatment of these patients with a psychogenic body complaint. 

One can best sum up this section on treatment in the words of Sir William 
Gull: “ No good can be effected by laughing at his tale of suffering ; it is 
necessary for the physician to be interested and to believe in the reality of the 
patient’s painful sensations. If the patient thinks that the doctor is taking 
pains to get at the secret of his troubles, he will be inclined to accept the first 
word of encouragement the latter throws out, and the reflected influence of 
reviving hope will be certain to assist recovery.” 


SUMMARY. 


The psychogenic bodily complaint or hypochondriasis has been considered 
in the various types of psychoneurotic and psychotic patients in which it 
occurs. The history of hypochondriasis has been briefly reviewed to show 
the evolution of the concept of a psychogenic, rather than physical body com- 
plaint, a concept which occurred first in the non-medical writers on the subject. 
Hypochondniasis is regarded as a reaction of the individual to a life difficulty 
rather than as a disease. The incidence of body complaints in the 226 
admissions in 1934 to the Phipps Clinic was 45%. The nature and etiology 
of the body complaints is discussed in 4r cases showing hypochondriasis in 
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anxiety and obsessional states, hysteria, invalid, schizophrenic and depressive 
reactions. These body complaints were classified mainly on a basis of affect 
and attitude to illness into the following groups: 

1. Psychoneurotic or merergasic hypochondriasis : 

(a) Body complaints which are the physiological accompaniments of 
the anxiety affect in the anxiety states. 

(6) Body complaints as a substitute for anxiety without the anxiety 
affect. This type of hypochondriasis is regarded as one of the types 
of “ conversion ”. 

(c) Body complaints in which purposiveness, recognized by drama- 
tization, is a factor. This group comprises the typical invalid reaction 
chiefly seen in women. 

These groups frequently occur in mixed forms. In addition, in the pro- 
duction of any form of psychoneurotic hypochondriasis there is often the 
element of suggestion. 

2. Schizophrenic or parergasic types of hypochondriasis : 

(a) Bizarre bodily complaints, often considered delusions, which are 
here considered to be on a symbolic basis, representing the various, 
often sexual difficulties of the patient in the form of more or less indirect 
symbols. 

(b) Vague bodily complaints, such as headaches and abdominal 
discomforts, which are here considered to be expressive of the affect 
of tensity, suspicion and anxiety. 

The treatment of these cases of vague complaints on a basis of topical 
reassurance by finding out the usually trivial cause is emphasized. 

3. Depressive hypochondniasis : 

(a) Bodily complaints consistent with the affect of depression. 

(b) Bodily complaints inconsistent with the affect, forming a kind 
of substitute or conversion of the previous depressed affect. 

(c) Distorted bodily complaints on a symbolic basis, usually referring 
to death or guilt. 

A case of diffuse bodily complaints consistent with the affect of fear was 
described. It is suggested that the course of a depression is prolonged by the 
hypochondriasis in groups (b) and (c), but not in (a). 

The application of this classification of hypochondriasis to treatment has 
been discussed, and the futility of purely physical treatment emphasized. 

It is felt that a great difficulty of this problem lies in defining the meaning 
of the emotional states, such as depression, anxiety, fear and tension, and in 
deciding what are the physical accompaniments. It is probable that the body 
complaints in all these conditions are related, and some kind of classification 
is necessary in order to help to understand and treat the psychogenic body 
complaint, which seems to have as many ramifications and complexities as the 
physical body complaints, which are the province of organic medicine. 
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ILLUSTRATIVE CASES. 


Case 1: Hypochondriasis with anxiety state. 


L. A—, male, zt. 32, is a married steel-worker seen in the out-patient 
department on January 20, 1936, complaining of attacks of palpitation, breath- 
legsness and fear, usually associated with meals. He said that the first attack 
was in March, 1934, after breakfast, in a setting of no particular significance. 
These attacks, characterized by fear, sweating, trembling, palpitations, dyspnea, 
lasted from ten minutes to four hours, and occurred usually after meals. At the 
same time he became diffusely hypochondriacal about his whole body, and had 
difficulty in going to sleep. He attended innumerable doctors, who gave him 
treatment varying from cacodylate injections and strychnine to luminal and 
overdoses of bromides (causing bromide eruptions) without any relief, but at 
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considerable expense to him. He dieted himself, originally on a doctor’s suggestion, 
and gradually cut down his diet to milk, eggs, one orange and bread, and lost 
30 lb. in weight. Following his wife’s difficult labour in April, 1935, his 
symptoms became worse. However, he remained at work during two years of 
these symptoms. In November, 1935, he had a complete gastro-intestinal 
investigation, with barium meals and X-ray examination which were all negative. 
Finally he was referred to the psychiatric clinic. 

His parents were English, but little was known of them. His father died when 
he was 5, and at 7 he was handed over to his maternal grandparents, who brought 
him over to America. He had one healthy sister. As a child he was spoiled by 
and somewhat domineered over by his grandmother, who was of a peculiar and 
hypochondriacal personality, who often kept him terrified by a threat of a tonsil 
operation. He developed under her suggestion an intense fear of operations, and 
at 12 he was brought to hospital for tonsillectomy, but ran away. He was at 
school from 7-14, and did well, reaching seventh grade, but he was somewhat 
bullied, and his grandmother tried to keep him away from other boys. From 14-16 
he did housework for his grandmother, and then took up steel work, at which he 
has remained fairly steadily, earning from $90-150 a month. Hjs work was 
mainly clerical, and he is said to be efficient at it. His personality is mild, easily 
worried, conscientious, hard-working, and with few interests apart from work. 
In 1930 he married, and the marriage appears to have been successful, apart from 
the present complaints, which greatly worry his wife, who is very sympathetic 
about it. There is one child, aged 8 months, and since its birth his wife has withheld 
sexual intercourse, as she feared another pregnancy, and his sexual desire has also 
ceased for the same time. 

On examination he was a pleasant, mild-mannered little man, extremely wasted, 
and almost on the verge of self-imposed starvation. His intelligence was fair, with 
mental age of 15 on the Binet scale. His present complaint was of attacks of 
palpitation and being unable to eat a reasonable diet. He said that he did not 
consider it was due to any physical disease, but yet was quite unable to be reassured 
by his negative physical examination. He produced a diary which told of his life 
during the past year; the following are extracts : 

“ Wonder why I have been so bloated and full all evening since eating dinner 
(2 pieces of bread and butter, 1 cup of cocoa). What food I take seems to stay in 
my stomach. I know I shall never be my normal self. I should call the past 
one and a half years ‘‘in hell”. 

“ Saturday: Cut lawn. So easily tired must rest every Io minutes. As usual 
also bothered with indigestion. Get panicky if I try any foods I should be eating. 
Started to break out on stomach and back (probably bromide eruption). Had 
stomach-ache. 

“Sunday: Panicky at breakfast. A fear is always with me. I must have very 
little blood, the way the cold affects me. My hands are numb for an hour or more. 

“ Tuesday: Getting thoroughly disgusted. Severe pain in left shoulder. Saw 
doctor. Had shoulder and side bound with adhesive tape, but no relief. 

“ Thursday : Doctor removed plaster ; my back covered with large red pimples. 

“Tuesday : Diet has come down to bread and milk except for an orange and 
an egg at breakfast. More nervous each day. 

“ Friday : Severe gas pains in stomach. Ate nothing: drank a quart of cocoa. 

“Sunday: In addition to being upset, have had what felt like bristles in my 
throat. It seems I shall never be relieved. : 

“ Wednesday: Terrible pains in lower stomach. Had injection from doctor, 
also nose treated, but did not do anything about stomach. 

“ Thursday: Quit drinking cocoa. Believe it may upset me. Refuse to eat 
any of following: Coffee, tea, cocoa, pepper, sauces, beer, meat, fish, vegetables, 
nuts, fruits, berries, pastries, desserts, etc. (leaving nothing but bread and milk 
off the list).” 

This diary expresses vividly the miserable life of a patient with this type of 
anxious hypochondriasis. 
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As the history seemed incomplete, he was urged to give more information, and 
finally, with much hesitation, he said that the first attack of all had occurred at a 
lecture at which he had seen a film of an operation on cancer of the stomach. In 
this he thought he was going to faint, and had palpitations, sweating and fear. 
Since then he has always been careful not to see any other film. In 1926 his grand- 
mother died of cancer of the stomach. ‘I well remember how my grandmother 
would have these spells; she would be a pitiful sight. Maybe I have inherited the 
condition ” he said. He had, in fact, an underlying cancer phobia, which he now 
acknowledged to himself for the first time. After a frank discussion of the cancer 
fear, which he realized was unfounded, he was much reassured. He was told to 
follow instructions exactly if he wished to be cured. These were: (1) To stop all 
medicine ; (2) to reassure himself that these attacks could not possibly hurt him, 
but were the result of his scare of cancer, which he now realized was unfounded, 
and that they would soon cease; (3) to return at once to a normal diet. 

This man appears to have put himself on an anti-cancer diet to the stage of 
starvation. This hypochondriasis is a substitution for the repressed fear of cancer, 
about which he was excessively anxious, but the anxiety could not be completely 
substituted, and returned in attacks at meal-times, which were associated in his 
mind with cancer and diets for gastric disease. Later discussions with this patient 
included birth-control advice to himself and his wife, as there was some sexual 
maladjustment which might have been an additional factor. 


Case 2: Hypochondriasis with anxiety attacks and extva-systoles. 


G. B—, male, zt. 21, is a German college student, who was admitted to the 
clinic on March 8, 1935, with the complaint that he was afraid his heart would 
stop beating. 

He first noticed palpitations after being told one and a half years previously 
of his stepfather’s illness, which might have meant that he was responsible for his 
mother’s keep. In September, 1934, he lost a drug-store job which enabled him 
to work his way through college, and he was forced to live at home. He spent 
much time by himself, brooded on his frustrated college ambitions, and became 
very conscious of thumping and irregular action of his heart. He began to lose 
weight, and went to a library to look up the literature on irregularity of the heart, 
which much frightened him. In January, 1935, while sitting alone brooding on 
his ruined career, especially of his hopes of becoming a radio pianist, he reached 
out to turn on the radio. He suddenly felt faint, his face burned, his heart thumped 
rapidly, he sweated freely, and was afraid he was going to die. He lay on his bed 
panting for breath, and called for his mother, who tried to comfort him. The 
attack lasted about half an hour. After this attacks occurred several times a day 
and he was afraid of being alone. He would talk about nothing but his heart 
stopping. After two months of this he was admitted to the Phipps Clinic. 

There is no psychopathic family history. He is the only child of his sentimental 
and over-solicitous mother, who married his uncle on the death of his father, when 
he was ro. He came to America at the age of 10, and did well at school and business 
college. He was always interested in his body. At 14 he would watch his bowel 
movements very carefully, and took daily exercises to keep himself fit. At 16 for 
several m nths he complained of funny taste in his mouth and thought there was 
something wrong with his stomach. As a result of reading advertisements he 
used often to worry whether his breath or his body had an unpleasant smell. He 
was mainly interested in books, reading philosophy and psychology, but he also 
organized a jazz band. His ambition was to organize radio programmes. His 
personality is conscientious and ambitious, with a tendency to worry. He had 
practised masturbation without conflict since 13, but had had no particular interest 
in girls. 

On admission his complaints were : ‘ It’s these loud heart thumps. I’m afraid 
my heart's going to stop. I feel a thump and a gurgle. I feel my blood buzzing 
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through my legs, and puckering and jumpy feelings over my body. Food gives 
me a pain and forms gas. At night food sticks in my right side. I’ve a kind of 
tired feeling ; my legs go to sleep. I’ve white spots in front of my eyes.” 

He was intensely agitated and worried by these complaints, but there was 
definite dramatization of them. In addition there was fear of being alone, of 
insanity, and occasional feeling of unreality. Verbal insight was good, he said. 
“It arises from too much concentration on my body,” but this did not help him. 
No other abnormality was found in the mental status. The Binet-Simon intelligence 
test gave a mental age of 17 years 9 months. Physically he is a tall, well-nourished, 
stooping boy. There was marked dermatographia with prolonged flushing. Blood- 
pressure was 100/80. Glucose tolerance test five days after admission showed 
fasting level of -85 with a rise to -140 half an hour after 150 grm. glucose, and a 
level of ‘109 at end of one hour, and a return to fasting level after two hours. 
Extra-systoles occurred about every minute, and about five times a minute during 
discussion of any sensitive topic. Electrocardiograph on March 29, 1935, showed 
these to be left ventricular extra-systoles. The normal rate was 68. There was 
slight left ventricular preponderance, and when sitting one extra-systole occurred 
a minute. Immediately after the exercise of stepping twenty times on to a chair 
the pulse-rate was 130, and a ventricular extra-systole after every two beats 
followed by a compensatory pause of about -25 sec. Injection of 5 mm. of 
adrenaline or deep breathing had no effect on the extra-systoles. There was marked 
sinus arrhythmia. 

The patient did not have any anxiety attacks in the clinic, but on one occasion 
said he was going to collapse and felt faint. There was no alteration in his pulse- 
rate. He was told that he had no physical illness, that he must ignore his feelings 
and behave normally, and that his uncomfortable feelings would go. His ambitions 
and difficulties were discussed and their connection with the symptoms suggested. 
He improved considerably in the clinic and was discharged after two months, with 
definite plans that he would find work. On discharge he continued to improve 
and obtained work in a store three months later. Though the tendency to anticipate 
trouble remained, he ceased to worry about his body. Another electrocardiograph 
was taken in October, 1935. No extra-systoles were present normally, nor after 
the exercise, when the pulse rose to 120. After injection of 5 mm. of adrenalin, 
however, he had four ventricular extra-systoles a minute, and complained again 
of faintness and thumping. In view of his extra-systoles it is notable that he is a 
non-smoker. 

This boy appears to have had definite anxiety attacks on a psychogenic basis 
accompanied by reaction of the vegetative nervous system in the form of flushing, 
extra-systoles and dyspncea. He had always been body-sensitive, and the dis- 
comfort from the extra-systoles and vegetative nervous responses he interpreted 
as being due to grave heart disease. In addition there was a purposive element, 
as his body complaint enabled him to gain his mother’s sympathy, and to excuse 
his failure honourably. This hypochondriasis is thus a mixture of the purposive 
and substitutive types with anxiety. 


CASE 3: Choking sensations in obsessive state. 


Miss M. D—, et. 18, is a farmer’s daughter, admitted to the clinic on October 
16, 1935, complaining of choking sensations for which she had been sent to a 
general hospital to have her thyroid removed. On examination she said she 
had these choking feelings whenever she was worried, and in addition she had a 
series of obsessive and compulsive symptoms: (1) An obsessive thought of suicide ; 
(2) an obsessive thought that her house would burn down ; (3) fear of swallowing 
pins and pills; (4) a fear of being alone lest she should swallow something 
harmful; (5) a compulsion to pick specks off her food ; (6) fear that something 
might be on her lips; (7) a compulsion to reread the last line of every page. 

The first obsessive symptom, occurring at the age of 13, consisted of an obsessive 
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thought that she had not turned off the lights at school. This was in a setting of 
first going to high school, three months after her father’s death, which much 
upset her. She continued at school, doing well, working very conscientiously and 
taking the competitive school work very seriously, and was always much worried if 
she did not head herclass. She was of a worrying, over-conscientious, over-cautious 
personality, and was much fussed over by her mother. In October, 1933, at the 
age of 16, a girl attempted suicide by taking poison in her neighbourhood, and the 
patient began to worry lest she should attempt suicide in the same way, by 
swallowing something. This lasted a few months and then died down. With some 
weeping the patient said that this girl had an immoral reputation and attempted 
suicide because she was pregnant. She occasionally told her mother she felt bad, but 
remained at school during 1934 with an occasional fear of the house burning down.. 
In November, 1934, she began to have choking feelings, and her menses, previously 
regular, occurred every three weeks. She was told by her doctor she had thyroid 
trouble, and was given Lugol’s iodine. These symptoms did not interfere with 
her school work. In May, 1935, she was taken out and kissed by one of her boy 
friends. She felt very guilty about this, and with some difficulty she described 
her ruminations after this event. They were, first the sexual rumination ; 
‘ Supposing he had done enough to make me have a baby ”. This she considered 
very wicked—a disturbing thought (she is a strict Roman Catholic). Then the 
obsessive thought, “I may be pregnant”, though she knew she was not, and then 
“ I may commit suicide like that other girl ’’, and then “ I may swallow something ”’. 
This occurred in about a week and the obsessive thoughts completely excluded the 
original sexual rumination; in her words, “‘ It’s no sin if you get no pleasure from 
it”. During the summer, 1935, she developed her other obsessive symptoms, .but 
these did not greatly interfere with her ordinary life until in September she went 
to a training college for teachers, leaving home for the first time, and taking up 
work which was really beyond her intellectual ability. She could not sleep owing 
to her obsessive thoughts of suicide, she could not eat for fear of swallowing poison, 
and she had constant choking sensations. She went home after a week and was 
able to do nothing but sit and brood. Her doctor then arranged for her to have a 
thyroidectomy, but after a week in a surgical ward she was recognized as a psychiatric 
problem and referred to the Phipps Clinic. 

The family history is negative, except that her mother, an ex-school teacher, is 
very excitable and excessively anxious about and ambitious for her daughter. 
She is the eldest of a family of seven. On physical examination there was no 
evidence of hyperthyroidism, no fine tremor, a pulse of 70, basal metabolism of — 2, 
and slight adolescent enlargement of the thyroid. 

There was no real evidence of depression ; in the ward her spirits were good. 
The Binet-Simon test gave a mental age of 16 years, but the Rorschach test indicated 
a fairly low intelligence from low F plus, M and original answers. This corresponds 
with the impression of very poor initiative, originality and somewhat pedantic 
intelligence given by the patient. She was a simple country girl, and obviously 
unsuited to become a teacher. In three weeks on the ward this history had been ` 
elicited, and she eventually was able to accept the formulation that symptoms of 
choking and fear of swallowing were substitution devices she used, to avoid thinking 
about what real situations were worrying her, such as sexual desires, and difficulty 
of becoming a school teacher. She was reassured by a frank discussion of sexual 
problems. She rapidly lost all her symptoms, worked well in the ward, and was 
able to be discharged after two months, with a plan of taking up a business course, 
and has had no recurrence of her trouble. This body complaint of choking, which 
nearly caused her to risk a serious operation, was probably based on anxiety. 
The anxiety was not completely substituted by the obsessive thinking, but in 
addition the choking seemed to have been partly associated with her fear of 
swallowing, and may be regarded as part of the substitution which occurs in 
obsessives. It is somewhat uncommon for a body complaint to occur with obses- 
sional thinking, as the obsessions usually occupy the whole of the patient’s 
attention. 
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CasE 4: Hypochondriacal anxiety state with fear of syphilis. 


E. D—, male, æt. 30, for the last eight years has led a life of inactivity at home, 
and for the last year has not left his house owing to complaints in every part of 
his body. As a child he was very dependent on his mother. His personality was 
reserved, quiet and obedient. He had no girl friends or outside interests. He had 
been a tin mill worker. Eight years ago he attempted intercourse with a 
prostitute, but was terrified of syphilis and was impotent. Two days later a friend 
at work blew some cold air jet on his back and he developed a pain in his hip which 
he thought was syphilis. He had his appendix out without relief, and since then 
had a variety of pains. He was afraid his legs would go numb and that he might 
fall, and made a vapour bath for himself to sweat out the poison in his system. 
He was living on the earnings of his 70-year-old father. 

On examination he was a healthy, athletic man. His complaints were: “ My 
shoulders and back get drawn up, knotted and helpless. My left foot is numb 
and sore. My calf gets drawn up and it seems there’s no circulation. When I 
stand up there’s a dull feverish pain in my knees. The trouble is on my left side 
from the top of my head to the sole of my feet.” (The jet of air had been on the 
left side.) These complaints were given self-pityingly, and he appeared to want 
to keep his invalidism. He was of low intelligence, mental age 10 years on the 
Binet scale, and this was undoubtedly a factor in prolonging the hypochondriasis. 
He was emphatically reassured about the syphilis fear, and the origin of his worries 
explained to him as simply as possible, and to his relatives, and he was told to go 
to work at once. He was able to be somewhat encouraged, but as he lived in 
another State, unfortunately only one interview was possible. This is a hypo- 
chondriasis which symbolizes for this simple and suggestible man his intense fear 
of syphilis, but in addition there is a purposive element—to get off somewhat 
dangerous work honourably. 

Nine months after being first seen in the clinic he was much improved and doing 
light work, but obviously very hypochondriacal. 


CasE 5: Hypochondriasis in a spoiled child. 


A. J—, xt. 13, a farmer’s daughter, was admitted on December 18, complaining 
of belching, stomach pains and weakness. During eight years of her life she was the 
youngest child and was much spoiled and pampered by her self-sacrificing and 
solicitous mother, who always regarded her as somewhat of an invalid after feeding 
dithculties as an infant. There is no abnormality in the family history. She 
walked at 16 months and talked at 18 months. At school she did well, and was 
with girls a year older than herself, but on account of distance from school she 
had to get up at 6 a.m., seldom went to bed before 10 p.m., and had sometimes 
expressed a desire to stay in bed instead of going to school. Her personality is 
described as quiet, home-loving, conscientious and hard working, but obstinate, 
and she had few friends. She was always constipated, and her mother gave her 
magnesia several times a week. Menses started February, 1935, and continued 
every three weeks since. She was at first worried about it, and her mother gave 
her a book which said that a girl must expect to feel ill at periods. There was no 
definite sex knowledge, and she is a Roman Catholic. In July, 1935, she was 
somewhat upset by a petting party at which a man made advances to her elder sister. 

The present illness definitely began on September 2, 1935, a week before start 
of school, when she complained of lower abdominal pain and frequency of mictu- 
rition. She was put to bed and a doctor diagnosed streptococcal infection of the 
kidneys. She remained in bed for two months, during which her temperature 
was normal. She constantly complained of pains to her mother, who waited on 
her, and she became the centre of attention in the household. After two weeks in 
bed she started deep sighing and belching, and said she was quite unable to walk. 
The diagnosis was changed to nervous chorea. During November, 1935, she was 
at a general hospital, where complete examination was done, including X-ray of 
chest (normal), gastro-intestinal X-rays, showing ptosis of stomach, lumbar puncture 
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(normal), blood-count Hb. 75% and 4,000,000 R.B.C., negative W.R., renal 
function tests (normal). On one occasion a trace of albumen was found in the 
urine. During this time she continued in bed, constantly complaining of abdominal 
pain, and refusing to get up. After three weeks at home, still a helpless invalid, 
she was transferred to this clinic. 

On admission she clung dramatically to the walls as she tottered to the ward. 
When approached, she breathed deeply, swallowed air and belched noisily. Her 
expression and whole attitude was pained and self-pitying. Physically she is very 
tall (5 ft. 8 in.) and much under weight (100 lb.), and has the hair and breast 
development of early puberty. Blood-count showed 4,800,000 R.B.C., and Hb. 
of 16 mgrm., physical examination being essentially negative, though there was 
diffuse tenderness in the abdomen, but no localization or rigidity. 

Complaints were: ‘‘ My stomach hurts all the time; it’s awful tight. I have 
sharp pains in my stomach; it keeps taking my breath. I belch all the time.” 
When specially asked she had complaints for every part of her body. When asked 
about her chest, “ I have pains there ’’; her legs, “ pains in my knees sometimes ”’; 
appetite, ‘‘ I don't feel like eating ’’; her head, “‘ just dizzy ’’, and again ‘‘ sometimes 
it’s hard to swallow’; the eyes, ‘‘ when I look to the side, they hurt”. No content 
beyond the complaints was found, but she said she was afraid she would not get 
better. The Binet showed a mental age of 10}, but she probably did not do justice 
to herself. She was told to stop belching and walk properly, and she did so, and in 
the ward at once began to change her habit of invalidism, and was able to laugh 
and talk with other patients, but to physicians she still complained of her body. 
She was urged to pay attention to what she did rather than to her bodily 
sensations, and at once entered a regular routine of games, occupational therapy, 
gymnastics, dancing, and is continuing to improve, though insight and under- 
standing of her condition is not yet obtained. 

A desire for sympathy, to avoid school and become the centre of attention are 
probably the main factors in her invalidism. Possibly at first she had a genuine 
cystitis. During the treatment for this she appreciated the advantages of the 
invalid condition, and in addition the formidable medical diagnosis may have 
suggested to her that she was exceedingly ill. This hypochondriasis, with self-pity, 
dittuse complaints and dramatization, but with some anxiety, is of the substitutive 
merergasic or purposive type, without any suggestion of remote symbolization. 


Case 6: Chronic invalid reaction. 


Mrs. L. M—, zt. 33, a housewife, was admitted on September 23 with a ten year 
history of bodily complaints, which during the last two years have kept her in 
bed and caused her to take daily sedatives. Her complaints of backache, headache, 
stomach-ache, insomnia, amenorrheea, female trouble, pulling and drawing in her 
womb, restlessness, choking feeling and hot flushes have led her without help 
through a great variety of medical and surgical treatment, including two operations. 

At 22, two years after marriage, in a setting of loneliness, living in a remote 
country house while her husband worked at night, and marital difficulties, with 
fngidity, painful and frequent sexual intercourse and fear of pregnancy, she began 
complaining of gas and gnawing feeling in the stomach and choking feelings. At 
the same time her periods became irregular, about every two or three months, 
andscanty. Tonsillectomy was performed without improvement, and she continued 
under medical and chiropractic care until in February, 1929, appendicectomy and 
removal of left ovary and tube were performed without relief. Her glasses were 
changed because her eyes hurt. Unsuccessful medical treatment continued until in 
1930 she went to a doctor, who treated her with hormone pills and a medicine, 
which she says cured her for four months, and her periods became regular again, 
but she relapsed again to her previous condition in spite of this. In 1933 she had 
influenza, and after this felt somewhat worse. Her husband sent her to a doctor 
to treat her for frigidity. This doctor stuffed her vagina with cotton and massaged 
the clitoris, during which orgasm may have occurred, and in addition he gave her 
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hormone injections. She claims that he also attempted to assault her. Since 
then she has spent most of her time in bed, and said she always felt about to men- 
struate and that nothing would help but removal of all her female organs. She 
took large doses of sedatives, including daily injections of sodium amytal and 
paraldehyde until her admission to the clinic. 

Both her parents died when she was 4, and she was sent to the farm of her 
grandfather who, she claims, assaulted her sexually when she was about 12. At 
about the same time she had intercourse with an older boy. At 13 she was trans- 
ferred to the strict religious home of an aunt, where she stayed until marriage. At 
15 she was worried by seeing her sister in childbirth. At school she did badly 
and had difficulty with her lessons. She was often absent with complaints of 
stomach-ache. At 18, in a setting of worry over whether she would graduate 
from high school, and whether she should get married, she was at home three 
months, complaining of stomach-ache after an attack of influenza. She was 
allowed to graduate from a country high school, and at 20 married a post-office 
official against her guardian’s wishes, in order to leave home and obtain more 
freedom. This marriage did not turn out as she had expected, for her husband 
was somewhat stricter than her aunt had been. Previously a cheerful, laughing, 
sunny girl, fond of company, a good housekeeper, and interested in cooking and 
gardening, after marriage her social activities and outside interests were almost 
abolished. There have been no children. Menses started at 11 and were regular 
until onset of the illness. 

Her father died of tuberculosis at 35. Two brothers drink heavily, and one sister 
became very nervous after an accident. 

On admission to hospital her breath smelled of paraldehyde. She was a 
dishevelled, restless, agitated woman, showing marked self-pity and dramatization, 
the behaviour being more agitated when she knows she is observed. She showed 
some depression and marked anxiety, but at times smiled happily. 

Her complaints were: ‘I have a headache most of the time; my eyes just 
ache. I have drawing feelings in my stomach. My back hurts. Everything I 
eat rolls over and over. My abdomen swells up. I can’t bear to be on my feet. 
I can't get any rest at night.” Her essential complaint was: “ My female organs 
are not functioning at all. When I don’t menstruate, my blood all rushes to my 
head.” She also complains of “ hot flushes like the change of life’’, and even 
says, ‘‘My female organs are all gone’’. All this is told with considerable anxiety, 
agitation and dramatization. 

The Binet-Simon shows a mental age of Io years. 

Physical examination shows a well-built, asthenic woman. The breasts are 
poorly developed, the tendon reflexes overactive. Gynzcological examination 
showed a normal right tube and ovary, with the uterus in good position and nothing 
to account for the symptoms. 

Treatment consisted in— 

(1) Withdrawal of sedatives, which was done after ten days. This was followed 
by vociferous clamouring for sedatives, which eventually abated. 

(2) The nurses were told not to let her complaints disturb them or the ward. 

(3) Continuous baths three hours daily for her agitation. 

(4) In the interviews she was led away from giving repetitions of her complaints 
to considering— 

(a) Her general life situation, her home life, and her relation to her 
husband. 
(b) Her assets and interests, which are quite adequate for her needs. 

During a three-months’ stay in the hospital she improved considerably, gained 
weight, and was active with the other patients, but the complaints persisted. No 
menses occurred. On discharge advice was given— 

(1) About birth control (to husband). 

(2) Need for developing outside interests. 

(3) Need to control her complaints and tell no one of them. 
(4) The importance of behaving well in spite of her feelings. 
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Since discharge she has apparently become much more active, though she still 
complains to her doctor. 

The essential features seem to be: 

1. Constitutional, with an early habit of bodily complaint developed as 
a schoolgirl. 

2. Low intelligence. 

3. Marital difficulties and early sexual traumata. 

4. Menstrual irregularity. 

This case shows a very diffuse hypochondriasis of a somewhat bizarre type, 
and mainly sexual, but in view of her low intelligence this is not as grave as a - 
sexual hypochondriasis in an intelligent person. Moreover this hypochondriasis 
seems to be a mixture of symbolic, in which the complaint symbolized her fear of 
pregnancy and dislike of intercourse with her husband, and purposive, in that it 
enables her to gain the upper hand over her husband, and to avoid attempts at 
sexual intercourse. 


Case 7: Paranoid delirium in pellagra with long-standing hypochondriasis. 


Mrs. J—, æt. 40, a married woman, the youngest child and only girl in her 
family, was much spoiled and pampered as a child and used to have vomiting 
spells, which much worried her adoring mother. She never went to school with 
other children. She developed a lifelong habit of bodily complaints as a means 
of attracting attention or avoiding difficulty. She would stay in bed several days 
with each menstrual period. She was sensitive to criticism, but desirous of 
attracting admiration, for being different, and never had many real friends. After 
various romantic experiences she married at the age of 30 a good-natured, heavy- 
drinking gentleman farmer of whom she became very jealous after several months, 
and to whom she became frigid. She complained even more of her body, and 
attended many doctors for various aches and pains. In 1927 she had appendicitis, 
and had a slight injury to a cervical vertebra in an accident. 

These increased her invalidism. In 1930 she suffered from an overdose of 
allonal. In 1932 in a setting of jealousy against her husband she lost the use of her 
legs and voice for a few months, probably hysteria. By her invalidism she was 
able to keep the attention of her husband, who was always sympathetic to a body 
complaint. 

A feeble attempt at suicide with a spite motive against her husband occurred 
in 1933. In August, 1934, a tooth was removed, and although it healed well she 
made daily visits to the dentist for a month. She had a dye injection and X-ray 
of her gall-bladder for abdominal pain, a hemorroidectomy in December, 1934. 
Her present illness seems to date from an attack of acute cholecystitis, for which 
she had her gall-bladder removed on February 7, 1935. Although she says she 
had an adequate diet, it is possible that she starved herself to some extent after 
this operation. The bile drainage does not appear to have been considerable, 
but it lasted on and off from February to May. A rash of brown scales was first 
noticed on March 21 only a month after the operation. On May 25 she developed 
an acute delirium, for which she was admitted to the Phipps Clinic. 

This delirium showed paranoid features, e.g., that certain doctors were destroying 
her brain, that others in the ward accused her of sex perversion, feelings of passivity, 
that her mind was being read, that she was controlled by a machine. She had 
delusions that she had a million pounds. Orientation was at no time disturbed. 
The delusional system never became fixed ; it varied from day to day, and was 
mostly topical and confused. © 

Physically she was a flabby, asthenic woman. The fauces were injected, there 
was a slight brown dermatitis of the arms increased reflexes, and cedema of the ankles. 
On admission the blood-count showed 5,400,000 R.B.C., a sedimentation rate of 36, 
and 16:9% of Hb. After three weeks she was transferred to the convalescent 
ward, where she was more exposed to the sun, and a typical pellagra rash appeared 
and was diagnosed. On July 17 diet treatment was started, but without improve- 
ment; on July 27 daily intramuscular liver injections (10 c.c. extract) were started. 
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An immediate reticulocyte response (3%) occurred, and mental improvement began 
about two weeks later. During the first month in hospital the hemoglobin per- 
centage fell, the red blood-count fell to 4,000,000, and there was an icterus index of 
25, and a direct delayed Van den Bergh reaction, suggesting that some hzmolytic 
process was occurring. 

By September her delirium was definitely over, but thinking difficulty, difficulty 
in making decisions and mental fatigue remained. At no time was a hypochon- 
driacal complaint absent. Examples of these are: ‘‘ This very decided nerve in 
my leg is dreadful. I havea pain in my right shoulder. Iam very tired. Supposing 
my gall-bladder was cancerous. I have a tired brain caused by my gall-bladder, 
bad bowels and a poor stomach. My back burns. I feel as though there was a 
space between my brain and skull, that it is full of nerves tingling.” During her 
paranoid delirium she interpreted some of her hypochondriasis on a paranoid basis 
“ I thought that they were burning me alive.” In November liver injections were 
stopped, and there was no sign of the pellagra. Psychiatric treatment was directed 
to reducing her body concern and increasing her activity. In addition her relation 
to her husband was discussed so that she could adjust more satisfactorily to the 
home situation. Her hypochondriasis was definitely diminished on discharge in 
December, 1935, but still present to some extent, as body sensitivity has been 
long-standing with her. 

This case shows the development of a loosely organized paranoid delirium in a 
previously hypochondriacal personality, and the continuation of the hypochon- 
driasis through the delirium. The hypochondriasis is essentially of the purposive, 
merergasic type of chronic invalidism. 


CasE 8: Chronic hypochondniastis. 


Mrs. A. P—, æt. 54, is a married woman complaining of abdominal discomfort, 
backache, vision difficulty, tightness in throat, exhaustion when doing housework, 
but not when doing mission work. She had been much pampered and babied in 
early life and readily treated as an invalid. At 18 her ambitions to be a mission 
nurse in China were frustrated by her father. At 19 she had an unhappy love attair 
and developed excessive interest in culture, but her lover died. She married at 
24 a fairly steady salesman, and developed frigidity and dyspareunia. 

She had two difficult labours 28 and 15 years ago, both unwanted, following 
the last of which symptoms developed, and she frequently attended homeopaths 
and drank much medicine. 

On examination she was a voluble woman, much interested in medicine and 
her complaints, and seems happy in her hypochondriasis. Also somewhat worned 


about finances. There was some insight: ‘‘ When my mind is occupied, I’m all 
right.” 

Her actual complaints were, ‘‘ My stomach has fallen, my eyes give me trouble, 
there is a tightness in my throat. I have a shooting under the arm.” Her attitude 


was of interest and mild self-pity, but she had absolutely no desire to lose her 
complaints. There was no suggestion of anxiety. According to reports, six months 
after her visit to the clinic she has relapsed into chronic invalidism. 

This case shows the chronic invalid reaction of purposive hypochondriasis. 
The body complaints serve the purpose of giving her an easy life, and avoiding 
intercourse with her husband, for whom she has no affection. 


CasE 9: Purposive hypochondriasis in a war veteran. 


Mr. M. S—, æt. 41, is a man who spent two years in France from 1915-1917, 
after having worked as a tailor’s presser until the age of 27. In France he saw 
no active service, but was put in charge of German prisoners and quite enjoyed 
the variety of experience. While there he had an accident, falling into a limekiln, 
but suffered no ill-etfects from it. On his return to America he could not settle 
to any job, and began to complain of indigestion, restlessness and insomnia. He 
demanded compensation from the Government, who gave him $18 a month, and 
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then $80 a month for a year, 1920. From 1920-1926 he received no compensation, 
but he filed numerous petitions for compensation, attended innumerable doctors, 
took much medicine, and lived on his relatives. He was admitted to various 
hospitals, with negative physical findings, and was usually discharged for unruly 
conduct. In 1925 his left eye was successfully operated on for glaucoma, but this 
had no effect on his body complaints. From 1926-1934 he was given $18 a month 
compensation, and when this was stopped, became very vociferous for more money. 
During this time he started about fifty different jobs, but always gave them up 
because he felt he was not fit for it on account of indigestion. Whenever there was 
any work he “ came all of a quiver ’’. 

Patient is the fifth of a family of ten ; he comes of German parentage. Apart 
from epilepsy in one brother there is no significant family history. At school 
he reached the 6th grade at 13. He was rather made fun of and bullied on 
account of his bad temper. On leaving he took up tailor’s pressing, at which he 
worked on and off until he went to France, earning a very small salary. In his 
habits he drinks about 12 glasses of beer a week, and since April, 1934, he has 
taken sodium amytal regularly. Masturbation started at 15 and still continues, 
and intercourse with prostitutes occurs about every month. His personality is 
selfish, irritable, with few friends, dishonest and lazy. 

On examination the patient is a lean asthenic man, throwing his arms nervously 
around, and frequently belching loudly. The expression was aggrieved and self- 
pitying, and he could easily be aroused to petulant and noisy indignation by 
questioning about his illness. His talk was very voluble, and complaining—all 
on the subject of how badly the Government’s treating him. He had come to 
the clinic so that his claim for $40 a month should be supported. He complained 
of belching, pain in the stomach and chest. ‘I guess it’s heart trouble. The. 
doctors can’t get to the root of it. I’m nervous, that’s all.” He said it was all 
due to his war service, and said he was going to take his case to the Supreme 
Court. The sensorium performance was well done, and physical examination 
revealed nothing except diminished sensation to pin-prick over the arms. W.R. 
was negative. 

The man obviously did not want to be relieved of his complaints, but only 
desired compensation for them. He was quite unco-operative in any attempt to 
explain them on a functional basis, and left without any improvement and did 
not attend again. He was last seen attempting to perjure himself in a law-suit 
in which he claimed to have been co-respondent in his brother’s divorce case. 
He belongs to a group of men who served overseas, who were never injured, did not 
amount to much from an adjustment point of view before they left, and since 
their return have spent their energy trying to get petitions signed to give them 
something to live on for the rest of their lives. He is typical of the worst kind of 
“ war-veteran ’’, and he will obviously continue to live on his relatives as long as | 
possible. 

His hypochondriasis is mainly on a purposive basis, it gains for him the support 
of his relatives, it has gained for him money from the Government, it does not inter- 
fere with his sexual activities, and in fact it is closely allied to malingering. He 
shows well the “ flatulent windy melancholy ” or hypochondria described by Burton, 
with loud belching, intense self-pity, dramatization, and a tendency to get very 
angry when the seriousness of his complaint is questioned. Hard work and 
discipline in an institution might help him, but there is no means of persuading 
him to take up such treatment, so that the outlook from the point of view of cure 
for such a case is very poor. 


Case 10: Feeble minded purposive hypochondriasis with a previous paranoid state, 
and bromism. | 


Mrs. C. B—, æt. 25, isa married woman complaining of ‘‘smothery ” feelings in 
the head and diffuse pains over her body. Asachild she was pampered and allowed 
to get off work and school by minor bodily complaints. When she went to factory 
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and laundry work, she continued to have bodily complaints and got off a certain 
amount of work. After a fall at work in 1930 she complained of great pain and 
inability to walk, and after six months got some compensation, but felt she deserved 
more. She took abundant bromides, and three months later was admitted to the 
Phipps Clinic in a bromide delirium with 300 mgrm. blood bromide. In this she was 
hallucinated, saw snakes and bugs, was paranoid against nurses, and complained 
of her body. She recovered in a month, but continued bodily complaints. A 
year after discharge she married a worthy and attentive man, and had two unwanted 
children by Czsarean section. Since the last of these she has complained of 
inability to do any work, and that her heart is big and heavy. She has left all 
housework to her husband, whom she tyrannizes over by means of her illness. 
She eats and sleeps well and has a very easy life by reason of her illness. 

On examination she was a self-pitying, dramatizing, feeble-minded woman 
(with a mental age of 8 on the Binet-Simon test of intelligence), with some feeling 
of being unfairly treated by the relief organizations, and with a bizarre series of 
somatic complaints and a heavy feeling in her head, which she feels might be a 
tumour like one of her friends had. Vague hypnagogic hallucinations of faces 
at night. She comes for medicine and is not really worried by any of her complaints. 
Blood bromide was 50 mgrm., as she had been taking bromides from her private 
doctor again. 

Bodily complaints were—‘‘ My heart feels big and heavy, it quivers; I feel 
‘‘smothery ” and choked in the throat. My head feels as though somebody's 
squeezing it. I’m better as long as I don’t do any work.” She was not much 
upset by any of these symptoms, but she would not accept any formulation that 
her complaints were not physical, had no desire to change. She was told to stop 
taking bromides and that she was quite strong enough for housework, but as 
her husband sympathized with her there is little chance of her doing any. 

This is a feeble-minded paranoid personality who has learned to utilize 
invalidism, and her increase in symptoms is possibly due to her bromide-taking, 
which previously brought on paranoid symptoms. Her head complaint, “ as 
though someone’s squeezing it ”’, is of a paranoid type. 


CASE 11: Feeble-minded bizarre hypochondriasis with paranoid and anxiety features. 


Mrs. T. V—, æt. 34, is an Italian woman seen in the out-patient department in 
July, 1935, complaining of pains in chest, dizziness and headache. As a child she 
talked late and cried a lot. She did badly at school and suffered from headaches 
She worked in various clothing stores, but often changed work, as she felt people 
were talking about her, and she got frequent headaches. At 21 she married, but 
did not get on with her husband ; intercourse distasteful to her. She developed 
' abdominal pain. In 1922, at 22, she had appendicectomy, and has complained of 
numerous pains ever since. 

She bore two children, and her husband persuaded her to have two abortions 
against her Roman Catholic principles. He deserted her after three years of 
marriage, but she kept on taking him back for a few months, although he was 
unfaithful to her. She had a third child at zt. 30 and another abortion. Pains 
occurred during all this time. Living with her parents. In 1929 she complained 
of seeing faces at night and that people were talking about her. On this visit in 
1935 she was agitated because her husband is writing letters slandering her to her 
children. 

On examination she was an excitable, emotional woman, with a mental age of 
8}. Her actual complaints were: ‘‘I feel real funny in my chest ; I could throw 
everything out. I have headaches and I feel dizzy.’ My back and side hurt. 
My eyes hurt, my head goes round like a wheel. I have a cold feeling of dead 
hands touching my thighs.” These feelings were described with much concern 
and agitation. She was resentful against her husband. Sometimes hears her 
name called and is frightened. The dead hand that she felt on her flesh she 
thought was her dead godfather’s, who vouched that she would not commit sin, 
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and she blamed herself for the abortions. She dreams of dead people and dead 
babies. She is worried about the letters her husband sends to the children. 
Insight fair; puts the trouble down to nervousness. She manages her home 
moderately well in spite of these troubles. She apparently developed these symp- 
toms when she had been dreading a visit of her husband to the neighbourhood. 
When he went away a week later without disturbing her household all her symptoms 
began to abate. She was seen at weekly intervals, given barbital for her sleep, 
and reassured, and in three weeks she had no symptoms, except an occasional 
stomach-ache. 

This incident of bizarre symbolic hypochondriasis in a previously paranoid 
and hvpochondriacal personality is well described by Dr. Richards as a “ feeble- 
minded flurry ’’’. In a more intelligent person, sensations of a dead hand, 
symbolizing previous guilt for inducing abortions, would be grave, but in this 
simple soul it disappears as soon as the exciting cause leaves the neighbourhood. 


Case 12: Localized body complaint in hysteria. 


R. B—, æt. 19, is a negro who had meningococcal meningitis May, 1935, with 
panophthalmitis and removal of right eye. He had had numerous lumbar punctures, 
which worried him. July 10, two hours after discharge, he had a pain in his back 
and fainted. He came up to hospital, when he was again given several lumbar 
punctures and sent to another hospital for two weeks, where he had the same 
treatment. On discharge he still complained of pain, and was warned to be careful 
and to watch for symptoms of recurrence. This frightened him, and he continued 
to have pain. 

On August 12 again came to the hospital complaining of backache, and 
was given another lumbar puncture, with exacerbation of the pain. He was 
then treated with massage and hot application, with no improvement. Finally 
he was referred to the psychiatric department as there was no physical reason for 
his symptoms. 

On examination a healthy asthenic negro of mental age of 12, with a base line 
of 10, of normal family history, somewhat seclusive personality. He wanted to 
be an artist, but is now a dust collector, and has not worked since illness. There 
is some history of alcohol. He was sexually active, masturbated since 10 and 
attended prostitutes until 16, when he had gonorrhoea. He had done odd jobs, 
and lives with brothers. He now gets 80 cents a week insurance. When first 
seen he was carried by his brother. He was resistive, and when told to bend 
forward he extends back to the most difficult position for lumbar puncture. He 
was not worried about anything definite. 

His somatic complaint was, ‘‘ Pain in my back, running down the leg, throbbing 
all the time ’’’. He had a definite hysterical contracture of his back. His attitude 
to the trouble was one of indifference. He obviously had difficulty in settling 
down to work after his illness, and in addition the position of the back adopted 
was one of opisthotonos such as to render lumbar puncture, which he so much 
dislikes, impossible. He was treated by hypnosis and suggestion, and was able 
to walk. After four sessions he was urged to return to light work, which he has 
done since. 

This hypochondriasis is of a simple type localized to the part where he had 


discomfort during his illness, and recurred in the setting of return to every-day 
life. 


Case 13: Head pain in hysteria with the diagnostic problem between organic and 
psychogenic body complaints. 


Mr. L. A—, xt. 56, is a lodging-house keeper’s husband who was admitted on 
March 8, 1935, with a history of fits and headaches. The first occurred in 1927 
in a setting of starting a restaurant business after giving up his previous job as 
mechanic owing to lumbago. It consisted of a twelve-hour attack of unconscious- 
ness while at work, after which he was able to return to work at once. In Ig31 a 
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faith-healer cured him of lumbago, which had consisted of sudden attacks of 
drawing pain in the back which prevented him from standing straight. In 1932 
in a setting of financial difficulty he became restless and irritable, and a doctor 
told him he might have a stroke. In October, 1932, during the night he had an 
attack of nose-bleeding which was following by twelve hours’ unconsciousness, and 
he again returned to work immediately afterwards. In April, 1933, in a setting 
of failure of his store, he began to have attacks of sensation of pressure inside 
his head, after which he would lose consciousness for from ten minutes to four 
hours. These continued until he sold his store in June, 1933, but started again 
in October, 1933, when he bought another store, which he gave up owing to the 
attacks in February, 1934. He never bit his tongue, hurt himself or frothed at 
the mouth in the attacks. They were preceded by but not followed by headache, 
and there was no passing of urine in the attacks. He would sometimes throw 
himself about during an attack, and there were champing movements of the lips 
and spitting. In May, 1934, a complete examination, including encephalography, 
was made with negative results, and later he spent two weeks at an epileptic hospital, 
where he saw true epileptic fits. His wife, who kept him by her work, was verv 
sympathetic towards him in his illness, though previously she had been accustomed 
to scold him. | 

The family history is not significant. At age of 16 he started to have the so-called 
lumbago, which continued on and off until 1927, and for which he attended numerous 
bone-setters with temporary relief. He married for the first time in 1900, but in 
1912 deserted his wife and six children and in 1922 married a widow, who, in his 
words, “ realizes I must not be excited and would work her fingers off for me ’’. 
Until 1927, when he took up various unsuccessful businesses of his own, he had 
worked fairly successfully as a motor mechanic at a good salary. His personality 
is said to have been cheerful and sociable. Alcoholism occurred from 1902-1912. 

On examination he was a fat, anxious-looking man, and gave the impression 
of being dishonest and evasive. He complained of * terrible pain in the head 
that never leaves me. I thought there might be a cancer on the brain’’. His 
recent memory was good, but there were definite inconsistencies and gaps in his 
past memory, about the date of the birth of his children, about his leaving his 
first wife, and about the various hospitals he had attended. On the Binet-Simon 
test he gave a mental age of 13:9. He had considerable difficulty in verbalization, 
in finding the right word to express anything, but never made any definite mistakes. 

Blood-pressure was 140/80. Tendon reflexes were brisk; there was no intention 
tremor; Babinski reflex was flexor. There was complete loss of smell in the left 
nostril and partial in the right, and loss of taste in the anterior half of the tongue. 
He said that he had lost his sense of smell for the last four years. Visual fields 
and fundi were normal. X-ray of the skull was normal. Lumbar puncture 
showed on one occasion 8 lymphocytes, 50 mgrm. protein % and a Lange gold 
curve of 333221. The W.R. was negative in blood and cerebro-spinal fluid. 
The cerebro-spinal fluid pressure was 140 mm. and responded to compression 
of the jugular veins. The lumbar puncture was twice repeated, giving a flat 
gold curve and no abnormality. The patient had several attacks in the clinic, 
preceded by headache, and in none of these did he show any neurological abnormality 
except anesthesia to pin-pricks. Pupils reacted normally and the Babinski was 
flexor. Champing and spitting movements occurred in all of the attacks, with 
puffing respiration. 

In this case there is the differential diagnosis between a cerebral tumour, 
possibly of the uncinate region, in favour of which are the champing mouth move- 
ments and the disorder of smell and taste, and hysterical fits, in favour of which 1s 
the patient’s personality and the character of the fits. There were no incidents 
at all resembling uncinate dreamy states; on the other hand hysterical fits rarely 
start at the age of 51. However the lumbago, which he had had since 16, may 
easily have been a hysterical manifestation. The matter was decided by the 
fact that the patient was able to be relieved of both headaches and fits by hypnosis, 
with direct suggestion of increasing bodily control. The motivation for this 
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hvsteria is doubtful, but it may have been to save his face when being kept by his 
wife, and to gain his wife’s sympathy. 

The hypochondriasis here consisted of head pains. It is somewhat unusual 
for hypochondriasis to occur in true hysteria, but here some anxiety was present, 
and the conversion of anxiety into the hysterical symptom had not occurred 
completely. 


+ 


CasE 14: Post-traumatic hypochondriasis. 


Mr. R. Y—, æt. 42, is a farmer of negative family and personal history, who 
complains of shaking feelings and nervousness following a blow on the head by a 
neighbour eighteen months previously in which he was stunned for a few seconds. 
About an hour after the blow he appears to have had an attack in which he was 
excited and trembled, and says he was unconscious for six hours, but this does not 
appear certain, and probably was an hysterical attack. Since then he has had a 
few attacks in which he felt like falling, and on one occasion did fall by accident, 
and this was followed by two hours of noisy crying. He has given up work on 
this account, and in March, 1935, brought an action against his attacker. 

On examination he was a healthy-looking asthenic man, fairly contented 
with his troubles, Knee-jerks increased; W.R. negative, fine tremor of hands, 
pulse raised, pupils unequal. He was worried about $600 in debt, and both he 
and his wife want to have the attacker put in gaol. He was very dependent 
on his wife, who supplies most of the resentment. His complaints are vague, 
general nervousness. ‘‘ My fingers get trembling, my flesh gets numb, I’m aching 
in the head ’’; weakness, insomnia. 

This hypochondriasis is to be regarded as purposive, with the object of getting 
legal revenge for his assault. He was emphatically reassured and the origin of 
his symptoms discussed, but the resentful and sympathetic attitude of his wife 
to the condition made the prognosis uncertain. Nine months after his visit to 
the clinic no improvement had occurred in his condition. 


CasE 15: Bizarre hypochondriasis developing in a long-standing obsessional. 

Miss E. G— was first seen in the clinic in 1918, when she was admitted at 
the age of 28, with a diagnosis of convulsive tic of Gilles de la Tourette. Since 
the age of 23 she had had impulsive outbursts while at confession, swearing at the 
priest, smashing the confessional and throwing knives, books, etc., at him. Apart 
from this she was very religious and claimed that these outbursts were caused 
by the devil. The onset of these had coincided with the birth of her youngest 
sister, which she greatly disapproved of. After two months in hospital she showed 
symptomatic improvement, but would give no full account of herself. She returned 
to work as a nursemaid with occasional outbursts until she was readmitted in 
1926 at the age of 36 with an increase of symptoms following a sister’s marriage. 
A full account was obtained during her stay. She had been sex-handled by men 
on three occasions from the age of 6-9. Mutual masturbation with boys occurred 
at the age of 11, with terrific guilt feelings. She early became conscious of a 
conflict between her sex cravings and her repugnance for marriage and pregnancy. 
At 13 she became a Roman Catholic, and her sexual conflicts increased, as she 
was unable to confess the sexual incidents. At 23 she said that she challenged 
the devil (representing the fleshly part of her nature), and said, “ Devil, you and I 
will fight this out’’. From then on her personality changed from a sedate, 
prudish, excessively neat individual and she became very aggressive, hot-tempered 
and proud. Her impulsive behaviour dates from this time. In the clinic the 
patient was very evasive and anxious to cling to her view that the outbursts were 
caused by the devil. Her behaviour was exaggeratedly respectful, perfectionistic 
and argumentative ; she took satisfaction in being no better. Only on one occasion 
did she have an outburst. Finally a dogmatic statement that her condition was 
not due to the devil but to her own impulses which she was unwilling to accept, 
and that it was up to her to control them, succeeded in improving her condition 
after a brief reaction of crying and indignation. 
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She was able to work successfully as a cook for ten years after this, without 
any symptoms. She is the eldest of a family of ten; both parents, of German 
descent, are very excitable; one sister has gigantism due to a pituitary tumour. 
She attended the clinic again in December, 1935. For six months she had been 
worried over the care of her invalid mother, and for the last month had had to 
give up work on account of odd behaviour, such as praying loudly in the middle 
of the night, excessive washing, collecting innumerable articles in her hands. 
When seen she had an armful of toilet paper, tin cans, old shoes, etc., and was 
very dishevelled and resented medical examination. Her only complaints were 
of her body: ‘‘ I have a very sore stomach;; feels like I have swallowed a tin can ; 
very acute pains in the back and kidney; no strength ; pain round my heart; feet 
hurt.” When asked the purpose of her odd behaviour, she would only say, 
“ You're the doctor, you should know ”. She was sent to a State hospital, as 
home life was impossible. Her original condition seems to have been on an 
obsessive and compulsion basis and the hoarding is probably of the same nature. 
The passivity feeling of being controlled by the devil in her original attacks would 
appear to have been almost deliberately adopted. 

The hypochondriasis in her present condition seems to be a partial substitution 
for the anxiety and difficulties of her situation, although at the same time obsessive 
and almost schizophrenic features are present. 


CasE 16: Vague hypochondriasts in paranoid parergasic reaction, 


Mr. E. E—, æt. 26, is a single college graduate who for four years has become 
progressively more worried, suspicious and convinced of persecution by Jews, 
Catholics and Masons; determined to find his girl whose letter telling of her 
marriage he refuses to believe. 

In 1929 at the University he became very much interested in a girl, but showed 
her little attention. He graduated in 1929 and took a post with a gas company, 
staying with his uncle ; gave up his job and returned home when his uncle spoke 
to him about the parking of the car. He was restless, irritable, unsettled. In 
1930, at the State University, he failed one subject and worried. He returned 
home; restless, lackadaisical and less interested, under a regime directed by his 
father. Spring, 1933, he got into a quarrel about a tennis court, began to feel 
discriminated against and seeing it all with some ulterior motive. In December, 
1933, he refused to go walking because ‘‘ the Jews, the Catholics and the Masons ”’ 
were after him. (He had sneered at Jews at College; and the boy with whom 
he had quarrelled was a Mason.) In May, 1934, he was arrested for breaking into 
the tennis court. He regarded the arrest as malevolent “ plotting ” by club- 
mates. July, 1934, after typhoid vaccine, he “ broke down ” ; said he had received 
‘“ the wrong serum ’’, and was afraid he was to be killed. At this time he wrote 
to the girl mentioned and in reply she said she was married. He refused to believe 
it and he decided to hire a private detective to investigate. He felt the Jews 
must have something to do with it (the girl was of Jewish extraction). He again 
refused to leave the house, being afraid of what might happen. He wrote daily 
notes: “ What damnable fiend organized the Morgantown frame-up and my 
first breakdown ? ?” ‘‘ Should you not tell me, as a Mason ? ” * I have written 
the girl again—warning—watch, toilet, water, cats.” ‘‘ Could my reproductive 
powers be threatened ? ”’ 

Admitted on September 22, 1934, he was restless, suspicious, quiet; at the 
same time annoyed other patients by his efforts to help them. He spoke of “lack 
of the usual body strength’’. At first he felt that the incidents—such as the 
serum and tennis-court episodes—were designed to prevent his seeing his girl. 
He had an idea his girl was in Baltimore ; he came because “ his mother worried 
him into it’’. ‘‘ She makes me nervous in an unmerciful way.” Later he decided 
that everything had been done in his favour in order to spur him on to more 
aggressiveness. He is still searching for his girl—‘'I havn't got it quite clear 
yet.” 
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He is a tall, thin, undernourished man of asthenic type. There are no physical 
signs of disease. 

He is a “ model son ”, attached to his mother, quiet, sensitive and solitary. 
He makes friends poorly, is quiet and suspicious. 

He was born in Indiana on October 13, 1907. He has one healthy sister four 
years younger. At two he had spinal meningitis without residuals. Over- 
protected by a domineering and solicitous mother. Tonsillectomy at 13. Sub- 
mucous resection at 15 of nasal cartilage. At 14 his mother left the home with 
him so that they might attend school in a large city. There have been sex 
worries, with autoerotism beginning at 20. Concern about loss of sex power. 

In addition to the over-solicitous mother, he has a father who required six 
weeks’ psychiatric hospitalization for ‘‘ worry and depression following financial 
reverses ’’; at 58 he recovered, but mistrusts psychiatrists and does not want his 
son treated. 

During his stay in the clinic his condition did not improve. He lost weight, 
was restless, anxious and suspicious with a high pulse-rate. He did not want to 
go out as he felt he was being looked at. On about November 1 he developed the 
idea that he ought neither to micturate or defecate, as it weakened his sexual 
organs. 

Bodily complaints occurred from time to time, but they were all vague, with 
no suggestion of self-pity or dramatization, but just casually mentioned without 
any definite affect. They were, ‘‘A sort of dropping feeling all over. I just think 
some individuals, some groups, might be against me and cause me to lose sleep 
or get sick or something ’’. When asked how he is, he says, ‘‘ Pretty good; rather 
weak to-day. My back hurts—don’t know why hardly ”. This complaint was 
made in a setting of worry lest he should be visited by his sister, and signifies an 
exacerbation of his paranoid condition. On another occasion, after meeting a 
Jew whom he thought was against him, he complained of “ a sort of foggy feeling, 
not quite foggy, but right here in my head”; and again, ‘‘ my head is very clear— 
I've a little pain in the eyes’’. After a disturbance in the ward he complained 
of headache and queer feelings in his head. Although his insight was good—for 
instance, ‘‘ Of course these are all silly ideas, I'm very egotistical ’’—he used his 
insight almost for self-destruction and analysis, and became careless of his 
appearance, preoccupied, suspicious of everything, and in April, 1935, was 
discharged to another hospital, where he did badly. 

The body complaints were interesting in that they accompanied increase in 
paranoid symptoms and in their vague unemotional ambivalent character, such 
as foggy feelings in the head, dropping feelings, little pain in the eyes, and on one 
occasion it was definitely linked up with his paranoid system, in that the group 
against him was making him sick. 


Case 17: Hypochondriasis in paranoia. 


Mr. R—, æt. 34, isa married man complaining of gas in the stomach, and that 
an oil company was against him. His family shows rigid strict personalities in 
both parents, hypochondriasis in one sister and excessive religious and domineering 
personality in another. He is the youngest of a family of eight, was somewhat 
dominated by his eldest sister, and was attached to one of his brothers. As a 
child he was constipated and had enuresis up to the age of 7. His school life was 
more successful from an athletic than an academic point of view, and he was exceed- 
ingly popular with the other boys, among whom he was a leader. After a successful 
athletic career at Columbia he took a teaching job in a private school in New 
York. In this he was successful and was hero-worshipped by the boys. He was 
always fonder of the society of men than of women, and since the age of 20 has 
been a sporadic social drinker. He had a tendency to form strong likes or dislikes, 
and at school and at college twice developed intense hatred. His personality is 
proud, honest, reserved, jealous, sensitive and easily offended, and proud of his bodily 
development. He always had a feeling of insecurity. He felt that woman's place 
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was in the home, but when he married in 1925 had difficulty in keeping his own wife 
there. His wife’s personality was gay, vivacious and friendly, of a type tending to 
accentuate his tendency for jealousy. In 1933 the school where he worked failed, 
leaving Mr. R— in debt, and after a period of uneasy unemployment his brother 
procured for him a job in the Texas Oil Company. In the strain of adapting 
himself to this completely new work in a setting in which probably some jealousy 
existed against him, Mr. R— gradually began to consider that the organization 
was against him. A letter which he had written to his brother complaining of 
his training he thought had made an enemy of the manager, a certain Mr. P—. 
Mr. R— began to see innumerable grievances during 1934, some possibly real, 
such as difficulty in paying expenses, and he linked them all up with the central 
hostility against him. In July, 1934, an outburst of jealousy occurred against 
his wife with some slight provocation, and this was followed by masturbation 
and association with prostitutes and abandonment to spirit drinking. In May, 
1934, he was deeper immersed in debt owing to an operation on his wife. In 
1934 following influenza he was transferred from an outside to a clerical job, which 
he considered a degradation. His suspicions of hostility of the office during this 
year became certainty; people were talking about him at the office, setting spies to 
watch him, and finally putting dictaphones in his house to listen to him, so that 
he would be got rid of. Following conflict with a lawyer about debt on his house 
on April 2 every event was construed as referring to himself, and this developed 
into an acute episode when he came home terrified, saying that a gang at his office 
was out to shoot him. At home his suspicions were referred to his wife, who he 
considered was influenced by the same company, and finally after a threat to kill 
his children and an attempt to kill his wife he was admitted to the clinic. 

On examination he was a pleasant, co-operative man of thick-set, muscular 
build, florid complexion, and a blood-pressure of 140/100. Mood statement was 
rather low, but there was no definite evidence of depression. Body concern was 
shown by his first complaint: “ I have a lot of gas on my stomach; I feel physically 
exhausted and nervous; I have a headache.’’ Emphasis was laid on these bodily 
complaints as something for which he could receive help in the hospital. Excellent 
rapport was obtained on this basis, and although he had a well-organized system of 
delusions against the oil company, it was possible to shed some doubt on his 
interpretation of the facts, and he definitely had some insight—‘‘It is all due to a 
feeling of insecurity ’’. Sensorium performance was good ; the Housman written 
absurdities test showed three missed absurdities and five false absurdities recognized, 
showing a hypercritical attitude. In the clinic he settled down well, and with 
his feeling of security his bodily complaints again disappeared. Three weeks 
after admission, however, he complained of headache, and on questioning, his 
essential trouble was that his watch had stopped, and this he interpreted as due 
to the influence of the oil company. He was able to be reassured about this, 
and the bodily complaints again disappeared. Three weeks after admission, on 
transfer to a convalescent ward where he was unable to adjust, increasing misinter- 
pretations occurred, resulting in an almost successful attempt at suicide. During 
the next month improvement occurred and he was removed from the hospital 
against advice by his wife, but was able to adjust to outside life in another part 
of the country without any recurrence for a year, when hospitalization again 
became necessary. 

This case shows the vague bodily complaints probably representing tension 
which frequently occur when a paranoid patient is in some difhculty—complaints 
which tend to disappear in an environment of security. These complaints can 
often be utilized, as in this case, as a basis for gaining the confidence of the patient, 
which is otherwise exceedingly difficult to obtain in a paranoic personality. 


Case 18: Eye complaints in adolescent with sexual difficulty. 


The patient, æt. 19, is the eldest son of a somewhat fussy Italian mother. He 
did well at a Catholic school until 15 when he changed to a public school, which he 
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did not like so well. He got on well with other boys, with whom he tended to be 
a leader of a delinquent gang and he had been sexually active with girls since æt. rr. 
One year before he was seen in the out-patient department, when he was within 
six months of graduating from high school, he had an incident in a motor car when 
he gave a light to a friend, and since then he felt that people were looking at his 
hands. He refused to go to school after this and could not bear people to see him. 
He stayed inactive at home, unwilling to talk to anyone for a year. 

On examination he was a lightly built, asthenic boy, very tense, with profuse 
sweating and dilated pupils and fine tremor of the hands. His complaints were: 
“It's affected my eyes. It’s so heavy on my head I can’t stand up. My eyes 
get real red. It’s my head. I put such a heavy strain on my eyes.” This was 
stated with intense anxiety and concern, almost panic. He was afraid of insanity, 
and heard ringing noises in his ears and an occasional accusatory voice. He 
also complained of people staring at him, reading his mind and looking at his 
hands. However he said, ‘‘ I want to see if I can get out of this crazy habit of 
mind ” 

It later appeared that he had done some sexual manipulation in the car with 
his friend, the memory of which was very repugnant. 

Admission to the clinic was suggested but refused, and he was reassured and 
told to return to a normal life. This he was apparently able to do, and at a later 
interview was almost symptomless, but as his attendance was irregular he could 
not be followed fully. When last seen nine months after his first interview he 
still complained of headache, and real habit improvement could not be obtained 
in the out-patient department. 

This hypochondriasis is in the main a symbolic one, the eye complaint being a 
symbol of sexual guilt, as in several of Dr. Greenacre’s cases. It is interesting 
that this case showed symptoms which could be considered characteristic of the 
schizophrenic or at least panic reaction, and yet he was able to make some 
adjustment after only the most superficial reassurance. 


Case 19: Distorted body complaints arising in a setting of anxiety in a man with 
schizophrenic family history. 


Mr. W. M—, zt. 33, 1s a happily married machinist with five healthy children. 
In 1932 he was obliged to break up his home, and in this setting would complain 
of “ gas in the stomach ”’, for which he attended his doctor. In 1933 his brother 
was sent to a State hospital with paranoid schizophrenia, and Mr. W. M— worried 
very much whether this was justified, and felt his brother ought to have been 
otherwise looked after. He slept badly for about a month, and then developed a 
feeling of a lump in the throat, tired feeling in the chest and back, working up 
to the temples. He was now in regular, skilled work on a lathe, which he did 
well, but the complaints continued until he came to hospital in October, 1935, 
with an increase after a visit to his brother in June. After onset of the bodily 
feelings he found that he ceased to worry about anything. He slept well, but 
felt nervous and shaky in the morning, was irritated by noises, and was unable 
to enjoy himself at any time, sitting by himself and brooding on his body feelings. 

Apart from the brother, the family history is clear. He did well at school, 
was popular with others and was trained in engineering, at which he did well. His 
personality is friendly, hard-working, but with a tendency to ruminate and 
day-dream when unoccupied. Married life was happy, with no sexual difficulties, 
and mutual satisfaction in intercourse. Masturbation occurred from 14-16, but 
without marked guilt, and from 16-20 he occasionally frequented prostitutes. 

In the clinic he complained of numbness in the temples, lump in the throat, 
“makes my throat raw; my eyes feel like they’re expanding ; so tired in the chest ; 
every nerve in my body in and on the twitter; gas in the stomach feels like it 
works up to the temples. I feel like the skin of my face is all drawn up ” 

He also described an occasional obsessive desire to look at his blue prints in 
work again and again. He said he was worrying about nothing and his manner 
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agreed with this statement; he did not seem at all upset by these feelings or by 
any difficulties, but wore a consistently blank expression. He said he did not 
worry about his brother any longer. Routine sensorium tests were all well done. 
No physical basis for his complaints was found. The W.R. was negative. 

He was told that his physical condition was excellent, that it was important 
for him to continue his activity in spite of these feelings, which would diminish, 
and that his symptoms were substitutes for worries which he had now forgotten. 
He attended regularly at weekly intervals and steadily improved, under treatment 
of discussion of his home situation, his work difficulties, his feelings towards his 
brother, and with reassurance. The eye sensations were the first to go, then the 
numbness in the temples, but he continues to complain slightly of gas in the 
stomach—an obviously much less bizarre symptom. He has continued at work 
throughout the treatment. . 

In this case the shallowness of affect, the family history and the bizarre 
character of the somatic complaint give a very schizophrenic-like bias to the 
picture, but he had absolutely no other schizophrenic symptoms such as ideas of 
reference. One feels that his complaints of gas and numbness in the temples 
and expanding eyeballs must have some symbolic meaning for him, but this was 
not found, and the condition was regarded as a substitution of these bodily feelings 
for the original worry about his brother. 


Case 20: Hypochondriasts in paranoid panic. 


Mr. J. A—, et. 32, is a single pipe-layer who attended the out-patient department 
on July 26, 1935, complaining of pain in his left groin, and that the neighbours 
were talking about him. For the last twelve years he had worked well as a 
workman in a gang under his father, but for the previous nine months he had 
occasionally been left in charge of the gang as foreman. He had been unable to 
manage the men, and one of them in particular had made fun of him. He began 
to be restless and excitable, kept by himself and was afraid of his next-door 
neighbours. On the night of July 14 (two weeks before seen) he became terrified 
when his dog barked and thought the neighbours were trying to get at him. Three 
days later he took some saltpetre because he said he heard the neighbours tell 
him to, in order to prevent masturbation. After this he felt sick, and was unable 
to sleep, and spent the nights prowling around the house looking for marauders. 
He was suspicious of cars in the streets, said the neighbours were peeping at him, 
and stayed away from work. ; 

In the family history, his father is a morose, moody man, impotent for the 
last ten years, and gets on badly with patient's mother, who has devoted all her 
affection to the patient. Patient is the eldest of five siblings, two of whom are 
out of work and at home, and one sister is described as nervous and irritable. 

Patient suffered from meningitis at 2, but recovered without sequele. Apart 
from this he was a healthy child and showed no neurotic traits. At school he 
did only moderately, reaching the 6th grade at 15, after which he worked at various 
labouring jobs until he took up his present work. He was a quiet boy, going 
about mainly with his family, and very attached to his mother and home. He had 
few friends. His interests were radio and reading about mechanics, as he took 
his work very seriously. At 29 he was nervous and trembled for a few weeks 
following contracting gonorrhoea, which was successfully treated. From æt. 20 
he had masturbated about monthly with much guilt, and since then had occasionally 
consorted with prostitutes. He had one love affair eight years previously, but 
it was broken off as he felt he did not want to marry. There was no history of 
alcoholism. 

On examination he was a tall, asthenic man, very co-operative, and rapport 
was easily established, as he asked for help. He appeared frightened. The 
hands were sweating and had a fine tremor, the pupils dilated and reacted normally. 
The pulse was 70 and no other physical signs. His mood was “all right ’’. Apart 
from pain in the left groin, he complained of ‘‘ a funny feeling in the head ” and 
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that his hands had holes in them. He had delusions of reference, that people looked 
at him in the street peculiarly, that neighbours spied on him, that people prowled 
around his house. His chief complaint against the neighbours was that they 
thought he masturbated more than he did, so that he had had to sleep with his 
arms above his head to show them he did not. At night he had hallucinations 
of their voices saying, ‘‘ He’s at it again’’. He said a bad smell came from his 
mouth. He considered that a man in his gang had put the neighbours against 
him. 

Orientation, memory, retention and judgment were good. When asked what 
was the cause of the trouble he said, ‘‘ It might be self-abuse, but I might be just 
naturally nervous ”. He was prepared to accept the formulation given him that 
the trouble was mainly his own nervousness more than the malevolence of the 
neighbours. Certification was advised, but as his mother refused, out-patient 
treatment was continued, while he lived quietly at home with -5 grm. of barbital 
nightly. 

He attended every three days, and was treated on the lines Dr. Meyer advocates 
in his paper on paranoid conditions : 

(1) Every effort was made to gain and retain the confidence of the 
patient. 

(2) The body complaints were utilized as something for which he 
needed help. 

(3) He was concisely reassured on immediate difficulties such as 
masturbation, being told that it did not matter whether he did or did not. 

(4) Care was taken not to argue with him, or deny his paranoid delusions, 
but rather to inject doubt in them by suggesting that there were other 
ways of interpreting the facts. He definitely gained considerable relief 
from discussing his difficulties even in the first interview. 

On July 31 he complained of “ funny feeling in my head as though someone 
had hit me ”, and still had paranoid ideas, but during the next three weeks these 
died down entirely, and he considered the trouble as purely his own nervousness. 
A Binet-Simon intelligence test gave a mental age of 12, with base line of 9. 

On August 20 he had a relapse for three days after visit from his employer 
asking when he would return to work. In this he suffered from belching, nausea, 
felt ‘‘ something in stomach loose, sharp shooting pains in the head as though 
someone was twisting it, hands and body feel cold’, and he thought the neighbours 
were talking about him again. He was able to be reassured, and two weeks later 
returned to work. It was arranged for him (1) to work in a different gang, away 
from his father; (2) never to be given responsibility over other men, as he was 
quite incapable of it. 

He did well at work, but had one brief relapse of a day in which he became 
paranoid and complained of feeling that his stomach was on fire, after seeing a 
serious accident. Following this he did well, gained insight, and various factors 
in his personality, such as sex adjustment, relation to fellow workers, his incapacity 
for responsibility were discussed without agitation. 

Thus this man was able to be back at work without symptoms within six 
weeks of a serious paranoid psychosis. His body complaints are interesting in 
the following respects : 

(1) They are of a typical paranoid form “as though someone had hit 

me ”. 

(2) They are diffuse and vague and do not resemble any organic condition. 
(3) The complaints coincide with an exacerbation of the paranoid 
condition. At these times his first complaint was always of his body, 
then on questioning he gave his paranoid ideas, and on further questioning 
would describe the upsetting incident. When this had been fully discussed, 
the body complaint would disappear in the course of the interview. This 
illustrates very markedly the importance of analysing the body complaints 
in paranoid conditions, and treating them as a sign of some difficulty which 
must be discovered and set right during the interview. 
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CasE 21: Hypochondriasis in paranoid panic. 


Mr. F. H—, et. 32, is a single unemployed carpenter admitted to the Phipps 
Clinic on January 23, 1935, following a confusional outburst in which he thought he 
had been attacked by a physician in the medical ward. For the last twelve years 
he has had a love affair with much frustrated sexual excitement, but no actual 
intercourse. There had been considerable conflict between his inclinations and 
his Roman Catholic religion. His fiancée had been very anxious to get married, 
but he had always put her off on the grounds that he was not earning enough. 
He had been unemployed since 1931, and had spent his time pottering about his 
parents’ house and meeting his fiancée, who would usually pay his amusement 
expenses. In January, 1934, his fiancée was admitted to a medical ward for mitral 
disease and heart failure. She remained in hospital a year and was noticed to 
be very agitated after H—’s visits. In December, 1934, there was doubt as to 
whether a thyroidectomy was necessary for her on account of her rapid pulse. 
Both Mr. H— and his fiancée became very agitated at this possibility, but finally 
the operation was not considered to be indicated. On January 10, 1935, Mr. 
H—’s visits to his fiancée were stopped and he became very suspicious that the 
hospital was doping his fiancée. On January 19 he behaved in a threatening 
manner and seemed confused on attempting to visit her; felt that he had been 
hit on the head by the physician and drugged. For the next four days he was 
in a dream-like restless state; had hallucinations of a voice saying, ‘' You are a 
dope fiend ’’. Asked people whether they thought there was anything wrong 
with his privates, and thought that a rash of psoriasis was syphilitic. The family 
history shows abnormal personalities in both parents: his father is German and 
has an almost paranoid reaction; his mother suffers from crying spells and is 
intensely devoted to the patient. As a child he was quiet but stubborn. He did 
moderately well at school, and on leaving took up his father’s trade of carpentry, 
although he had vague ambitions of going on the stage. He did fairly well at 
his work, until an accident to his leg in 1931. His personality was quiet, shy and 
retiring. He did not readily mix with fresh people. He was intensely religious, 
and was always very careful about his bodily health and cleanliness. He would 
not go to public lavatories for fear of syphilis. For the last three years he has 
been concerned about his psoriasis. 

On admission he was a flushed, tremulous, asthenic man looking about ten 
years less than his age. Pupils were dilated, he was sweating freely, and the 
pulse was 100. He was preoccupied, puzzled, worried about his fiancee, was 
paranoid against the hospital—" I thought everyone at Hopkins was against me ”’. 
He was paranoid against his fiancée’s physician, and had hallucinations of her 
voice saying, “ I love Dr. B—, and you know it”. There were frequent other 
auditory hallucinations which terrified him. Orientation for time was muddled, 
and his recent memory for the past two weeks was completely confused though 
past memory was good. His insight was fair ; he said, ‘‘I feel nervous and shaky ; 
it all came through worry ’ 

He improved considerably in the clinic and on February 17 was able to give 
a mental age of 14 years 3 months with the Binet test. Good rapport was 
obtained and his paranoid reaction against the hospital died down. However 
he was unable to accept the fact that his fiancée had been transferred to the 
psychiatric clinic. On February 28 after a walk with his sister he said, “ It feels 
like my legs shrink a bit when I get outside’’. On questioning he said that he 
had been talking over his possibility for marriage. He then said that he thought 
that there were listening devices in the walls to take down everything he said. 
From this time on he became worse, felt that the food was tampered with, thought 
that people in the hospital were against him. He developed for the first time 
bodily complaints in the hospital: “ My stomach feels empty; I feel lazy and tired. 
l had a dead feeling in my privates to-day,” as well as the complaint of his legs 
shrinking. He considered that some *‘ monkey business ” of the hospital caused 
the changes that were coming over him. Reassurance failed, and when in the 
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hospital he became exceedingly agitated ; he was therefore allowed to work outside, 
but continued to have hallucinations of a helpful voice ordering him what to do 
and even telling him where his tools were. No further progress was made in the 
Clinic and he was discharged home on March 22. Though still frequently hallu- 
cinated he is able to remain at his carpentry work, and has not had any outburst 
during the last year. 

The hypochondriasis in this case is probably partly symbolic, as is the ‘‘deadness 
in privates ’’ complaint, and the shrinking legs, but for the most part it is the 
vague expression of tenseness in a paranoid patient of a body-sensitive personality, 
as shown by his early concern over his bodily health. Particularly interesting is 


the fact that the bodily complaint was the first sign of exacerbation of the paranoid 
condition. 


CasE 22; Hypochondriasis in paranoid personality. 


Mr. G. A—, æt. 45, is a married house-painter, complained of tight feelings in 
hand, weakening spells, loss of ambition. Of German parentage, he has an 
alcoholic brother dependent on him. Always seclusive, he had had several 
grievances in his life. He wanted to be a lithographer, but was obliged to do various 
labouring jobs. Has earned about $30 a week house-painting and repairing for 
the last fifteen years, but since the depression he has been worried about business ; 
he is now $100 in debt, with a wife and three dependent sons. His married life 
is unhappy and his wife is frigid. For three months has got irritable, impatient, 
with innumerable pains; has had an urge to wander away. Very few jobs. For 
two months he has felt people were talking about him ; unable to sleep ; goes long 
walks at night. He became angry with negroes because he thought they smeared 
his steps with grease. His children irritate him. 

On examination he was a quiet, somewhat sad and resentful looking man. 
Bodily complaints, heavy pressing in chest, haze in front of eyes, sweating, cold 
feet. Passivity feeling as though somebody is drawing him. Feels people stare 
at him too hard; read his thoughts. Indignant against negroes. Sensorium 
good ; insight, * It’s due to worrying how to get along’’. His actual body com- 
plaints were: “ Something dragging and pressing on my head; my eyes feel as 
though there was something in front of them; my throat comes up and chokes 
me; my voice changes and gets rough; I feel all worn out. One testicle is swollen 
up. 

i The patient appeared anxious and worried, and there does not appear to be 
any clear symbolization in these complaints. Although definite paranoid features 
were present, the body complaints do not seem to be linked up with a paranoid 
system, but are an expression of his tension or anxiety. They are mainly of the 
oppressive, of the “ something pressing in from outside ” type common in anxiety 
states. The factors in this case are: 

(1) Unsatisfactory marriage ; frigid wife. 

(2) Worry about debts in a conscientious, scrupulous person. 

(3) Worry over a drunken brother. 

(4) Unemployment. 

He improved during several interviews of out-patient treatment, in which his 
difficulties were discussed and he was emphatically reassured, and was given 0:5 grm. 
barbital for his sleep. 


Case 23: Vague body complaints in adolescenti with masturbation conflict. 


B. E—, æt. 19, is a framer’s son, complaining of headache and dead feeling in 
the stomach. This dated from a vomiting attack four years ago when he was 
alone with his brother in a cornfield. On this subject he is reluctant to speak ; 
says it is painful to recall it; will not describe anything that happened. Since 
then he has had vomiting, headaches, and stomach-ache. His father spent 
$1000 in doctors and hospitals with no improvement. The family history is 
negative, but the father is described as short-tempered. Patient is very much 
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attached to his mother. He got on well with others; had many friends. His 
interests were in the farm and he was still working there, but for the last year 
his father made him take work easily. He did not get on well with his father, 
who in his opinion did not run the farm well and was able to pay him no wages. 
He was worried about the farm, which was mortgaged for $500. 

On examination he was a very tense, flushed boy, keeping his head averted 
shamefully during the interview. The pupils were dilated. Speech was very 
slow, with blocking and evasiveness, especially on sexual topics. His complaints 
were: “ My head bothers me all the time. I’ve got a dead dull feel above my eyes 
to my cheeks; it’s heated. My stomach’s got a nervous feel. My back takes 
spells too.” He stated this quietly without any emotion or dramatization. Mood 
was “ All right ”. He occasionally heard his name called in his head. At first 
he thought the trouble was “just nerves’’. He was definitely antagonistic in 
his attitude, but at the next interview the Jung free association test was done, 
giving the connections anxiety—pain—pity—shame—him—abuse—sin, giving 
a clue as to his sexual content. He gave an account of masturbation from 11-13 
with intense guilt; at 13 he tried to stop it, and with the increase of the conflict 
his symptoms started. During six interviews he was able to be reassured consider- 
ably by free discussion of sex. He had thought that he had injured himself by 
masturbation. He was able to return to work on his farm again, and six months 
later was still at work. 

This hypochondriasis probably started as an anxiety attack, but later developed 
to the extreme quiet body concern common in some early schizophrenics. 


CasE 24: Sexual hypochondriasis in a schizophrenic. 

L. H—, æt. 20, is a boy of no occupation who presented himself at the 
venereal disease department complaining that he had syphilis and was referred 
to the Phipps Clinic on October 29, 1935. He had never been exposed to 
syphilis; physical examination was quite normal; W.R. was negative. His 
complaint was “ discharge from the penis brought about by dreams of a sexual 
nature ’’. These occurred about once a week, and he was convinced that they 
were a sign of syphilis, and was intensely worried about them. At 14 he had 
learned masturbation from another boy and began to practise it almost daily, 
with terrific guilt feelings. At 15 his mother found him at it and told him that 
he would die of syphilis if he continued the practice. He was unable to stop, and 
from then on was constantly watching his body for signs of syphilis. Any spot 
on his face he would consider to be syphilis; he read up much quack literature on 
syphilis and masturbation and was much concerned about his bodily condition. 
However he did well at school, and graduated from high-school at 19. He was 
good at academic subjects such as Latin and English, but played no games with 
other boys, had no friends, and preferred to day-dream alone. His ambition was 
to be a journalist, but on leaving school in June, 1934, he did nothing about it, 
living at home reading books on health, psychology and story-writing. Since 
leaving school he spent much time thinking about a completely autistic love 
affair with a girl he met at school. He arranged his walks so that he should meet 
her, but never dared to speak to her. This girl became his masturbation phantasy, 
but for the last two months he has stopped masturbation with a great effort. His 
attention then became more intensely focused on his body; he became quite sure 
he had syphilis, as nocturnal emissions still occurred. 

There was no family history of mental illness. He is the youngest of two 
brothers. As a child he was quiet and reserved. He had nocturnal enuresis 
almost nightly until aged 16. l 

In the out-patient clinic he was a preoccupied, ashamed-looking boy, with 
blocking in speech. He looked suspicious, and had difficulty in concentrating. 
In addition to the syphilis from masturbation complaint he said people were 
looking at him on account of a scar on his face which he thought was syphilis. He 
was uneasy in crowds. He gave the wrong name (James Stewart, a name suggestive 
ot royalty and romance), as he was afraid of his parents hearing of his syphilis. 
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ra Binet-Simon test showed a mental age of 144. Sensorium tests were well 
one. 

As the patient was asking for help, rapport was obtained and he was reassured 
about syphilis and masturbation, but the syphilis delusion remained. Attempts 
to get in touch with his parents failed. 

He again attended the clinic on January 13, 1936, three months later, as he 
felt he had been helped previously. He gave his correct name, but did not want 
his parents to know of his attendance. His habit of life had not changed, although 
he did not seem as fixed in his syphilis delusion. He had been reading much 
psychology and quack literature on masturbation. His symptoms were auto-erotic 
ruminations and uneasiness in company. Verbal insight was remarkable. When 
asked what he thought the trouble was, said, ‘‘ I suppose it’s the guilt reaction 
from masturbation. Hypochondriasis is my chief trouble; it’s imagining I’m 
going to be afflicted with some bad disease’’. However, as he spends his time 
analysing himself, this insight is not likely to help him. He was urged to get 
work at once and concentrate his ambitions on something he could achieve. In 
spite of his education this boy’s workable assets are extremely meagre, and although 
the abnormalities are not very obvious he is definitely schizophrenic. The 
hypochondriasis here is of the purely symbolic, content-determined kind, related 
to masturbation fears. 


CASE 25: Sexual hypochondriasis in early schizophrenic reaction. 


An unemployed man, æt. 22, complaining of frequency of micturition and 
feelings of inadequacy. The only child of his mother, his father died paralysed 
two years ago. At school a behaviour problem; played truant; liked going in 
country with one boy friend; never went in a group. He was expelled from 
school at 16 for truancy and poor work. He has done short jobs since—job at 
printing, also cinema usher, but quarrelled with the boss one year ago, since when 
he has been unemployed, living at home with mother, reading magazines, no 
ambition. Particular about food ; thinks he needs a lot of sweet things. Mastur- 
bation occurred from 13 onwards about once a week with considerable guilt. 

On examination he was a somewhat apathetic youth, of shallow affect; does 
not look one in the face. He was worried about masturbation ; feels people are 
looking at him; he is afraid to go anywhere. Insight poor; thinks it is due to 
bad circulation ; thinks something is wrong with him sexually. 

His mental age on the Binet scale was 17.6, with scattering from 12. 

His actual body complaints were: ‘‘ It seems that I have to force myself to pass 
water. I have been breaking out on my hand. My beard does not seem to grow 
right. I feel there is an obstruction in my penis. I don’t think my erections 
are as strong as they should be. I am afraid that I will ruin myself with self- 
abuse. My skin is dry and I have a sharp pain behind the ear.” 

This hypochondriasis is obviously symbolic of the masturbation lore in which 
the patient thinks that he has castrated himself by masturbation. These troubles 
are told without any obvious anxiety or self-pity and quite unemotionally. It is 
interesting that this man came to the hospital through the urological clinic 
with the presenting symptom of difficulty in micturition, without any physical 
abnormality. 


Case 26: Sexual hypochondriasis in schizophrenic. 


A man, æt. 31, who complains of innumerable bodily pains, dating from losing 
sex desire with a woman who wanted to marry him two-and-a-half years ago. 
In 1934 he lived at home doing nothing but keep snakes as a hobby, to watch people’s 
reactions to them. Attended many hospitals, wandering over the continent, and 
hitch-hiked from Texas to Maryland for treatment. Nothing remembered of 
early history previous to probably hysterical attack at 16, in which he lay still 
for five days, on setting of sex difficulty. For next two years attacks of losing 
memory, especially when in car or train ; first attack when driving to see mistress's 
child. 
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On examination a vague, smiling young man ; some scattering ; feels tired and 
disgusted ; complains of loss of sex power ; feels people looking at him, sayıng he is 
crazy. Insight: thinks it all due to meningitis. Ambition to keep pets. All 
his working life has been spent doing odd jobs; fireman for short while in boat ; 
wandering and doing any kind of labour until onset of illness. l f 

His actual body complaints were : ‘‘ Dizzy head like something buzzing ; terrible 
headaches ; it’s the eyes and the nerve alongside my eyes. It’s taken my passion 
away from me. My face is changed, my hair is grey and weak. My teeth are 
just like enlarged stones; there is not enough room for them; I have tried to pull 
them out.” 

This is a diffuse vague hypochondriasis, but in the main it symbolizes loss of 
manhood and is essentially sexual. 


CasE 27: Hypochondriasis in parergasic reactions. 


The patient, æt. 13, is the daughter of an extremely fanatical Minnanite Dutch 
woman of very rigid nervous personality who is constantly hostile to her husband 
on account of religious differences. The patient was admitted in August, 1935. 
with the complaint of irrational behaviour for three months. She was healthy 
but backward at school, where she went by the nickname of ‘‘Grandma’’. She 
got on well with other girls, but her interests were in the home, in needlework and 
housekeeping rather than at school. She was fairly obedient, but tended to be 
stubborn with her parents. Until a year ago she tended to side with her father 
in the home, but then she went to a revival meeting where she confessed her sins, 
and since then has been completely obedient to her mother, who now believes 
she is a true child of Christ. Her personality changed and she became a model 
girl. In March, 1935, she went to visit some friends, where she met a boy with 
whom some sexual incident occurred. In May, 1935, after a visit to a party 
where girls discussed going to high school she became preoccupied with the idea 
of high school, and became slow and obstinate. On one occasion she tried to 
light a lamp without a wick, saying, “ I can make wicks ”. She would slowly 
smash windows, saying, ‘‘ I can make windows ’’, and similarly with fountain-pens. 
When told to tidy up, she would further disarrange her room. For several davs 
she would not stop talking. She said that she wanted to lie in her aunt's grave, 
and that her mother's eyes were like those of someone dead. She would put 
her father’s screw-driver to her left side and try to screw it in. 

On examination she was a quiet, suspicious-looking girl, smiling to herself. 
There was much blocking before she answered questions. She felt children at 
school talked about her, and that people looked at her. She felt she was guided 
by the Holy Spirit and heard a quiet gentle voice of God and also that of the boy 
saying indecent things. Her bodily complaints were: ‘‘My teeth have been 
hollow; my head hurts; I guess it’s my brain. My stomach gets gas on ıt; my feet 
go to sleep nearly all the time, and my left side hurts ” (pointing to the left 
inguinal region). Absurdity recognition was poor. Her ambition was to become 
a nurse in order to help suffering. 

This girl was probably somewhat feeble-minded before the onset of the present 
illness. The factors in the present condition seem to be (1) the conversion 
experience, (2) the family quarrels between the mother and father, and (3) the 
sex conflict. The diffuse hypochondriasis is almost impossible to analyse, but 
the pain in the left side in view of her peculiar behaviour with the screw-driver 
possibly has some symbolic sexual significance. 


CasE 28: Bizarre hypochondriasis in schizophrenic reaction. 


The patient, zt. 30, is a single engineer who, following marked concern over a 
rash which appeared on his legs after an evening in New York where sex play 
occurred at a dance, developed marked preoccupations of a bizarre, hypochondriacal 
nature, became dazed and anxious and heard voices talking to him from great 
distances. 
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According to him, his difficulties began with his concern lest he had contracted 
venereal disease in May, 1934, though he had indulged only in sex play. A few 
davs later a rash appeared on his body, and though it soon disappeared, he worried 
about it until the end of July. He changed his work to a more strenuous type. 
At this time the only girl he had been interested in refused him. He developed 
pain in the back, which spread into his abdomen and groins. A physician cysto- 
scoped him and washed out both kidneys. This procedure disturbed the patient 
in a very unusual manner. He began to worry about his sexual capacity. His 
work seemed like a dream. On September 12 he began to get an idea that the 
two sides of his body were different, the right side strong, the left weak. He felt 
that he was changing his shape and becoming a woman. He felt he was composed 
of three people, one part a man, one part a woman and one parta boy. He felt 
that his mind controlled the possibility of choosing which of the three to be, but 
felt unable to make the choice. On September 15 he woke following an emission 
and felt desperately disturbed because he felt himself turning into a boy, his hands 
becoming immature. He gave up work; wandered around the streets. He 
became muddled and confused. He heard a voice talking to him which promised 
him he would get well. Dreams stirred him greatly. Following one on September 
26, he felt his body become stiff and knew that he was dead. He thought the 
blood whirled around his body like a wriggling snake. He entered the clinic 
willingly on October 2. He immediately began to improve, said he no longer had 
any of his ideas and insisted on being released on October 28. On November 4 
he went to a dance and again began to feel queer. Immediately all his preoccupa- 
tions overwhelmed him. He saw visions at night. He returned to the hospital 
on November 8, feeling all in, hearing the voices of friends in New England advise 
him and read his letters. He thought his body was falling apart, the skin had 
rolled off his arms, and people were influencing him by prayers. Since admission 
he has again shown immediate improvement. There is at present no further 
talk of hearing voices. 

He was born in New England in 1904. His mother died nine days after his 
birth, and he was taken into the home of an uncle and aunt, who spoiled him. He 
rarely saw his own father again. As an only child he had few playmates, and 
developed the capacity to amuse himself by imaginative and solitary games. At 
14, following the onset of masturbation and severe guilt reaction, he had a six- 
months’ period of imagining his blood being turned into a snake, etc., but never 
had to drop out of school. At a polytechnic college he failed his second and 
third years and had a recurrence of exhaustion and peculiar sensations all over 
his body, which subsided in a few weeks. He obtained his engineering degree in 
1926. He went to work with a railroad, and had at the same time the care of his 
helpless, paralysed foster-mother, who had become exacting and querulous. He 
invented a wheel-chair, which he sold with some success. When he refused to 
give up his foster-mother, the girl with whom he was in love would not marry him. 
In 1932 he lost his job. In January, 1933, he had influenza and transmitted it to 
his foster-mother, who died suddenly. He felt ill and depressed following the 
funeral and found himself very much alone, without friends. In February, 1934, 
he secured work as a skilled labourer. It was in the setting of a change of work 
to a railroad in Baltimore that he became acutely upset. 

He was found to be a tall individual of asthenic-athletic habitus. Speech is 
somewhat slurred. Abdominal reflexes absent. Blood bromide 60 mgrm. Slight 
right facial weakness. 

The patient’s father was emotionally unstable. He disappeared on his wedding- 
day and was not heard of for some months, when he was found suffering from 
amnesia. The father is still living and re-married, and shows no interest in the 
patient. A maternal grandfather had a mental breakdown, and was hospitalized 
and recovered. One cousin is very nervous. 

The patient throughout his life has been untidy, clumsy, easily led and easily 
becomes preoccupied. He day-dreams a great deal. Although friendly in nature, 
he has few friends. 
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This is a particularly interesting example of hypochondriasis. The chief 
complaints were: ‘‘I haven't been feeling good. I have a pain in my back; my 
stomach has changed it’s shape. The fluid has gone out of my testicle into my 
rectum. My private parts have turned numb and pink. I feel as if snakes were 
running all over me. My left breast has swollen like a woman’s. The left side 
of my body is a woman, the right side a man and my privates are a little boy.” 
He also complained that there was a snake in his belly and that he had various 
pains in his head and chest. He said his voice was changing, that his beard was 
becoming softer, and that his hands were becoming less square. On one occasion 
he said that a litter of kittens was coming out of his left breast. All this was 
told quite unemotionally without any suggestion of self-pity or dramatization. 
It was obviously content determined, and appears to a large extent to be symbolic. 
Thus the ideas of losing his manhood, expressed so vividly in the hypochondriasis, 
are probably part of the common masturbation lore in which the individual thinks 
he injures himself and loses his potency as a result of masturbation. Itisinteresting 
that at the age of 15 when he started masturbation he developed to a small extent 
the same type of hypochondriasis. At 20in a setting of difficulty with examinations 
he developed burning sensations all over his body, and he appears to have expressed 
his difficulties always in the form of body sensations. Particularly important is 
the fact that his presenting symptom was pain in the back spreading throughout 
his whole body, which lasted for two months, in a setting of changing his job and 
loneliness. Doubtless at this time a psychiatric examination would have revealed 
the fact that this pain was psychogenic rather than physical in origin. Unfortu- 
nately he was examined by means of cystoscopy, which the patient obviously 
interpreted as a sexual assault. 


CasE 29: Depression with symbolic hypochondriasis. 


Mr. S. F—, zt. 55, is a lawyer, with a family history of depression in his mother, 
and a past history of a depression at the age of 29 for one year, who developed 
depressions with delusions of poverty and guilt, with vague bodily preoccupations 
after marrying for the first time in June, 1934, in which he proved impotent 
following an indefinite period of depression after the death of his closest friend. 
Previous to this his interests had been those of a fairly settled bachelor, with an 
especial affection for his nephew. Alcoholism lasted many years, and stopped in 
October, 1934. On admission he showed depression without retardation, consider- 
able eloquence, delusions of poverty and guilt, preoccupation with his body and 
impotence. Since admission he has shown a crystallization of his preoccupations, 
first into a fear of syphilis, and finally certainty of syphilis. Bodily preoccupations 
predominate over all else. His complaints were: ‘‘ This is the end of me; my arms 
are all flabby, my face is altered, my teeth are like cesspools; I have no strength 
at all. Impotence is extending all over to my brain. I have allowed my blood to 
get rank; it is full of filth. Someone must answer for my syphilitic infection; I 
am infecting the whole world with syphilis.’’ In addition he was suspicious of other 
patients tampering with his property and believed that the food was drugged. In 
the clinic he did badly, and on discharge to another hospital showed no signs of 
improving. 

This hypochondriasis is in part consistent with the mood of depression, but 
to a large extent it symbolizes his impotence. The syphilis delusion probably 
represents guilt feelings, but this is also consistent with the self-reproach of 
depression. A year after discharge he regards himself as being dead, but is not 
particularly anxious, agitated or depressed, nor has he any other hypochondriasis. 


Case 30: Nihilistic hypochondriasis in depression. 


Mr. E. M—, ext. 47, a married decorator, admitted on November 25, 1934, 
complaining of restlessness, constipation, insomnia, depression, hopelessness. 
He was deeply depressed and suicidal. For the past four years business had done 
badly, and in March, 1934, after a few months of depression and anxiety, he felt 
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that something snapped in his head, after which he felt quite hopeless. ‘‘ The 
sky, the ground, nothing looks the same for me. There is no hope at all; I am 
just dead inside. I am cursed by the Almighty.’’ During three months at a 
hospital he became paranoid towards other patients, thinking that spies were set 
to watch him, but in this clinic no paranoid features were seen. The family history 
is not significant. His personality was sensitive, over-critical of himself, perfec- 
tionistic and easily worried. At 24 he had had a previous depression for six 
months, but without the ‘‘ deadness ” of the present one, in a setting of financial 
difficulty. He was never able to stand responsibility, and responsibility of 
starting a business on his own six years ago was the chief factor in etiology. He 
is happily married, with two children, and there were no sex difficulties. 

In the clinic he was agitated; his mood statement was ‘‘ Hopeless; I just 
think of failure ’’. The depression was of a smiling kind, he was suicidal, and 
there was no retardation. He had from time to time definite hypochondriacal 
complaints such as: “ I have pain all down my backbone; there are no nerves in 
my spine; a constant pain. It is because I have not faced my troubles with 
sufficient backbone. Something is gripping my heart. The Almighty has 
punished me.’’ These were all appropriate to the depression, and may be called 
nihilistic body ideas—common in cases such as this which have the features of 
involutional melancholia as described by Hoch and MacCurdy. The “ no back- 
bone ”’ idea, in which the pain in the backbone symbolizes the patient’s self-reproach 
for having no backbone in facing his difficulties, is also a very characteristic 
depressive form of symbolic hypochondriasis, consistent with the mood. The 
bodily complaints were present with considerable anxiety and agitation. This 
patient was discharged after six months in the clinic somewhat improved, but 
still nihilistic and depressed. Since discharge he has been able to work adequately 
on a farm for psychiatric patients. 

A year after discharge he was able to live at home and almost return to his 
normal life and personality. It is possible that in time his recovery may be 
complete. The nihilistic tendencies here seem to have prolonged but not rendered 
permanent the depression. 


Case 31: Hypochondriasis consistent with mood in depression. 


Mrs. S—, xt. 37, is the wife of a successful southern merchant, and was 
admitted to the clinic on November 8, 1935. There isa family history of depressions 
in her father and one brother. During the summer of 1935 she became worried 
lest her child catch infantile paralysis and she began to lose weight. In October 
she developed temporary fear of cancer following cutting her finger. On October 
20 she became intensely worried about the school promotion of her child. She 
became frankly depressed with symptoms of insomnia, increased constipation and 
general bodily preoccupation. The youngest in her family, as a child she was 
somewhat spoiled and regarded as ailing by her mother, without any obvious 
cause. Her personality was cheerful, but easily worried by small difficulties, 
reserved and with no interest apart from her child, and she was always concerned 
about her body. An uneventful school and college life was followed by an intense 
fear of tuberculosis at the age of 22, in a setting of deciding whether to become a 
teacher. At 23 she married a very kind and indulgent man who has preserved 
her from all responsibility, and the married life has been happy. At 25, when 
pregnant with her only child, she had pernicious vomiting of pregnancy, and she 
had a delayed convalescence from the labour. At 35 she stayed in bed for a month 
to gain weight. 

In the clinic she showed at first self-pity, worry about her child, antagonism 
to the hospital and home-sickness, and a mood statement of feeling blue. Her 
complaint was: “ My body is run down ; I don't digest well. I can't sleep at all.”’ 
She stated her complaints with much weeping, anxiety and depression. There 
was definite increase in depression in the mornings. She had some depressive 
ideas of reference that other patients were saying unpleasant things about her 
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and her poor health. Her topic of worry varies from day to day. For a few days 
all her attention and complaints were focused on her slight hemorrhoids, but 
when these were treated her attention became concentrated on her menstrual 
period, which she considered was not as profuse as it should have been. These 
gave place to equally intense worry about home-sickness. Under treatment of 
reassurance, occupational therapy and ward routine she improved steadily and 
was able to recognize her own improvement. Later treatment is being directed to 
increasing her interests and enabling her to control her mood swings. 

This hypochondriasis is entirely consistent with the depressive mood, and did 
not become fixed in any symbolic system. Her previous personality was obviously 
very body-sensitive. In addition, there was an element of using the hypochon- 
driasis as a means to gain sympathy. . 


CASE 32: Persistent hypochondriasis in depression. 

Mr. J—, æt. 50, is a Jewish clothing designer, admitted in March complaining 
of difficulty in swallowing, weakness and rectal preoccupation. He is the eldest 
of five siblings, two of whom have had depressions in setting of financial difficulty. 
He had gonorrheea at 20, and an operation for fistula-in-ano in 1926. He had a 
successful business career, earning about $500 a week. He married at 26, and 
does not appear to have got on well with his wife, as sexual promiscuity occurred 
after marriage, the last episode, four years previously, being followed by impotence. 
His personality was conscientious, secretive, hard-working, perfectionistic, pessi- 
mistic, suspicious, interested in and particular about his body. His interests 
apart from work were mainly club life. There was alcoholism for fifteen years, 
greatly increased in 1933. In January, 1933, following a financial loss he became 
anxious, worried and irritable with insomnia. He became frankly depressed with 
an episode of agitation in November, 1933. This was followed by many bodily 
symptoms and medical consultations. The depression lessened in intensity and 
he became afraid of germs, suspicious that people were injuring his business, very 
faddy about food, and diffusely hypochondriacal. He improved greatly during a 
short stay in an institution in the fall of 1934, but relapsed at home under the 
inefficient and fussy treatment of his wife. In December, 1934, he became 
preoccupied with his rectum and dirty in his habits. On examination he shows a 
diffuse hypochondriasis, depression of a dry type, no retardation, intense rectal 
preoccupation, worry about impotence, fear of germs and association with other 
patients. The paranoid features were not as marked as they had been previously. 
Sensorium performance was good. 

Physically he showed a healed fistula-in-ano, and a raised blood-sugar curve. 
He objected to washing, was partially incontinent of fæces, and constantly 
belched and passed flatus. His complaints were: ‘‘ My fistula is corrupting my 
privates, it has corrupted my whole being. I have not got the strength to swallow. 
I feel pretty weak round my heart; my blood is very poor; I always havea saliva 
taste in my mouth; passing urine is not controlled.” 

His mood was—‘‘ I feel a bit depressed ” ; however his behaviour was not deeply 
depressed, and his original mood of depression was almost completely lost in the 
condition of interest in his body complaint, but there was still some anxiety present. 

This hypochondriasis is partly symbolic of his impotence, as in his complaint 
of the rectum corrupting his genitals, but it is also a diffuse, nihilistic body concern 
consistent with his previous personality, and with original depression. In the 
hospital, cleanliness and routine occupational therapy were enforced, and in addi- 
tion he was given relaxation exercises and direct suggestion, which controlled his 
incontinence for a while. On discharge after four months, however, his mental 
condition was essentially unchanged, and no real improvement has occurred 
since. : 


CaAsE 33: Eye complaint in depression. 
The patient, æt. 48, is a married Jewish business man, admitted April 6, 1935, 
in his fourth depression. In 1921 worried about his business; he was depressed 
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about one year and made a Suicidal attempt. Following this he was elated for 
one year. In 1924 he was depressed for six months. In 1926 he was depressed 
foreight months. In 1929 became elated for three years. 

The present illness began early in 1934, following promotion to a position of 
responsibility in 1933. Although fulfilling his duties excellently, he had misgivings 
about his capabilities. In February, 1934, he seemed quieter than usual; talked 
only of business. In May, 1934, following a reprimand he feared he would not 
hold his job, became depressed and anxious, and slept poorly. In October, 1934, 
his firm was involved in a lawsuit. When advised by his lawyers to perjure 
himself, he became exceedingly agitated, worried and depressed. He turned to 
Christian Science and improved throughout November and December, but in 
January, 1935, became worse, indecisive, restless, lost confidence in himself, said 
he could not think and that his memory was poor. In February he consulted a 
physician, who diagnosed glandular insufficiency and gave him daily injections of 
testicular extract. He became worse, and in March drank rubbing-alcohol with 
suicidal intent. He then reproached himself for the attempt and insisted he had 
ruined his eyes by it. On admission he said, ‘‘ My melancholy is so deep that I 
feel hopeless of recovery ’’. He was deliberate, worried, and reproached himself. 
for having left work and for his lack of sex drive. He claimed he had injured his 
eyes. Sensorium tests were well done. 

Physical examination revealed a spare, asthenic man who lacked muscle 
tone; sluggish reflexes. The eye consultant was able to reassure him to some 
extent, but he still complains of his eyes. He feels better toward evening; is 
somewhat agitated in the mornings. He has slowly improved, pulse is more 
regular, sleep is better, but there is still early morning awakening. 

He was born in 1885, the fifth of a family of six. He was his mother’s favourite. 
She impressed early upon him the need to be ambitious. At school he did well 
in all his subjects, was good at athletics, and became president of his class. He 
worked in the evenings to save money for college and graduated from law school 
at 22. Since the age of 17 he has had occasional periods of fear of choking. At 
22 he became a salesman, and did so well that in four years he was promoted to 
vice-president. At 30 he rather impulsively married because he felt he should 
be married. Premature ejaculations and occasional impotence marred his 
adjustment. They were unable to have children. At 35 (1920) he set up his own 
business, and became elated for a year. He did the work of a superman. After 
a vear, 1921, he lost confidence in his business, was depressed, wrote letters of 
apology to his previous boss, and almost succeeded in hanging himself. After a 
year of this he became elated for one year, during which time he built up a 
successful business, became interested in the League of Nations, wrote letters to 
the rulers of Europe. Again in 1924, when business was bad, he became depressed, 
was out of work six months, and hospitalized four. In 1928 in his third depression 
he was out of work six months, after his business had gone into receivership. In 
1929 while still depressed he was given a good job and rapidly became elated. 
He remained elated from 1929-32, doing excellent work, and was well from 1932 
until the onset of the present illness. 

His personality is over-conscientious, industrious, scrupulously honest, egotis- 
tical, could not endure criticism, rarely confided in anyone. 

His father died of a stroke at 84. His mother, æt. 82, has always been tense 
and worrisome. An older brother had a depression lasting several months at 27 
following financial worries. Another brother had two depressions, one at 22 
following a hand operation, one at 40 following financial worry, and lasting a 
few months. One sister has phases of extreme worry and agitation at her menses. 
Two other sisters are highly-strung and worriers. Two maternal aunts committed 
suicide in depressions. 

The eye complaint was the only hypochondriacal feature in this case. He 
said that his suicidal attempt had injured a nerve in his throat, and this had 
atfected his eyes, and that the eye condition stopped him sleeping. He said that 
his eyes have changed and become weak and that others noticed the change in 
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his eyes. About this eye complaint he said, “ Perhaps I have mutilated myself 
in some way; I’m afraid my mentality is broken down and my eyes won't function "’. 
He was obviously much worried by this eye complaint. Several accounts may be 
given of this: 

(1) He may logically fear blindness in view of the known toxic effect of methy] 
alcohol on the eyes, but his explanation was much more indirect than this, and 
moreover, he was unable to be reassured by the eye consultant. 

(2) The eye complaint may represent his guilt reaction to the suicidal attempt. 

(3) It may be in relation to some sexual guilt reaction as well, as he uses the 
strong expression, ‘‘ I may have mutilated myself ’’, and moreover, impotence is 
definitely one of his complaints. Dr. Greenacre in her paper on the eye complaint 
emphasizes that it is often an expression of guilt, frequently of a sexual kind, 
and here the eye complaint is curiously linked with the throat. During a year 
in the clinic the depression improved somewhat, but the fixed idea about his eyes 
remained. The eye complaint cannot be said to have been fully analysed, but 
it seems probable that it is symbolical of a guilt reaction either to the suicide or 
something else. 


CaSE 34: Persistent hypochondriasis in an elderly man following a depression. 

Mr. P—, ext. 61, is a man in a depressive rut with inability to recognize 
improvement. 

For the past three years he has been under heavy strain of responsibility caring 
for his deceased brother’s family. He felt at times unable to carry the burden. 
His appetite and sleep became poor and he resorted to large quantities of alcohol. 
In June, 1933, he had shingles following a period of rather heavy whisky-drinking. 
He was out of work for three weeks, then became overactive, elated, in high 
spirits, profane, spent money freely, endorsed notes for all who asked, travelled a 
lot, neglected his work, slept very little and was always on the go. Six months 
before admission he became ‘‘blue’’ and miserable and complained of feeling tired 
out. He appeared depressed and brooding. He believed he had a cancer and 
that he would not get well. He became more and more agitated and was unable 
to work. He complained of feeling dazed and crazy, was afraid of the dark, 
expressed the fear that his food was poisoned and threatened suicide. 

When he entered the hospital he was agitated, restless, could not sleep, insisted 
that he had a cancer in his stomach, was constipated and worried about finances 
and his job. Throughout his nine months in hospital he has shown objective 
improvement; sleep hasimproved. The patient himself is unable to admit any 
improvement. In spite of evident improvement he has developed the idea that 
grease is put over his face at night, that something is put into his eyes, that his 
face is changing due to vaseline that “‘ they rub on my face’’. Although he has 
become progressively more cheerful, he is convinced that he has cancer and that 
the skin of his face is falling off. He believes he is given ether at night to make 
him sleep. In the past month he has shown less concern about his body and 
more concern for the family situation. 

He is of athletic habitus. At first he was under-weight, but he has gained 
considerably and is now over-weight. There were coarse tremors of the out- 
stretched fingers, hyperactive knee-jerks. Blood-pressure 144/80. Mild peripheral 
arteriosclerosis. Eye-grounds showed evidence of slight arteriosclerosis with 
hypertension. 

He had a normal childhood. From 13 until 22 he complained of pain in his 
side, which was diagnosed as chronic appendicitis and an appendectomy performed. 
Subsequently a hernia was repaired at the site of the old scar. He has had a good 
work record, has steadily advanced and makes a comfortable income. Throughout 
his life he suffered from constipation, and showed considerable concern about his 
gastro-intestinal tract. For forty years has consumed steadily a considerable 
amount of alcohol, although he has never been drunk. He has never married. 

He has been pleasant, honest, courteous, sympathetic, sensitive and apt to 
hold grudges; very apprehensive at the prospect of new responsibilities. 
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Father died at 75 of senile gangrene of the foot. He was an alcoholic. A 
paternal aunt spent one year in a hospital with a diagnosis of melancholia. The 
entire family have had hypertension. One brother is described as nervous and 
despondent. 

This patient appears to have been hypochondriacal since the age of 14, com- 
plaining of vague abdominal pain, which caused him to have three abdominal 
operations. He was always very particular about his diet and the care of his 
body, being of the body-sensitive type of personality. When his depression 
occurred he interpreted his discomfort as body pain, which in turn he considered 
to be cancer—a hypochondriacal content which was consistent with the mood. 

During his stay in the hospital the depressed mood disappeared, but the fixed 
idea that he had cancer not only in his stomach but over his back remained, and 
on noticing a little exudate round his eyes in the mornings, interpreted it as drops 
put in by other patients to make him blind. These paranoid and hypochondriacal 
ideas became quite fixed, but did not seem to interfere with his enjoyment at all. 
He remained a neat, well-behaved old gentleman, and was able to be discharged 
home, where he lived a leisurely club life in a small town, perfectly adequately, 
though when asked how he was, would always reply with a smile that he had 
cancer. This case shows how the hypochondriasis occurring in a depression at 
the so-called involutional period, may long outlast the depression, but with the 
decline of the mood disturbance may still be consistent wlth normal life. In the 
depression a body sensation becomes a pain, a pain enters the content as a cancer, 
consistent with mood, but once having entered the content and the hypochondriacal 
delusion being formed, it becomes established independent of the mood, and the 


cancer delusion may persist even with a completely inappropriate mood of 
cheerfulness. 


Case 35: Long-standing hypochondriasis with a depression. 


Mr. B. R—, æt. 48, afarmer, was admitted to the Phipps Clinic on September 
7, 1934, complaining of depression, restlessness and agitation and many body 
complaints. In the family history a paternal aunt committed suicide. As a 
child he was much attached to his mother, who was replaced when he was 14 by 
an unsatisfactory stepmother. He had nocturnal enuresis up to the age of I1. 
Following promiscuity with negresses, at 20 he made an unsatisfactory marriage 
with a woman ten years his senior. No sexual intercourse has occurred since 
1935, as his wife refused it, and since then he has practised masturbation. 

His personality is described as miserly, conscientious, hard-working and 
irritable. He was an efficient farmer. 

At the age of 30, following pneumonia, and in a setting of disagreement with 
his wife, he felt weak and depressed. He attended many doctors, was admitted to 
eight different hospitals, and was treated by tonsillectomy, appendectomy, 
excision of varicocele, bromide medication and many cystoscopies. After three 
years of this he was admitted to the Phipps Clinic in 1921 complaining of pain 
in the back, aching all over, pain in the root of the penis, shortness of breath, and 
he was diagnosed as suffering from an anxiety state. His hypochondriasis at this 
time was mainly centred on his bladder and penis. After a month he discharged 
himself, but worked well on his farm with one interval for cystoscopy, which he 
seemed to like, until 1933. In 1933, at age of 46, he became very depressed after an 
attack of “ flu ”. For this and his hypochondriasis he was re-admitted in March, 
1933, but was discharged somewhat improved. In October, 1933, he started 
another round of hospitals for his genito-urinary and abdominal complaints. He 
was usually fairly happy in the hospitals, but relapsed as soon as he returned to 
his wife. His gall-bladder was removed in March, 1934. He made a delayed 
recovery from this. When admitted on September 7, 1934, he was tearful 
and depressed. His talk showed no spontaneity except about his complaints. 
His spirits were “ pretty low ’’, and worse in the mornings. The only content 
was hypochondriacal, pains and aches in arms and hips, terrible pain between the 
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shoulders, gas in the stomach, pains in the head, and pains at the base of the 
bladder. These were all mentioned with self-pity and dramatization. Sensorium 
tests were well done. The Binet-Simon test showed (when the depression had 
subsided) a mental age of Io years. Physically he is a pyknic, well-nourished 
man. There was cedema of the ankles, but no cardiac signs or abnormality to 
renal function tests so that it probably was local. 

In the hospital the depression diminished and he slept and worked well, but 
had no initiative for any but routine occupations. When his return home was 
suggested his hypochondriasis became more marked, and he had an attack in 
which he lay on his bed, said he could not walk, complained of terrible pains in 
the back and in his bladder. This was intensely dramatized, and even resembled 
a hysterical attack. When reassured and told to get up he did so. On another 
occasion after return was suggested he had a temper tantrum and tried to throw a 
chair at an attendant. This behaviour and the hypochondriasis had become 
definitely purposive, in order that he should still appear ill and remain in the 
hospital. As no progress was being made, and return home was out of the question, 
he was transferred to a State hospital, where he has worked fairly happily. 

This hypochondriasis seems to have originally been on an anxiety basis, with 
sexual maladjustment, and then it provided the appropriate content for a depression, 
and finally when true depressive features disappeared, it remained as a purposive 
or merergasic hypochondriasis, serving the purpose of ensuring hospitalization. 


Case 36: Hypochondriasts in depression with paranoid tendencies. 


Miss F. W—, et. 61, is an unmarried ex-dancing teacher admitted in June, 1935, 
in her fifth depression. Her first had occurred at the age of 43, following an 
unhappy love affair, and the others had occurred in various settings of financial 
and family difficulty. The present one occurs in a setting of looking after her 
invalid aunt. In the family history there are three very proud independent, 
reserved, suspicious, siblings, and similar personality in her father and the patient, 
but no definite mental illness. She led a fairly leisurely life, interested chiefly in 
riding, until æt. 35, when she took up teaching dancing. She has always been 
concerned about her body condition. Her depressions have been characterized 
by a paranoid attitude, feeling that people have been doing things to irritate her, 
that others were talking about her, and each depression lasted about a year. 

The present illness, dating from April, 1935, showed insomnia, constipation, 
depression, inability to concentrate and make decisions, loss of weight, extreme 
irritability. She was a tall, well-preserved, lean, haughty-looking woman, with very 
little arteriosclerosis and no evidence of senility. Her bodily complaints were : 
“ My kidneys don’t work right. Nothing about my body is good. I never havea 
natural movement. I’m worried about my stomach. The inside of my mouth 
and lips is raw. I feel the doctors are not doing as much as they should for me.’’ 
These complaints would be aggressively stated, in her more depressed periods, and 
she definitely adopted the attitude that it’s the doctor's job to put these right 
at once, otherwise he’s no good. Her whole attitude was slightly paranoid, that 
other patients tried to irritate her, that everything was made difficult for her and 
no one took any trouble to help her. It was put to her that her more cheerful 
periods when she had no complaint would steadily increase as she took more part 
in ward activities. Gradually her aversion to the hospital and peevishness died 
down, and during eight months in the hospital her normal fairly cheerful personality 
was regained, and the body complaints ceased. 

This hypochondriasis is interesting in that it is a depressive body complaint, 
consistent with the mood, but in addition it is used as a form of self-assertion against 
the hospital in accordance with the somewhat paranoid tendency of her personality. 
The tendency for an exaggerated body attitude has probably existed since her 
youth. This case shows hypochondriasis, and peevishness in an elderly woman, 
and yet recovers perfectly, contrary to what Hoch and MacCurdy’s definition of 
involutional melancholia would lead one to expect. 
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CASE 37: Depression with anxious hypochondriasis. 


Mr. K. I—, æt. 49, is a married Jewish store-keeper, with a family history of 
depression in his mother and uncle, who has led a fairly smooth successful life 
until his father’s death in 1928 and his own bankruptcy in 1930, since when he 
has had more responsibility and business worries. He is anxious about his son’s 
education, but unable to spare him from business. In September, 1934, he became 
unable to make decisions, lost sex desire, became depressed, preoccupied with his 
mother’s suicide, and afraid of getting what he called the “ blues ’’. 

His previous personality was secretive, reserved, hard-working, with no outside 
interests. He was never able to express himself in letters. On examination, he 
was profoundly depressed, but smiling, and able to slur over his depression, very 
evasive and reserved, with various bodily complaints, such as headache, stomach- 
ache and feelings of general weakness. Preoccupied with suicide and with his 
mother’s death and business worries. His bodily complaints were: ‘‘ Head feels 
as though I had a tight cap on; I havea pain in my heart ; something is wrong with 
my body. I feel bad; nothing is worth while ’’. 

During the year at the Phipps Clinic he showed no change or improvement, 
possibly because his business went bankrupt and he had heavy sickness insurance. 
The body complaints here are secondary to the mood of anxious depression. The 
feeling of a tight band round the head seems to be a fairly common statement in 
very tense patients. 


Case 38: Hypochondriasis in depression, on a basis of sexual maladjustment. 


Mrs. F. F—, xt. 40, is a farmer’s wife admitted to the clinic August 15, 1935, 
with the complaint of feeling blue, and of pains in her back. The family history 
shows one sister with numerous bodily complaints and a worrying disposition 
and a maternal uncle with depression. Early history was uneventful. She was 
the sixth of a family of eight, and did well at school. She developed an over- 
conscientious, worrying personality, very neat and orderly, seclusive, sensitive 
and reserved, but with a few friends. At 18 she married a hard-working farmer 
whose only interest was in making money, and since marriage she has done little but 
look after the home very efficiently and worry about her children. Menses were 
Irregular all her life, usually painful, and started at 14. Sexual intercourse 
was satisfactory until the birth of her last child, four years before admission, 
during which she had considerable difficulty and vomiting. Since then she has 
been frigid ; at the same time she began to complain of various bodily aches and 
pains, such as pain in her side, feeling weak, and occasionally attacks of breath- 
lessness and palpitations. This continued until the fall of 1934. Meanwhile she 
worked conscientiously and excessively about the house. She then began to 
attend many doctors, faith-healers and bone-setters, without any improvement. 
In May, 1935, following a bone-setter’s manipulation, she said she felt weak and 
sick, and that she was paralysed. She remained at home as a complete invalid. 
She became very depressed, tearful, lost weight, was easily irritated, unable to 
make decisions, suffered from early morning wakening and was constantly worried 
about details and finances. On admission to the hospital she was a prematurely 
aged, worried, depressed-looking woman, and intensely self-pitying. She gave a 
mood statement of feeling blue and nervous, was worried about her home and 
children, and somewhat resentful against her sister, who she felt did not sympathize 
with her enough, and against her husband, who she considered bossed her too 
much. 

Complaints were of pain in the stomach, eyes feeling swollen and heavy. 
“A kind of drawing in my head; misery in my back; my heart seems to bother 
me. I’ve not been strong since my child. My heart seems to beat so fast; the 
leaders hurt in the back of my neck. I have a lot of gas in my stomach; it chokes 
me. I worry about everything.” Memory, orientation and calculation were 
normally performed. She considered the trouble to be due to some physical 
illness, and said that she needed quiet and rest. 
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On physical examination she was a thin, athletic woman, blood-pressure 
110/76; there were internal and external piles. W.R. was negative, blood- 
count and blood-chemistry normal. At first she was given continuous baths 
and o-5 grm. of barbital nightly for her sleep, and persuaded to take part 
in the occupational therapy with the other patients. In a month her depression 
was considerably improved, and she was able to sleep without sedatives. The 
hypochondriasis, however, persisted, varying in intensity from day to day, being 
markedly worse whenever she was worried about anything, such as not receiving 
letters from home. In the discussions she gave with some reluctance a history of 
her sexual difficulties since the birth of her last child. She had been afraid of 
pregnancy, and her husband had practised coitus interruptus without any satis- 
faction to her about four times a week, after which she had been accustomed to 
lie awake in an agitated and resentful state for the rest of the night. She had 
grown to resent her husband’s domination of her and his not allowing her any 
outside interests. In addition, she gave an account of a family quarrel with her 
sister. She had from time to time dreams of catastrophes of her children being 
killed, or her husband, and sometimes of throwing herself over a cliff. There 
were also some suicidal thoughts. After three months in the clinic she began 
to complain of her. piles and to focus all her bodily complaints on them, which 
she considered the source of the trouble. These were successfully removed by 
operation under avertin and gas on December 5. After the operation she showed 
a very great reluctance to recovery, and adopted a martyr-like attitude, craving 
sympathy from everyone. Her bodily complaints were not diminished, and the 
depression returned with suicidal ideas. On December 23 after some improvement 
she was taken home against advice, but was given birth-control and sexual 
instruction. 

Here the hypochondriasis seems to have arisen in a setting of anxiety about 
her sexual ill-adjustment and her fear of pregnancy, together with a slightly 
purposive element, in that this was the only way she could dominate and gain the 
sympathy of her husband. Definite anxiety attacks with palpitations and 
breathlessness appear to have occurred at the beginning of the hypochondriasis. 
Though the depression here was undoubtedly a mild one, yet the previous existence 
of hypochondriasis appears to prolong the depression. The effect of the operation 
here was particularly interesting, in that she took the opportunity to relapse again 
into complete invalidism, although the need for distracting her attention from 
her own body was emphasized to her as a means of avoiding pain and uncomfortable 
body sensations. 


CASE 39: Hypochondriasis in hypomanic reaction. 


Miss P. A—, æt. 24, is a music student who was admitted on August 3, 1935, 
with the complaint from her parents that she was over-talkative, overactive and 
indiscreet. 

She is the eldest daughter of a successful lawyer of aggressive personality and 
a past history of alcoholism, her mother is very voluble, fussy, excitable and 
hypochondriacal, and once had to be admitted to a psychiatric hospital; her 
parents constantly quarrel. 

As a child she was much attracted to her mother, until when she was 8 a sister 
was born and she had a violent jealousy reaction, hated her mother, and began 
to lie, steal and have temper tantrums. She stole first from her sister’s nurse, 
then her mother, and finally at 15 from other girls at school, with the motive of 
buying cosmetics so that she should not be considered achild. Atschool, however, 
she did well, was very bright and intelligent, and showed special musical talent. 
She often staved away from school for various aches and abdominal discomfort, 
which her mother would make a great fuss of. However, she annoyed other girls 
by her aggressiveness and bad temper. At 15 she simulated an abdominal 
pain in order to avoid athletics in a summercamp. It was diagnosed as appendi- 
citis, a laparotomy was done and her ovaries were suspended. Since this she 
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complained of dragging pains in the abdomen, and had frequent attacks of nausea. 
Nausea would occur in any difficulty, such as an examination at school, which 
she was able to avoid by this means. After leaving school at 20 she had two 
years as a debutante, during which she had an unsuccessful love affair, and at 22 
went to a New York music school, where she did well, but after six months, in 
April, 1934, was tearful and complained of nausea before an examination, which 
she passed. In June, 1934, complaining of abdominal pain, she was put to bed 
fora month. From September to January, 1935, she became depressed, tear- 
ful, had no confidence in herself, and was fitted with a special corset for her 
abdominal complaints. In October, 1935, her spirits began to rise, her voice was 
better than ever before, and by June she was giving innumerable parties, talking 
loudly entirely about herself, not sleeping, over-drinking and over-smoking, was 
sexually excited and indiscreet, had several love affairs at once, including one with 
another woman, and finally had to be admitted to the clinic. 

On admission she presented a typical hypomanic picture with press of talk, 
activity, restlessness, aggressiveness, distractibility, rapid association of ideas, 
constant boasting. She was facetious, with frequent giggling infectious laughter. 
Sensorium performance was excellent and she was obviously highly intelligent. 
Her mood showed very rapid changes, from elation with laughter to sadness and 
weeping, and frequent anger outbursts. Although definitely hypomanic, she 
showed as much depression as elation. Bodily complaints were frequent; she was 
very body-sengitive and constantly watched her body sensations. These consisted 
of (1) a feeling of her insides falling out: this was generally an expression of 
vaginal sensitivity and excitement when she wished for a vaginal examination ; 
(2) pain in the left shoulder; (3) pain in left breast; (4) headaches; (5) 
intense dramatization of menstrual cramps. These complaints occurred usually 
in her depressed periods and seemed to have mostly the motive of attracting 
attention. On one occasion they occurred before a dancing class she wished to 
avoid. The complaints were always made dramatically and self-pityingly. There 
was no physical basis found for them, and she was usually fairly easily reassured 
for the time, and would forget them for considerable periods. The hypomanic 
phase gradually died down and the emotional instability improved during six 
months in the clinic, the hypochondriasis becoming less marked. Treatment 
has been directed to attempting to lessen her extreme attention to her body. 

This is an almost purposive hypochondriasis, a habit of complaint which 
developed when the patient was a child, and persisted through a hypomanic attack, 
but is not to be regarded as a symptom of it. She early seems to have learned to 
use a body complaint, many of which must have been suggested by her mother. 
As she is young and intelligent her faulty body attitude is definitely improvable 
by psychotherapy. 


Case 40: Malignant hypochondriasis. 


Mr. R. B—, xt. 38, is a married clerk, in his fourth mental illness. Family 
history shows a dominant mother, excitable, worrying sibling, and schizophrenia 
inacousin. The youngest child of his mother, on whom he became very dependent, 
and has remained so all his life. After a strictly religious upbringing, he mastur- 
bated from 12-17 with great guilt feelings, and appears to have encountered 
Suggestions that syphilis, masturbation and insanity were connected. 

At 19 he had a breakdown at college in a setting of worrying about being a 
preacher. In this he thought he was losing his mind from masturbation, but he 
recovered after a few months. At 21 when starting work as bank clerk he had a 
similar illness, and again at 25 when trying to start business for himself he became 
intensely worried about his bowels. From 1921-1935 he worked successfully as 
clerk in an office. He married in 1923, with no great marital difficulties. His 
personality is shy, quiet, hardworking, conscientious, easily worried, dependent 
on his womenfolks, with no close friends. He is religious and of rigid moral code. 
He always regarded himself as a weakling. Since 1929 he lost his own and friends’ 
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money on the stock exchange, and reproached himself on this account. In 1933 
he attempted to atone for this by taking up sick-visiting, Sunday school and 
sending birthday cards. In May, 1934, he became depressed and started fear of 
cancer. In September this changed from certainty of cancer to certainty of 
syphilis. 

P OA examination in the clinic on April 26, 1935, he was seen to be a well-behaved, 
co-operative man of asthenic habitus. Blood-pressure was 110/70, his muscles 
were flabby, and tendon reflexes sluggish. His mood statement was low, but his 
expression and behaviour was by no means depressed. He had a varied series of 
bodily complaints. ‘I feel that I am going to die; I have no kidneys; my rectum 
is as tight as adrum; when I open my bowels there is no volume. My flesh is all 
flabby. I used to have a cancerous growth, but that has been corrupted away by 
syphilis. My sexual organs are shrivelled away; I have lost my manhood. My 
whole body is greasy, and what I eat comes through the pores of my skin. There 
is something wrong with my blood. I have no pulse. Syphilis from masturbation, 
that’s what it is.” All this was told with a pleasant smile, and his affect seemed 
shallow and by no means appropriate to such content. His sensorium was good, 
but insight completely lacking. Performance in the absurdity test was poor. He 
was unable to recognize any improvement, and his content remained essentially 
the same during four months’ stay in the hospital. He was treated with occupational 
therapy and ward routine, and in the discussions he was urged not to reiterate his 
complaints, but to concentrate on performance and utilization of his assets, which 
had been considerable. On discharge after four months there was essentially no 
change in his condition. 

This case may be regarded as a hypochondriacal rut-formation in a depression 
or as a recurrence of a schizophrenic reaction which he had in his youth, and in 
which the content was much the same as in the present illness. However, the 
central feature of the case is the hypochondriasis, which is in the main symbolic of 
castration through masturbation, although in part, as in the cancer delusion, it 
might have been consistent with a depression at the onset of the illness. It seems 
unnecessary to attempt to fit this case into the group of either schizophrenia or 
depression, but rather to regard it as a very rigid hypochondriasis, which tends 
to get neither better nor worse. 


CASE 41: Acute hypochondriacal panic with depressive and schizophrenic features. 


This patient was admitted in February, 1935, complaining that he had tuber- 
culosis, and that every organ in his body was diseased. 

He is a school-boy, æt. 18. In April, 1932, his father killed his mother and 
committed suicide. Although he fainted at his mother’s funeral he recovered 
from this shock and returned to boarding-school. He did moderately well, 
although the work and discipline was hard. In the fall of 1934 he was somewhat 
bullied by the boys, on account of his fatness and egotistical disposition. In 
December, 1934, he caught a cold and thought it was tuberculosis, and said that 
he felt the left side of his body was hollow. Whenever he passed a mirror he 
would open his mouth and look at his throat. He returned to school, however, in 
January, and on arrival was in bed six days with influenza. After this he com- 
plained of loss of strength and general malaise, that he could not concentrate, and 
that he was behind in his studies. He took his work very seriously, kept away 
from the other boys, but was unable to study. He ate very little, thought that 
the food was tampered with, and that others were talking about him. On February, 
14, 1935, he was sent home to his aunt, and on arrival followed her about the 
house weeping, saying his teeth were full of holes, and that everyone was against 
him. 

In the family history his father was a prosperous Jewish merchant, whose 
personality was highly strung, irritable and jealous. His non-Jewish mother was 
a selfish and impulsive woman, fond of gay society. He has one healthy younger 
sister. There is an early history of finger-biting and night-terrors. His previous 
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personality is described as very sensitive. He was easily upset, proud of his body, 
and would frequently look in the mirror and say how handsome he looked. 

Since 1926 there had been quarrels between his parents, and in 1931 he had a 
depressive and restless episode for about two months after an injury to his left 
leg, coincident with the start of his mother’s infidelity. He was then moved 
in order to be away from divorce proceedings, from public school to a military 
boarding school, which he did not like much and where he was bullied. In 1932 
his father sent for him to be present in Baltimore while he shot his mother. 

On examination in the clinic he was tearful, agitated and depressed, saying 
that he would not get better, reproached himself for having given up, felt that he 
had lost all his money, and was terrified of the hospital. He suspected that an 
electric light was used as an electric machine to make him worse. He had 
innumerable bodily complaints ; ‘‘ I have lost a lot of weight ; I am all flabby ; my 
legs are weak. I don’t get any sleep; I have lost my appetite. My teeth are rotten 
and full of holes; my left side is hollow. It is tuberculosis isn’t it ? I feel funny in 
my throat ; my heart is very weak and I have lost my pep. My eyes are weak ; will 
I go blind? I am going down pretty fast.” These complaints worried and 
agitated him considerably. Orientation and memory were good. 

Physically he was a very fat boy (210 lbs.), with a feminine distribution of 
pubic hair and an almost Frohlich type of obesity. 

In the clinic his intense agitation and restlessness were treated by continuous 
baths. On one occasion he said that he heard his people’s voices pleading for 
him. He also became afraid of catching syphilis from one of the other patients 
but this did not become a fixed idea. He remained depressed and puzzled, but was 
somewhat better towards the evenings. He continued to believe that he was 
going to die, saying, ‘‘ I want to be buried next to my father ’’, until March 27. 

On March 20 he developed an enceedingly painful ingrowing toe-nail with 
suppuration under the nail-bed. This was left for a week, during which all his 
complaints were of the pain in his toe. On March 27 the toe-nail was removed, 
with relief of pain and almost complete relief of the hypochondriasis. | 

For the first time he said that he felt better. During the next month he 
steadily improved. He was able to discuss without any agitation the onset and 
causes of his illness, his attitude towards the parental tragedy and towards sex. 
There had been a history of masturbation for the previous two years with some 
guilt feelings, and he was reassured about this. He was discharged on May 22 
in a very cheerful, almost elated state, he showed a mental age of 14.6 with a 
base line of 9 on the Binet-Simon test and was obviously unsuited for a college 
career. He was seen at regular intervals during the summer, and in September, 
1935, it was arranged for him to attend a somewhat easier school while he lived 
with his foster-parent. Here he took a full part in athletics and enjoyed the work, 
at which he was quite as good as his school-mates. He plans to take up a business 
course rather than go to college with indefinite purpose, which had been his previous 
plan. Two months after discharge he was seriously cut in the arm by a motor 
car, and had to have an operation under general anesthetic (under which he 
almost died). Though at first terrified by the injury, he accepted it and complained 
no more than any other surgical patient. 

The causative factors for this condition seem to have been (1) his constitution ; 
(2) the feeling of insecurity at a boarding-school where he was worked beyond his 
ability, and not liked by the other boys; (3) brooding on his parental tragedy ; (4) 
some possible sex conflict; (5) physical disability resulting from the initial attack 
of influenza. 

This hypochondriasis is particularly interesting in that it was bizarre and yet 
ran a benign course. The reason for the hypochondriasis may possibly be to 
some extent his Jewish parentage. It is interesting also that his bodily complaints 


by no means provided an escape from his fear, but only provided the content 
or it. 
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MEMORY AND ITS DISORDERS IN RELATION TO CRIME.* 


By HucGu A. GRIERSON, M.C., M.B., B.S.Lond., 


Senior Medical Officer, H.M. Prison, Brixton, London, S.W. 


OF all the problems which the medical witness has to decide, there are few 
which require more consideration than the question of memory in relation 
to crime. Before discussing disordered memory let me refer briefly to normal 
memory, and the processes or elements involved in its production ; for dis- 
ordered memory is basically disorder of one or more of these processes : 

1. Perception of the stimulus, followed by— 
2. Its retention or conservation. 

3. Its reproduction into consciousness. 

4. Its recognition as a previous experience. 

Memory may be disordered as to quantity and quality, that is, it may be 
increased, decreased or perverted. 

Hypermnesia, or abnormal increase, may be difficult to determine, for 
there is no standard of memory. A normal memory in one person may be 
superior to that of another less fortunately endowed ; but the memory of the 
latter may improve as the result of certain mental disorders, for example, in 
hypomania and paranoia. In the latter disease the memory of minute details 
associated with delusions is very striking, and of greatest importance in dis- 
tinguishing between genuine and feigned delusions. 

Transient hypermnesia may be due to the action of drugs, such as opium, 
cocaine, etc. Although drug addiction is not common nowadays in this 
country, it must be remembered that a case may be received into prison at 
any time. My experience includes a female cocaine “ sniffer’’, who on 
reception was hypomanic and hypermnesic. Although she settled down after 
the first day or two, she became acutely hallucinated during her menstrual 
period, and nursed an imaginary baby. This lasted for three days, when her 
mental state cleared up as rapidly as it started. Hypermnesia in itself is of 
no medico-legal importance except as an indicator of an underlying abnormal 
state of mind. 


* Extracts from a paper read before the Annual Conference of Prison Medical Officers at 
the Home Office, April 4, 1936. 
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Paramnesia (pseudo-memories of Kraepelin, mnemonic delusions of Mercier) 
is an illusion or perversion of memory with false recollection, in which patients 
speak of events which have never occurred, or, if they did occur, the recital is 
exaggerated or distorted. 

Kraepelin (1), in his Manic-Depressive Insanity, said : ‘‘ Pseudo-memories 
are not infrequently met with in the manic states. Occasionally they show 
in a pronounced manner a tendency to delusional fabulation—to descriptions 
of wonderful experiences out of the past, which the patient seriously believes. 
The patient is usually led away in his narrations to exaggerations and dis- 
tortions, which arise partly from a mistaken perception, but also to subsequent 
misinterpretations, without the arbitrariness of it coming clearly into con- 
sciousness.” Seemingly Kraepelin regarded pseudo-memories as immature 
hallucinations and delusions. Classical examples of fabulation are seen in 
pathological lying or pseudologia fantastica. It is rather interesting to study 
the different points of view on pathological lying. As to belief, Bernard 
Hart (2) says, “ the belief of the pathological liar is half-way between the 
entire absence of belief, found in the case of ordinary day-dreaming, and the 
full and absolute belief accompanying delusions.”’ 

Risch thinks the patient has a genuine belief in his own fabrications. 
Rivers (3) regards the condition as a state of regression in which the person 
affected has “‘ never learned properly to distinguish imagination from reality 
and has utilized this imperfection for the satisfaction of his instinctive 
tendencies °. Divorcement of reality from imagination could well be applied 
to other conditions besides pathological lying. Other observers say the fault 
lies with the retentive and reproductive processes, and not in perception. 
Perhaps the psycho-pathology is still obscure. 

As to disorders in which pathological lying is found, the commonest are 
moral deficiency, chronic alcoholism, dementia precox and paraphrenia. A 
classical case is that of “ Jane’’, quoted fully by East (4). Her delinquencies 
concerned all the instincts, and included bigamy, theft, arson, fraud and 
attempted murder. East tells her story in full, and it is unnecessary to consider 
it completely here. Suffice it to say that, whether she failed to distinguish 
imagination from reality or not, she certainly satisfied to the full her instinctive 
tendencies, and not one, but all of them. 

Another type of case is that of the chronic alcoholic, the hard-drinking 
type, who seldom develops delirium tremens or insanity, but shows moral 
deterioration. One patient who had spent years in South Africa gave accounts 
of wonderful exploits there. When doubt was cast on his statements, he 
repeated them, in a slightly modified form, but just as incredibly. Pathological 
lies are usually not impossible, only incredible. 

A general increase of memory cannot be assumed. Memory, however, 
may be false as to time. This is seen in Korsakov’s psychosis, in which events 
are related as of recent occurrence, whereas they took place a long time before. 
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Most commonly a sequel to chronic alcoholism, it is often associated with 
peripheral neuritis, although not always so. One case was that of a man, 
bedridden, who related walks he had just had in the park, although actually 
they had occurred thirty years before. A further case is that of— 

T. W—, a male, zt. 62, charged with stealing a ham. He was an inmate of a 
mental hospital, and had been out on leave to stay with his brother for Christmas. 
The brother collected him, and on the way home allowed him out of his sight for 
a moment. He disappeared, and was arrested for having taken a ham from the 
front of a grocer’s shop. There was a history of alcoholism. Under observation 
he appeared very demented, although he gave a fairly coherent account of the 
theft. His memory, however, was very perverted, and a report from the mental 
hospital said he showed pseudo-memories and mistaken identities, and that he was 
an undoubted case of Korsakov’s syndrome. 


AMNESIA. 


Although amnesia, in criminal practice, is more commonly alleged than 
any other condition, yet the defence of amnesia in the absence of any other 
abnormal state is practically confined to capital charges. So long as the present 
state of the law as to murder exists, so long will counsel attempt to get their 
clients within the pleasant confines of Broadmoor, irrespective of medical 
truth. In my experience, in only one case of murder has the prisoner pleaded 
guilty on the advice of his counsel, although other cases have pleaded guilty 
without advice. Not long ago in a murder case the Judge asked counsel if 
he had ever heard of insanity being raised in an attempted murder charge, 
and the counsel admitted he had not. This, of course, was in reference to 
the absence of any evidence of insanity, and so it is with amnesia. No counsel 
will try to get his client an indeterminate sentence in Broadmoor on a lesser 
charge than murder if he can help it. 

In Hopwood and Snell’s (5) 100 cases of amnesia, 78%, were considered 
genuine. It would be interesting to know how many of these cases showed 
any evidence of mental abnormality actually associated with the amnesia. 
In view of the modern theories of amnesia there will probably be increasing 
use of this defence. 

In cases of those who can remember, the fact that at the first interview they 
say they cannot does not, to my mind, always imply a wilful attempt to 
deceive. It is, 1 think, a reaction which is often subconsciously suggested to 
the patient from within. Perhaps there are but few of us who did not similarly 
react, in our childhood days, in an attempt to avoid the probable painful 
consequences of an awkward situation. To me it does not seem an altogether 
unnatural response. Although the denial is made and persisted in by some 
with intent to deceive, yet the majority recover their memory at a subsequent 
interview. 

In studying the conditions with which amnesia may be associated, it takes 
but a few moments to realize that there are few in which such a condition 
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may not be present, though the degree varies between wide limits, from mere 
haziness to complete amnesia. Stated briefly and only generally, if the schizo- 
phrenic and paranoid reaction types are excluded, the remaining psychoses, 
together with the alcoholic and epileptic states, may all be characterized by 
some degree of amnesia. Of these conditions the most important are melan- 
cholia, alcohol and epilepsy, for if associated with amnesia the defence of 
irresponsibility is strengthened. 

Melancholia.—East gives melancholia as one of the most frequent causes 
of insane homicide and suicide, and this is still true. Of the cases sent from 
Brixton to Broadmoor during the past few years, depression was the emotional 
state in about 60%. The assessment of the depression in mild cases of melan- 
cholia may present considerable difficulty. Amongst our acquaintances we 
have all met people of cyclothymic or mercurial temperament : soon up and 
as soon down, according to circumstances. A further difficulty may be that 
the depression disappears as quickly as it originates, so that when the patient 
is received in prison there may be no observable evidence. This is especially 
so in cases who have been detained for some time in an outside hospital for 
observation, or perhaps for treatment for self-injury. Thus it may be that 
the only fact on which an estimate can be based is a comparison of the patient’s 
reaction and conduct in relation to the circumstances of the crime. 

In the manic-depressive psychoses exhibited in prisoners, memory, per se, 
is not usually affected. There is little doubt, however, that many in the 
. melancholic stage show some disorder of memory in relation to crimes of 
impulse. Hopwood and Snell (5) lay stress on one as a cause of impulsive 
crime followed by amnesia. 

Although in the melancholic the state of memory at the time of the crime 
may be a matter of opinion, yet it is a fact that the subsequent memories of 
the crime vary greatly in different individuals. As to amnesia, East (4) 
regards repression as mainly responsible—‘‘ the exclusion from consciousness 
of a memory too painful to be retained ”. Certainly repression is more common 
amongst the depressed, yet I often wonder if repression is always the sole 
cause. There seems to be a short and complete amnesia for the crime itself 
in some cases of melancholia, and this amnesia has always been so convincingly 
described by the patient as to lead me to believe that no impressions had been 
registered. On this aspect of the subject Kraepelin says: “ In states of depres- 
sion we encounter more or less clouding of consciousness up to almost complete 
oblivion. Memory is not permanently encroached on by the disease, but the 
patients frequently lose for a time the mastery of their range of ideas.” 

A case of melancholia and amnesia with repression 


M. J. C—, charged with the attempted murder of a workmate. There was 
nothing to note in the man’s personal history. In the family history there was a 
sister who had committed suicide by hanging. He had served twenty years in 
the Royal Artillery, rising to the rank of sergeant. Discharged with an exemplary 
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character and a service pension. He had since worked as a civilian fitter in an 
R.A.S.C. depot, and was so working at the time of the crime. One morning after 
breakfast he went into the canteen with a piece of iron shaped like a chopper and 
attacked a workmate. The victim received terrible injuries; one arm was nearly 
cut off, as was also a hand, and his nose was completely hacked off. After the 
attack the prisoner bashed his head against a pillar. Examination showed that 
his wife had died some time before, and he had become depressed, and thought 
that the victim had killed his wife. Actually she had died of tuberculosis. He 
was very deluded and depressed, and intended committing suicide that morning 
by throwing himself under a train. He had previously written a long account 
of his delusions in an exercise book. After the crime and after bashing his head 
against the pillar, he said, ‘‘I think I have done that s in; that 
killed my wife. I have got it all down here”. At the hospital he tried to cut 
his throat. Repeated examination showed him to be still depressed and suicidal, 
and to have no memory of the crime. From his manner and from the history of 
the case, and the fact that there appeared to be no reason for deception, I believed 
him. This was a case of repression, for he said what he had done, and gave a 
reason, not only after the crime, but after inflicting injuries on himself. 


Organic reaction types.——These are, in the main, mental diseases and dis- 
orders arising from toxins, both exogenous and endogenous, of which alcohol 
is the most important as far as disorder of memory is concerned. Of less 
importance are syphilis, Huntington's chorea, hypothyroidism, opium, cocaine 
and other drug addictions, etc. In these conditions the general effects on 
memory are variation in level of attention, impaired retention and reproduction, 
leading to final deterioration. 

Alcoholism.—The estimation of the disorder or defect of memory resulting 
from alcoholism may be a difficult matter, and sometimes impossible. For 
not only does it depend upon the quantity and kind taken, but also on the 
susceptibility of the individual. In most cases this is an unknown factor. 
The drinker is always modest in his estimates as to the quantity consumed, 
and the chronic alcoholic is never reliable. In some cases the effects of the 
alcohol have worn off by the time the individual is received into prison. 
Increased susceptibility is synonymous with pathological drunkenness, but 
I would advise extreme caution in making such a diagnosis without knowing 
all the facts of the case, and being on very sure ground. 

When alcohol is associated with other conditions, such as head injuries, 
mental disease or defect, epilepsy, or psychopathic states, then the estimation 
of memory defect is even more uncertain. In Hopwood and Snell’s (5) cases 
of amnesia there is a definite history of chronic alcoholism in 38%, a suspected 
history in more, and in only three cases was there a history of teetotalism. 
Although chronic alcoholism is responsible for much certifiable insanity, yet 
the acute condition provides more examples in which memory is affected. 

I have mentioned previously Korsakov’s psychosis as a sequel to chronic 
alcoholism, in which memory may be perverted as to time. Although, as a 
rule, the defect of memory is proportionate to the degree of drunkenness, it 
is not always so. Ordinary drunkenness may produce complete amnesia, 
or may be associated with automatic action, comparable to that of the epileptic. 
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In delirium tremens memory is always confused, but not necessarily absent. 
Patients can usually recollect their hallucinations. In manta a potu and 
alcoholic automatism the amnesia is usually complete. 

The following case is an example: 


S. F—, a male, æt. 53. Charged with setting fire to a dwelling-house (in fact 
the room he occupied as a lodger). His father had been a heavy drinker, and in 
consequence of this the home had been broken up, and the accused left it when he 
was 18. There was nothing in his family or personal history. He had had 
occasional bouts of drinking from loneliness and depression, having nothing to do 
in the evenings. He had been in the Royal Navy for six years. His present work 
was a motor driver, and he had been doing this for seven years. He was not 
allowed to drink at work, and was often on duty for days and nights, so might 
have little or no drink for long periods. As to the charge, he had delivered a car 
about mid-day, then went to a public-house and started drinking. He had several 
whiskies before dinner, and one or two afterwards. Later he amused himself by 
playing the piano; he remembered doing this and named the tunes he played. 
He subsequently lost his memory until finding himself in a padded room in a 
hospital, with blood all over him. He had no idea what had happened in the 
meantime, but it seems that he went back to his lodgings and burnt some important 
letters, the burning paper set fire to the waste-paper basket, and the flames spread 
to the curtains. When the police came he was extremely violent, and he had to 
be hit on the head with a truncheon to get him away. He had no memory of 
burning the papers, which he did not want to lose, or of any struggle, or being 
hit on the head. He had no grudge against his landlady ; on the contrary he was 
good friends with all the family. He was friendly with the police, and had not 
come into contact with them before. His landlady gave him a good character. 
I considered his amnesia genuine, and that he had been so drunk as to be incap- 
able of forming an intent. 


Alcohol and attempted suicide.—East (6), in a paper on 1,000 cases of 
attempted suicide, gives figures showing that 391 were alcoholic, and of these 
I4I were with unconscious impulse and in 171 memory was retained. He 
states that when alcohol is acting alone it is more commonly amnesic, but when 
it is associated with other conditions the reverse holds good in even greater 
proportion. Since that paper was written conditions have changed greatly, 
the restrictions as to consumption and the strength of alcohol, the fact that an 
attempted suicide may be dealt with summarily, and the altered social con- 
ditions generally, have all been instrumental in reducing the numbers of such 
cases received into prison. I understand that in pre-war days such receptions 
averaged about 300 a year in Brixton; to-day the average is about 50, and 
alcohol does not play the prominent part as a cause that it did. In pre-war 
days delirium tremens was common. There has been one case in Brixton in 
the last two years. 

Although the medical profession is satisfied as to the existence of states of 
complete amnesia from alcohol, it must be remembered that the law will not 
accept drunkenness as a defence of insanity ; the limit to which law will go 
is to accept drunkennes of such degree as to prevent the accused from forming 
the specific intent relative to the crime. 
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So far I have considered alcoholism alone, but perhaps of more frequency 
are those cases of alcohol combined with some other abnormal state, e.g., 
mental disease or defect, head injuries, epilepsy, psychopathic states, etc. 
Such cases present great difficulty in the estimation of the memory defect. 
In general it may be said that the underlying abnormal states cause a greater 
intolerance of alcohol, and in many cases alcohol exaggerates the condition 
from which the patient already suffers. Especially is this so in cases of 
depression, when the post-alcoholic depression is superadded. It is in such 
states that attempts at suicide are to be expected. Old head injuries of 
themselves I have found to have little or no effect on memory, but with alcohol, 
excitability and confusion of memory frequently follow. 

Finally. there is alcoholic dementia, which for present purposes can be 
compared with the senile and secondary dementias. They all result from 
degeneration, and in general show the same characteristic, i.e., gradual and 
progressive failure of memory, and differing only in the character of the offences 
and physical signs. It is said that the loss of recent memory is more pronounced 
in the alcoholic—the so-called “ instantaneous amnesia ”’. 

Epilepsy.—Of all the diseases associated with amnesia, epilepsy is the most 
perplexing and controversial. Our knowledge of it seems to be little further 
advanced than it was fifty years ago. In criminal cases most help is to be 
obtained from those medical officers of prisons and of Broadmoor who have 
published their experiences on the matter. 

That epilepsy is popular with the lawyers is due to the fact that, unlike 
other mental states, the only direct evidence needed is that of the crime. 
The rest of the defence can be filled in from theory. From what one hears in 
the courts one would think that epileptic crime, especially in the form of the 
equivalent, is quite common. It is extremely rare, and East, Sullivan (7), 
Hopwood and Snell all confirm this. 

Epileptic equivalent cannot be diagnosed in the absence of any history of 
previous attacks, and I doubt whether psychic epilepsy, in the absence of 
any other epileptic phenomena, exists. According to Sullivan all epileptics 
are abnormal between the attacks. This seems to be true of the reported 
epileptics who have committed crimes, but we have all seen epileptics who 
show no abnormality in the intervals between the fits. In all Sullivan’s (7) 
and East’s cases there is a definite history of epilepsy. 

In the courts automatism is the condition usually alleged, for the simple 
reason that in most cases there has been no evidence of a fit in immediate 
relation to the crime, and perhaps no evidence of epilepsy at any time. As to 
previous losses of memory, some of them, although apparently true, sometimes 
supported by evidence from the police, were later proved to have been false, 
and to have followed such incidents as stealing from parents or employers. 

It is, I think, generally agreed that epileptics may commit acts of violence 
in such a state of disordered consciousness, not unconsciousness, that there is 
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no subsequent memory of the crime, not only immediately, but for all time. 
Recently at a trial epileptic unconsciousness and amnesia were spoken of as 
being the same condition ; of course this is not so. Unconsciousness, being 
a complete cessation of mental function, must include amnesia, but amnesia 
does not imply unconsciousness. For all we know an epileptic may be quite 
conscious of what he is doing and know it is wrong; all we are certain of is 
that there is no subsequent memory. What are the views in this matter of 
amnesia in epilepsy? As a student I was taught that epileptic furor was 
followed by complete amnesia, but this does not seem to be universally held. 
As far back as Igor John Baker (8) said, “ The retention of consciousness and 
even of memory is perhaps most frequently seen in those cases in which there 
exists a pre-epileptic condition of suspicion or smouldering hatred fanned into 
the highest intensity in the post-epileptic stage. The degrees of the possession 
of the delusional thought prior to the fit, and the purpose accompanying the 
delusions, are such as not to efface from the memory of the epileptic the acts 
which he has unwittingly accomplished under the irresistible thraldom of the 
attack. Consciousness and memory are, therefore, not inconsistent with 
epileptic furor.” East, in 1926 (9), mentions a patient who had post-epileptic 
furor who had quite a detailed recollection of what had happened, and later 
expresses the opinion that any epileptic crime in a state of complete amnesia 
is rare. 

According to Muskens (10), in all the conditions of epileptic psychical 
disturbances, from the simple petit mal to stupor and mania, the characteristic 
amnesia exists. He adds an historical note that this was recognized by the 
early Roman physicians. As to automatism and the equivalents, as far as 
I can find out, all are agreed that the amnesia is complete. 

Illustrative case of epileptic furor : 


F. R. L—, æt. 32, male. He was a patient in a mental hospital, and was 
charged with attacking another patient. He had suffered from major epilepsy 
from an early age, and had been an inmate of a mental hospital for the past eight 
years. In Brixton he showed the suspicion, resentment and aggression typical 
of the epileptic. He was also demented, and could give no coherent account of 
himself or his history. His ideas were persecutory. At the mental hospital he 
had stated his intention of murdering someone, either a patient or one of the staff, 
and had actually made three attacks on different patients. One day whilst at 
Brixton he was sullen, and refused to get up from a chair. On being told more 
emphatically, he rushed at another prisoner to strike him, but before he reached 
him fell to the ground in a typical major fit. In the crime which formed his 
charge, he had hit another patient on the head with a chamber and knocked him 
out. He then jumped on his face, and bit his thigh. He had no memory of 
doing this, and it seems that after this attack he had a fit. He was sent to 
Broadmoor. 


Although text-books describe major and minor attacks, there are inter- 
mediate forms, as in the following case: A business man, zt. about 50, served in 
the war, of which his epilepsy was a sequel. The seizures were suggestive of the 
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major type, with automatism. They were fairly frequent, one or two a week. 
They came on at any time without warning. There was no aura. I have seen 
him in an attack when playing cards. He would be sitting quietly, and without 
any warning would stare in front of him, obviously oblivious to all his surround- 
ings ; the cards would fall from his hands, and his pipe from his mouth. This 
state would last a few seconds: he would then move his hands in a circular 
motion round each other, and at the same time his facial muscles, especially 
those around the mouth, would work. It would all pass off in a minute 
or two, and he would slowly and quietly look for his pipe and cards. This 
sequence of events happened several times in my presence. On another 
occasion he had an attack whilst standing up, his facial muscles worked, and 
his feet kicked against the skirting board, but there was no movement of the 
hands, and he did not fall. He is quite aware of his disability. He has no 
memory of what happens in these attacks. They supported Mercier’s (11) 
opinion to this extent, that automatic action was present each time, and that 
- it was nearly, if not always, of the same character ; it did not appear to be a 
caricature of some normal act. 

Probably of more frequent incidence are those cases of genuine epilepsy, 
not amnesic, but associated with excitement and violence, and committed in a 
more or less confused state, and certainly under abnormal emotional stress. 
These cases provide instances of epileptic insanity in which responsibility 
can only be judged from the ordinary standpoint, viz., character of the crime, 
absence or insufficiency of motive, the accused’s condition at the time, and his 
past history. 

Positive diagnosis of epilepsy can only be made from actual observation 
of an attack; otherwise diagnosis can be only conjectural. That evidence 
of epilepsy can be misleading, and wilfully so, is shown in the case which 
came before me recently of a man who had twice been in prison before 
for stealing a motor cycle and car respectively. On both occasions he 
alleged amnesia for the crime. His accounts sounded genuine, and appeared 
to be supported by the official army records, showing that he had a fit in 1916, 
and loss of memory each summer from 1920 to 1925. Also there were certifi- 
cates from two medical practitioners to the effect that they had treated him 
for some time past for epileptic automatism, and the police said he had been 
missing on fifteen occasions in the past two years. His amnesias for his crimes 
were considered genuine. Nothing was heard of him for eight years—that is, 
until July, 1935—-when he was received on a charge of wife desertion. In the 
meantime he had been in a Ministry of Pensions Hospital, and had escaped 
after six months. He had worked in hotels also. This time he alleged amnesia 
for six months, from January to July. His wife was interviewed, and was 
very anxious to impress me with the genuineness of her husband’s losses of 
memory. I was unable to accept the amnesia as being genuine, and told the 
prisoner so. Finally he agreed that he had been malingering, and thanked me 
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for exposing his deceit. It will be seen that in this case there was a good deal 
of evidence to support a history of genuine amnesia, including that from official 
records, and also from the man’s own wife. As to the latter, I was quite 
satisfied that there had been collusion. It was probably an attempt to regain 
a pension which had been stopped. | 

Schizophrenta.—Schizophrenic states in criminals seldom appear to cause 
any obvious defect of memory. The majority can and do give details of their 
crimes, though fewer can give a reason for them. Even in states of muteness 
it will subsequently be found that there is quite a good memory for events 
during the mute period. The simple primary dement, however, may show 
defective memory comparable to the oligophrenic—conditions between which it 
is at times difficult to distinguish. Similarly confusional states differ in no way 
from those due to other causes. Sullivan reminds us that confusional states 
may be ushered in by seizures comparable to epilepsy and may be interpreted 
as such. Recently we had a case showing such a seizure, but the evidence of a 
schizophrenic state was too strong for the diagnosis to be missed. 

Repression.—This mental mechanism is most frequently met with in cases 
of serious crime. 

The extent of the amnesia from repression varies; it may cover the crime 
only, but more frequently it extends to periods before and since that experience. 
When this is so the amnesia after the crime may be considerably extended. 
After self-inflicted injuries, such as a ‘cut throat, a retrograde amnesia may 
result. Amnesia from repression has not the medico-legal importance com- 
parable with other amnesias, for it does not relate to the accused’s state of 
mind at the time of the crime. This is shown in the following case : 


J. C. T—, male, æt. 39. Charged with cutting the throat of his child and 
afterwards his own. On reception he said he did not remember cutting his own 
throat, and that he did not cut his child’s throat. His history showed a certain 
amount of depression following unemployment. The depositions revealed a 
statement from the accused showing that at the time of the crime he knew what 
he had done, and regretted it. Repeated examinations showed amnesia from 
repression, and retrograde expansion to cover the first crime. 


Dissociatton.—Of all the states producing amnesia, dissociation provides 
the most interesting examples in fugues, double and multiple personalities, 
etc. As to extraneous causes of dissociation, it has been said that a sudden 
and strong emotional shock may produce immediate and complete dissociation. , 

The following case of a fugue has been referred to in another place, but is 
of sufficient interest and pertinence to be related again : 


It was a case of a man who was charged with being in possession of a ring, 
which he was reasonably suspected of having stolen. He was picked up late at 
night in the country, and when brought to Brixton was unable to give his name or 
any account of himself. When received he had no idea of his identity, but had a 
faint idea that he came from Cardiff. Nothing could be got out of him for two 
days. On the third day he was reading a newspaper in the ward when a paragraph 
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concerning the movements of a ship attracted his attention. This paragraph stated 
that owing to rough weather the ship “ ” had had to put back to port, and 
further stated that the ‘‘ —— ” was the ship from which the captain had been 
missing for some time, and that there was still no news of his whereabouts. Our 
patient at once exclaimed that this was his ship and that he was the missing 
captain. He was interviewed, and was able to complete his story. During the 
last two months of the ship's voyage sickness and storms had given him great 
anxiety, he had been more or less continuously on duty, and the ship’s officers 
had even had to work as ordinary seamen. He remembered docking his ship 
early one morning, and going ashore to telephone to his wife that he was coming 
home. The next thing he could remember was being on the Embankment, with a 
policeman’s lamp shining in his face. Between these two events there was an 
interval of four days of which he had no memory. He had but little money in 
his pocket, and after walking around London started to walk home. Beyond this 
suspense and worry there was no history of any abnormal state. He was identified 
by photographs, and the ring (which formed the charge of suspicion) was found to 
be his own and bore his initials. This case shows the complete absence of motive, 
no criminal conduct while in the dissociated state, and the clear-cut beginning and 
termination of the amnesia. 


In considering the genuineness or otherwise of an alleged amnesia, the 
known facts concerning the crime with the history of the accused must be 
balanced against the clinical findings. In this way only can truth be 
determined. 
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THE HAEMATOLOGY OF CONVULSIONS. 


By ARTHUR GUIRDHAM, D.M.Oxon., D.P.M.., 
Medical Superintendent, Bailbrook House, Bath. 


THe theme of this essay is not new. It is humbly suggested that the method 
involved in it, while not original, is not usual. We have employed no original 
technique and formulated no new doctrine. We claim to have approached the 
subject in the appropriate, inevitably laborious fashion. 

The tendency of modern medicine is towards group research, an inevitable 
sequel of the transference of its spiritual home from the temple of A¢sculapius 
to the medical counterpart of the Woolworth Building. Group research is 
an admirable technique when applied to unchangeable norms. It must 
inevitably attain considerable employment at present, since our knowledge 
of the individual variations composed by personality is so meagre. One must 
insist, however, that in epilepsy it is misapplied. Whatever the reaction 
investigated, it is easy to find innumerable examples of a group of 50, or 100, 
epileptic beings, submitted to some particular test, on some particular occasion, 
and either recovering from, anticipating, or actually in the throes of con- 
vulsions. These are the most salient features of epilepsy. There is a multi- 
plicity of precipitating factors. This must inevitably be so, since the best 
opinion avers that epilepsy is less a disease than a response on a lower teleo- 
logical plane. We are therefore dealing not with a fixed condition, but 
with vastly varying personality types, with the incidence of convulsions as 
possibly their only common principal characteristic. It may even be that 
blood changes previously described in epilepsy are due less to some fixed 
pathological tendency on the part of the individual concerned than to the 
transient cumulative dyscrasia which manifests itself in the convulsion. It is 
for this reason that our title has been so circumspectly chosen. 

Besides the general principles outlined above, epileptics are particularly 
unsuited to group research for other reasons. The multiple causation indicates 
the great variability of epileptic types. Epilepsy may or may not be asso- 
ciated with considerable biological abnormalities of structure and function. 
Most important of all, the great variation in the incidence of convulsions is a 
bar to efficient sub-grouping. An epileptic, in his convulsive phenomena, may 
present an almost mechanical precision, but where such a state of affairs 
exists, the subject is a law to himself and it may be impossible, for comparative 
purposes, to find his counterpart. 
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We therefore confined ourselves to a small group of subjects and studied 
their hematological findings from day to day. We thought it wiser not to 
limit our procuring of the samples of blood to any particular time of the day, 
our subjects not being such as presented any considerable regularity in the 
production of their convulsions, besides which it was advisable, where possible, 
to take samples as near to the time of the fit as could be managed. Further- 
more, over a long period of time, the taking of samples day by day, but at 
irregular times, is much more likely to provide us with information as to the 
blood changes concomitant with the occurrence of convulsions, when these 
occur at irregular and, as was the case in the patients here considered, 
unpredictable intervals. 

Most important of all, in inducing us to concentrate our efforts from day to 
day, on a limited number of patients, is the fact that the most scientific of 
the recent researches performed on the cell-contents of the blood indicate 
how fluctuating, in the same person at different times of the day, are the 
numbers of the blood cellular elements. We are referring in particular to the 
work of Sabin and Cunningham in America, and that of Bernard Shaw in 
England. The latter’s article establishes the prevalence of daily mass 
fluctuations in the leucocyte count. This being so in normal individuals, it 
is of special importance in epileptics in whom it is recognized that, whatever 
their nature, considerable changes in the hematological indices do occur in 
relation to the seizures. It is therefore essential that this should be allowed 
for in assessing variation in epileptics, and that its presence be particularly 
sought for. Furthermore, we consider that the methods of Shaw are, wholly 
apart from any practical result he may have obtained, a model of what 
hematological research should be. 


LITERATURE. 


We do not propose to deal at any great length with the literature on the 
subject of the blood changes in epilepsy. The very variability of the results 
obtained precludes this, though the statement that the seizure was preceded 
by a leucopenia and followed by a leucocytosis has been considered so much 
in the nature of a classical observation as actually to have been employed 
in the argument that the epileptic disturbance is an anaphylactic problem. 
Possibly so much discrepancy in the voluminous literature has resulted from 
the very misconceptions we have hinted at in the last section. At the cost of 
making this essay fatiguing by too constant reiteration, it must be emphasized 
that we are trying to seek some change in the blood concomitant with the 
incidence of convulsions, and that where these latter are precipitated by such 
a divergence of causes it is to be expected that the effects will likewise vary. 
We therefore propose to outline the hematological biography of a few epileptics 
from day to day. We are prepared to find no constancy in the results, but 


1936. ] BY ARTHUR GUIRDHAM, D.M. 373 


we hope to show that there are undoubted effects of convulsions reflected 
in the blood-counts of the individual, and endeavour to outline their nature. 
As for the obtaining of results which will be axiomatic for epilepsy as a whole, 
it seems to us that the very expectation of common denominations in such 
a condition may be unscientific, seeing that epilepsy is not a disease, but 
an innate hinterland of personality which may or may not achieve the 
foreground conspicuousness of disease. 

Patterson and Weingrow comment on the variability of the leucocyte 
count, indicating a leucocytosis in most cases, for which the lymphocytes 
were mostly responsible. They found no relation between the leucocytosis 
and the convulsion. Their research has the defects of the group system. 
Kroumbmiller said the convulsion was associated with a leucocytosis which 
reached its maximum an hour after the attack, and that a few hours afterwards 
the eosinophil count increased. Pugh conducted an investigation of the blood 
changes in epilepsy, involving several factors. Unfortunately the excellent 
regime of day to day counts which he employed in estimating the alkalinity 
of the blood was not maintained in dealing with the leucocyte count. His 
general conclusions suggest that in the majority of cases a drop in the leucocyte 
count precedes the paroxysm, and that afterwards there is a leucocytosis, the 
greatest factor involved being the lymphocytes. He, too, postulates a delayed 
eosinophilia. Ostmann concurs with these views. Onuf and Lograsso con- 
ducted an excellent regime of daily counts on two epileptics. The most 
definite result was the variability in the leucocyte count. As to its relation 
to the paroxysms, opposite results were obtained in both cases. An interesting 
fact is that, though this investigation occurred as far back as 1906, something 
in the nature of an afternoon tide of leucocytes was observed, thereby ante- 
dating Sabin and Cunningham’s work by some years. Spangler points out 
the great variability in the white cell-count when the attacks are occurring. 
Wuth regards a leucocytosis and an eosinopenia as the commonest findings 
associated with convulsions, but says that they are not always uniform in 
the same or different individuals, and that they are not specific for the con- 
vulsive reaction, being inducible by physical exertion. A valuable feature of 
Wuth’s paper is his classification of results obtained by different authors 
for the periods before, during and after fits. The general inference is that 
white-cell elements increase with, and following the fit. Their exact nature 
is not clearly specified. 

Most investigators are concerned merely with blood changes in association 
with fits, but do not clearly distinguish between the periods, before, during 
and after fits. The most general conclusion to be derived is that there is a 
leucocytosis in relation to the fit. This statement seems remarkably bald. 
Anything more specific would seem unscientific. | 

In the past less attention has been paid to the erythrocytes than to the 
white-cell elements. Macphail, Smyth, Pearce and Boston and South point 
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out a tendency to lowering of the hemoglobin percentage, while Féré described 
an increase in the red cells in seizures, an increase with which the hemoglobin 
did not keep pace. Ostmann found an increase in red cells during fits. 

It is unfortunate that the red-cell and hæmoglobin counts have not 
attracted more attention. This is strange in view of the widely extant 
opinion that there is a direct connection between deficient oxygenation, 
such as might accrue from a deficiency of red-cell elements, and convulsive 
phenomena, of which the production of fits by hyperpneea is only one example. 


MATERIAL OF THE THESIS. 


Ten cases were chosen. These included two non-epileptic controls. In 
some cases a complete blood-count, comprising the number of red-cells, the 
hæmoglobin content, the number of white cells, and a differential white count 
was performed. The white count involved the assesment of the polymorphs, 
lymphocytes, eosinophils, large mononuclears and mast cells. In other cases 
the elements calculated were somewhat different. These factors are outlined 
in Table I. 


TABLE I. 
| l 
Number 
Subject Period of of Fits. ap Hæmo- Bi | Poly- |Lympho-| Eosino-! Mono- Mast 
research. an count aa | cont. morphs.| cytes. | phils. ER cells. 
| 
Cont. 1 39 days 30 si | No No Yes | Yes Yes Yes ead Yes i‘ 
” 2 oe 28 ee | ” ” ” | ” ” ” ” » 
No. 3 21 days 4 14 | Yes | Yes ü ” n ” ” a 
» 4 64 ” 17 67 | ” ” ” ” ” ” ” ” 
» 5 24 ” 8 13 ” ” ” | ” ” ” | a) ” 
»» 6 23 ” 15 12 ” ” ” ” ” ay ” ” 
» 7 60 ” 48 12 ” ” a9 99 ” ” ” 
1? 8 38 39 32 5 No No No 9 zd 39 oD 99 
99 9 50 » 36 3 ?? i oo | Ad 99 9 »” >”, LAJ 
D? 10 27 ”” 27 28 3? yo? | Yes x” 29 99 LAJ 9 
TECHNIQUE. 


Red cells.—Leitz hæmocytometer pipettes, with an error guaranteed not 
more than 2:5% , were used in conjunction with a Thoma-Hawksley counting 
chamber. The patient’s blood was diluted r in 200 with Hayem’s fluid and 
two counts of 100 squares were made, the chamber being freshly charged for 
each count, the maximum error allowed for these counts was 3%, that is, 
if either count varied by more than 3% a third or fourth preparation was made 
until two counts were found to be within the prescribed error. 

Hemoglobin.—Estimated by the colorimetric method, using Newcomer’s 
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standard disc. For conversion into %, 15-6 grm. were taken as equivalent 
to 100%. 

White cells—Leitz pipettes, with an error of not more than 2-5%, were 
used, and the patient’s blood diluted r in 20 with 5% acetic acid coloured 
with gentian violet. A single count of 160 small squares was made in a Fuchs- 
Rosenthal counting chamber. 

Differential count.—-Smears for the differential count were made on cover- 
glasses, and stained by Leishman’s method ; 200 cells were counted, I00 on 
each cover-glass. 

(For details of technique see “Alleged Hemoclasia in the Insane ”, by Dr. 
T. D. Power and A. W. Pettit, Journ. Ment. Sci., January, 1932.) 


RESULTS. 


The interpretation of the results obtained is a matter of very great difficulty. 
A study of the charts appended will convince one that there is a definite 
hemocytic variation with the incidence of the convulsions. It is not, however, 
uniform in tendency in all cases, which seems to indicate, at the outset, the 
truth of our early contention, that there are characteristic pathological varia- 
tion for epileptics, but not for epilepsy. We tried to construct graphs secondary 
to those printed here, in which we might derive average blood variations as 
occurring at average periods from the time of the convulsions, but it seemed 
illogical and unscientific where so much variation in individual cases was 
obvious at first sight, to calculate average values where these might have no 
strict justification. We could find no more satisfactory method than the 
laborious interpretation of each chart in turn, but before embarking on this it 
is as well to point out that there are certain unescapable general conclusions 
that can be drawn from a mathematical summary of each graph. 

We will now proceed to the interpretation of each of the charts in turn. 


Chart 1: E. G— (Control). 


Period 39 days ; blood-counts 30. 

White cells oscillate between 5,000 and 8,000, the greatest variation being 
a drop from 8,000 to 6,000. 

Polymorphs oscillate between 54% and 63%, the greatest variation between 
two counts being 8%, from 63% to 55%. The average is 58:2%. 

Lymphocytes oscillate between 31% and 42%, the greatest variation between 
two counts being 7%, from 32:5% to 39:5%. The average is 37:5%. 

Eosinophils are present throughout. They vary between 0:5% and 3:5%. 
The average is 1-71%. 

Large mononuclears are present on all but one occasion. They vary between 
0:5% and 4%. The average is 2:27%. 


376 THE HÆMATOLOGY OF CONVULSIONS, [July, 


Mast cells are present on 14 occasions. They vary between 0:5°% and 1%, 
the average being 0:75% . 

The graph cannot give evidence of an a.m. and p.m. tide. Yet even though 
the counts were all taken in the early morning there is a considerable variation. 
The count is high on the 6th, oth, 14th, 17th and 22nd days. There seems 
to be a 3- or 4-day periodicity in these elevations. In between these high- 
count periods the number of leucocytes seems to rise more or less evenly. 
The highest rise is from the 4th to the 6th day, being 2,200. 

The polymorphs fluctuate about the 60% level. The variability of the 
lymphocytes is greater. The elements of smaller incidence, mast cells, large 
mononuclears and eosinophils, show variations more appreciable than would 
appear at first in view of their usual small incidence. 


Chart 2: J. G— (Control). 


Period 35 days; blood-counts 28. 

White cells oscillate between 4,900 and 8,120. The greatest variation 
between two counts is a rise from 5,000 to 8,000. 

Polymorphs oscillate between 55:5% and 74%. The greatest variation 
between two counts is 17%, being a rise from 55:5% to 72:5°>. The average 
is 65:5%. 

Lymphocytes oscillate between 23% and 38%. The greatest variation 
between two counts is 14:5%, being a fall from 38% to 23:5%. The average 
is 30:°6%. 

Eosinophils are present on 25 occasions. They vary between 1°% and 
5:5% . The average is 2:1°%. 

Large mononuclears are present throughout. They vary between 1°, and 
3°5%. The average is 2:1%. 

Mast cells are present on 21 occasions. They vary between 0:594 and 2°,. 
The average is 0:895. 

The white cells show a greater variability than in Case 1. The five highest 
counts recorded in the series occurred in the afternoon. There is a tendency 
for the lower counts to be those taken in the morning. Again the lymphocytes 
seem the most varying factor, their range of oscillation being 15°% as compared 
with 18:6% for the leucocytes, which is more considerable seeing how much 
smaller a proportion of the total white cell count the lymphocytes normally 


supply. 


Chart 3: F. S—. 


Period 21 days; blood-count 4; fits 14. 
Red cells oscillate between 4,900,000 and 5,300,000. 
White cells oscillate between 9,000 and 13,300. 
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Polymorhps oscillate between 62% and 73:5%. The average is 72°. 
The greatest variation between two counts occurs during a fit, being a decrease 
of 9%. 

Lymphocytes oscillate between 20°% and 32:5°%. The average is 23:2%. 
The greatest variation, 95°, during fit. 

Eosinophils oscillate between 1% and 4:5%. The average is 2:1°4. They 
are present on each occasion. : 

Large mononuclears are present throughout. They oscillate between 2% 
and 5:5%. The average is 4%. 

Mast cells are present on two occasions, 0:5% on each occasion. 

During fit: Maximum white cells, maximum lymphocytes, minimum 
polymorphs. 

A study of the chart will show that the more closely the time of collection 
approximates to a fit the higher is the leucocytic count. 

Where the blood was collected five minutes after a fit (see right extremity 
of Chart 3) the polymorphs exhibited unmistakably their lowest, and the 
lymphocytes their highest value. 

The data pertaining to the other white cells are inadequate for scientific 
deduction. 

The interesting feature of this chart is the close correlation of the total 
red cell and hemoglobin curves. The second count, taken at II.Io, i.e., 2 
hours before seizure at 13.5, shows a rising value in each of these factors. 
The count taken immediately subsequent to a fit shows the lowest recorded 
figure for each. 


Chart 4: W. B—. 

Period 64 days; blood-counts 17; fits 67. 

Red cells oscillate between 3,500,000 and 4,550,000. 

White cells oscillate between 9,700 and 19,000. 

Polymorphs oscillate between 70:5% and 85%. The greatest variation 
between two counts is 10% from 85% to 75%. The average is 77%. 

Lymphocytes oscillate between 11:5 and 24%. The greatest variation is 
8%, from 24°% to 16%. The average is 15:8%. 

Eosinophils are present throughout. They oscillate between 0'5% and 
5%. The average is 1°78%. 

Large mononuclears are present on all but one occasion. They oscillate 
between 2°% and 10%. The average is 4:92%. 

Mast cells are present on 6 occasions only. The average is 9:75°%. 

This case considered in relation to that preceeding well illustrates the futility 
of attempting to derive any comparative standard common to all the cases, by 
working out average counts at average times before and after fits. A given 
interval before or after fits must obviously, because of their very number, 
have a different significance in this case than in the preceeding one. Indeed, 
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in the case of the total white cells, it cannot be found that there is any 
relationship between the blood-count and the occurrence of any particular 
convulsion, when the whole group is being considered. 

A study of the curve for the whole period reveals that, during the time 
when the convulsions are of the greatest incidence, in the middle portion of 
the graph, there is a tendency for the total white cell-count to be at its lowest. 
On the other hand, the first count taken was coincident with a fit and showed 
the figure 16,400, and the last count, some two hours odd before a couple of 
fits, shows a count of 15,900. 

The variations in the white cell elements are irregular, though an increase 
in the white cell-count in connection with the convulsions, seems most dependent 
onthelymphocytes. It is of interest that the highest eosinophilia recorded was 
on a day free from fits, following a convulsion at 10.25 the previous evening. 

During a three days’ remission following the period of maximal fit-incidence, 
the total red blood-count shows the sudden considerable drop of 2,000,000. 
During the few days previous to this depression the hemoglobin curve steadily 
rose. The hæmoglobin percentage is lowest in the centre of the chart, i.e., 
corresponding with the maximum fit-incidence. 


Chart 5: J. H—. 


Period 24 days ; blood-counts 8 ; fits 13. 

Red cells oscillate between 4,500,000 and 5,800,000. 

White cells oscillate between 6,000 and 17,500, the greatest variation being 
a rise of 7,000, from 10,500 and 17,500. This occurred at 9 a.m. the previous 
fit being at 5 p.m. on the evening of the day before. 

Polymorphs oscillate between 55:5 and 78%, the greatest variation between 
two counts being 12%, from 67:5% to 55:5%. This latter was present one 
hour before a fit. The average is 71-5%. 

Lymphocytes oscillate between 16:5% and 39%, the greatest variation 
between two counts being a rise of 13%, from 26% to 39%. The average is 
22°8%%. | 

Eosinophils are present throughout. The average is 13:1%. 

Large mononuclears are present throughout. The average is 4:1%. 

Mast cells are present on one occasion only, 0:5%. 

This case is interesting because the maximal and minimal white-cell values 
both occurred on a day on which there were no convulsions. 

The first count, taken fifteen minutes after a fit, is 11,500. This is the most 
proximal count obtained. Of more significance, perhaps, is the fact that the 
period of highest fit-incidence, on the first to the third days, is associated with 
a low white count. There is, then, a rising white count, extending to the 
seventh day. On the 18th day of the experiment, at 12 noon, there is an elevated 
count of 14,000, following a fit at 4.15 the previous evening. The maximum 
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in the case of the total white cells, it cannot be found that there is any 
relationship between the blood-count and the occurrence of any particular 
convulsion, when the whole group 1s being considered. 

A study of the curve for the whole period reveals that, during the time 
when the convulsions are of the greatest incidence, in the middle portion of 
the graph, there is a tendency for the total white cell-count to be at its lowest. 
On the other hand, the first count taken was coincident with a fit and showed 
the figure 16,400, and the last count, some two hours odd before a couple of 
fits, shows a count of 15,900. 

The variations in the white cell elements are irregular, though an increase 
in the white cell-count in connection with the convulsions, seems most dependent 
onthelymphocytes. It is of interest that the highest eosinophilia recorded was 
on a day free from fits, following a convulsion at 10.25 the previous evening. 

During a three days’ remission following the period of maximal fit-incidence, 
the total red blood-count shows the sudden considerable drop of 2,000,000. 
During the few days previous to this depression the hemoglobin curve steadily 
rose. The hemoglobin percentage is lowest in the centre of the chart, i.e., 
corresponding with the maximum fit-incidence. 


Chart 5: J. H—. 


Period 24 days; blood-counts 8 ; fits 13. 

Red cells oscillate between 4,500,000 and 5,800,000. 

White cells oscillate between 6,000 and 17,500, the greatest variation being 
a rise of 7,000, from 10,500 and 17,500. This occurred at 9 a.m. the previous 
fit being at 5 p.m. on the evening of the day before. 

Polymorphs oscillate between 55:5 and 78%, the greatest variation between 
two counts being 12%, from 67:5% to 55:5%. This latter was present one 
hour before a fit. The average is 71°5%. 

Lymphocytes oscillate between 16:5% and 39%, the greatest variation 
between two counts being a rise of 13%, from 26% to 39%. The average is 
228%. 7 

Eosinophils are present throughout. The average is 13-1% . 

Large mononuclears are present throughout. The average is 4-1%. 

Mast cells are present on one occasion only, 0-5%. 

This case is interesting because the maximal and minimal white-cell values 
both occurred on a day on which there were no convulsions. 

The first count, taken fifteen minutes after a fit, is 11,500. This is the most 
proximal count obtained. Of more significance, perhaps, is the fact that the 
period of highest fit-incidence, on the first to the third days, is associated with 
a low white count. There is, then, a rising white count, extending to the 
seventh day. On the 18th day of the experiment, at 12 noon, there 1s an elevated 
count of 14,000, following a fit at 4.15 the previous evening. The maximum 
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variation in the leucocytes is a rise from the 22nd to the 23rd day, following a 
fit on the former evening. The indications here are that there is a leucocytosis 
following seizures. . 

This leucocytosis is due mainly to the lymphocytes. The less common 
white cell elements reveal no indubitable finding. 

On the whole the excursions of the red cells and the hemoglobin are generallv 
similar. The highest elevations of each occur six and a half hours before a fit. 
The next highest excursion of each occur on days when there are no fits. 
The variations of the hemoglobin percentage are more considerable than those 
of the red cells. 


Chart 6: L. C—. 


Period 23 days; blood-counts 15 ; fits 12. 

Red cells oscillate between 3,700,000 and 4,700,000. 

White cells oscillate between 4,400 and 12,500, the greatest variation being 
a rise of 6,000 from 6,500 to 12,500. The patient had a fit between these counts 
being made. The 12,500 count was collected ten hours after the fit. 

Polymorphs oscillate between 58:5% and 75:5%, the greatest variation 
between two counts being a drop of 13%, from 75:5% to 62:5%. The first 
count was collected at 14.20 and the second twenty hours later. During this 
period the patient had three fits, the last one being eight hours before the 
count was collected. Average 68:2%. 

Lymphocytes oscillate between 17:5% and 34%, the greatest variation 
between two counts being a rise of 11%, from 17:5% to 28:5%, at the same time 
as the 13% drop occurred in the polymorphs. Average 25:33%. 

Eosinophils are present throughout. Average 1:5%,. 

Large mononuclears are present throughout. Average 3:9%. 

Mast cells are present on all but two occasions. Average 0:96%. 

This case was one in which fits were infrequent, though at the time 
of the test she was having more than usual. The highest count, 12,500, 
occurred ten minutes after a fit. The difference between this count and the 
one preceding it, represents the maximum rise shown by this patient. The 
previous count was taken twelve hours after a seizure. 

This elevation mainly involved the polymorphs. The greatest variation 
in the polymorphs was observed from the 2nd to the 3rd day of the experiment, 
when the count varied between 75:5% and 62:5%. During this time three 
fits occurred. The last of these was eight hours before the next count. It 
appears as though the fit is accompanied by a leucocytosis, soon after which 
there is a leucopenia. 

Of the less frequently occurring elements the eosinophils reached their 
maximum value in the count taken ten minutes after a fit. 

The red count was irregularly variable. 


1936. ] BY ARTHUR GUIRDHAM, D.M. 383 


The hemoglobin percentage showed its lowest value in the count imme- 
diately succeeding the fit. There was a tendency for the highest hemoglobin 
percentage to occur in the period free from fits. 


Chart7: R. T—. 


Period 60 days ; blood-counts 48 ; fits 12. 

Red cells oscillate between 3,800,000 and 5,900,000. 

White cells oscillate between 4,700 and 11,000, the greatest variations between 
two counts being a drop of 4,600 from 11,000 to 6,400, twenty-two hours after 
a fit. 

Polymorphs oscillate between 49:5% and 82%, the greatest variation 
between two counts being a drop of 25:5% during a fit, from 75% to 49°5%. 
The average is 66:9%. 

Lymphocytes oscillate between 13:5% and 45%, the greatest variation 
between two counts being a rise of 24% during a fit, from 21% to 45%. The 
average is 27:89%. 

Eosinophils are present in 38 counts. Average 1°55%. 

Large mononuclears are present throughout. They oscillate between 
0:5% and 8%. The average is 3:58%. 

Mast cells are present on thirty occasions. Average 0-75%. 

On the 14th day of the test a sample taken five minutes after a fit revealed 
the highest leucocyte count, the increase mainly affecting the lymphocytes, 
the polymorphs being correspondingly decreased. The maximum variation 
in the white cell count occurs between this count and the one taken twenty-two 
hours later. On the other hand, a count taken one hour and twenty minutes 
after a fit on the 30th day of the experiment gave a low figure, 7,600. Where 
the fits occurred in the early morning counts taken seven to eleven hours 
afterwards yielded low figures. More significant than the relation of any 
individual count to a seizure is the fact that during the non-fit period, from the 
30th to the 43rd day, the white cell count remained low. 

The increase in white cells, on the above mentioned 14th day, involved an 
elevation of the lymphocytes, and a compensatory depression of the polymorphs. 

There is a definite elevation of the large mononuclears with the fit on the 
14th day. These cells show, in addition, conspicuous variations which seem 
independent of the occurrence of convulsions. The eosinophils vary more 
than normally ; their maximum variations occur in non-convulsive intervals. 

The red cell-count shows a steep descent on the occasion of the count five 
minutes after a fit. The curve of the hemoglobin percentage reflects accurately 
that of the erythrocytes. There are considerable variations in these two 
curves independent of the occurrence of convulsions. On the other hand, 
their least varying period is that between the 33rd and 46th days, during which 
time there were no seizures. 
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Chart 8: G.D—. — | 
Period 38 days; blood-counts 32 ; fits 5. 


Pertod of Fits 5 Days. | 


Polymorphs oscillate between 45:5% and 79:5%. The greatest variation 
between two counts is 23%, from 56:5% to 79:5%. The average is 64-3°%. 
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Lymphocytes oscillate between 19% and 49:5°%. The greatest variation 
between two counts is 20%, from 19% to 39%. The average is 32-4%. 

Eosinophils are present on six occasions. They oscillate between 0:5% 
and 2%. The average is 1:3%. 

Large mononuclears are present throughout. They oscillate between 1% 
and 3:5%. The average is 1:93%. 

Mast cells were present on four occasions. The average is 0-87%. 
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Period of Qutescence, 24 Days. 


Polymorphs oscillate between 47% and 66%. The greatest variation 
between two counts is 15°5%, from 50:5% to 66%. The average is 54:46% . 

Lymphocytes oscillate between 29:5% and 45:5%. The greatest variation 
between two counts is 15%, from 29:5% to 44:5%. The average is 39:97%. 

Eosinophils were present on twenty-three occasions. They oscillate 
between 9:5% and 2%. The average is 13-36%. 

Large mononuclears were present throughout. They oscillate between 
2°, and 6%. The average is 37%. 

Mast cells were present on twenty occasions. The average is 0:67%. 

Cases 8, g and ro differ from those previously considered in that the fit 
incidence is less frequent. 

There are far greater oscillations in the polymorphs and lymphocytes 
during the fit periods than at other times. 

Chart 8.—On the 21st day the polymorphs were highest ten minutes after 
a fit; four and a quarter hours later they had dropped by 11% and next 
morning by 23%. On the 23rd day a count taken five hours forty minutes before 
a fit showed them to be rising. On the 24th day a count taken three hours 
after the last fit of the group showed the maximum score of 79°5%, whereas 
a count on the 25th, a fit-free day, showed a steep drop to 56:5%. A further 
fit on the 27th is associated with a rise to 79%, even though the count was made 
more than eighteen hours afterwards. 

These polymorph elevations associated with fits are accompanied by 
depressions in the lymphocyte count. 

On the 21st day the eosinophils were raised, with the polymorphs, ten 
minutes after the fit. Throughout the test the eosinophil variation was not 
much marked. The large mononuclears are more valuable. There is a 
tendency for them to be lowest at the time the fits occur. 


Chart 9: W. S—. 
Period 50 days; blood-counts 36; fits 3. 


Period of Fits, 14 Days. 

Polymorphs oscillate between 57:5% and 89:5%, the greatest variation 
between two counts being a rise of 32% two hours after a fit, from 57:5% to 
89:5°4. The average is 76:9% . 

Lymphocytes oscillate between 19% and 485%, the greatest variation 
being a drop of 29'5%, from 48-5 to 19% two hours after a fit. The average 
Is 207%}. 

Eosinophils are present on all but two occasions. The average is 0-9%. 

Large mononuclears are present throughout. The average is 1:64%. 

Mast cells are present on four occasions only. The average is 0:5%. 
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Period of Qutescence, 36 Days. 


Polymorphs oscillate between 63% and 765%. The greatest variation 
between two counts is 10%, from 63% to 73%. The average is 70-22%. 

Lymphocytes oscillate between 21:5% and 34%. The greatest variation 
between two counts is 11:5%, being a drop from 34% to 22-5%. The average 
is 26-8°%. | 

Eosinophils are present on 25 occasions. The average is 1:18%. 

Large mononuclears are present throughout. The average is 1-8%. 

Mast cells are present on fourteen occasions. The average is 0:78% . 

Again the maximum oscillations in the chief white-cell elements occur in 
relation to the fits. 

This chart is of considerable interest when compared with the previous 
one. A count taken on the 39th day of the test, five minutes after a fit, 
showed the polymorphs to be low (and the lymphocytes correspondingly 
raised). Counts taken eight hours before the fit and four hours after the fit 
showed the polymorphs to be raised again, the lymphocytes showing a 
complimentary distribution. 

This finding is confirmed by the occurrence on the 44th day of a further 
lowering of the polymorphs at the time of a fit, with their elevation in counts 
taken twenty-five minutes and two hours fifteen minutes after the fits. 

During the long period in which there were no fits there were less con- 
siderable fluctuations in the polymorphonuclear and lymphocytic counts. 

The eosinophils remained steady on the 39th day, but rose from 0:5% to 
2% with the fit on the 46th day. 

On the 39th day the large mononuclears dropped with the polymorphs 
at the time of the fit. 


Chart 10: R. U—. 


Period 27 days ; blood-counts 27 ; fits 28. 

White cells oscillate between 5,700 and 20,300, the greatest variation being 
a rise of 9,500. 

Polymorphs oscillate between 53% and 84:5% , the greatest variation being 
a rise two hours after a fit, of 26%, from 53% to 79%. The average is 70:44% 

Lymphocytes oscillate between 13% and 41:5%, the greatest variation 
between two counts being a drop of 23:5% two hours after a fit, from 41:5% 
to 18°. The average is 26:5%. 

Eosinophils are present on all but one occasion. They oscillate between 
0:5% and 2:5%. The average is 1-68%. 

Large mononuclears are present throughout. They vary between 0:5% 
and 3%. The average is 1-68%. 

Mast cells are present on twenty occasions. The average is 1:1%. 

Again the maximum white cell excursions occur in association with fits. 
This case is of especial interest in that a very definite variation during and 
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after a fit was to be observed, and secondly because, in the course of the 
experiment, the patient was afflicted with a succession of fits. 

On the second day of the test a count taken during a fit showed a consider- 
able elevation of the total white count, the height attained being 17,100, 
whereas on the day previous, when no fit occurred, the count was 7,300. A 
further count, taken two hours after the fit, showed a very considerable 
reduction to 9,400. 

The elevation referred to was effected chiefly by the lymphocytes, the 
polymorphs being reduced. 

On the 8th day of the test a count taken ten minutes after a fit showed a 
- white cell count of 9,000 with a similar distribution of the polymorphs and 
lymphocytes. On two succeeding days, free from fits, the count fell. 

During a period of greater incidence of convulsions, when these occurred 
in series as shown in the chart, the total white count tended to maintain itself 
at a high level, culminating in a count of 20,300 taken five minutes after a 
succession of three fits. During the two days following this the curve falls 
steeply until, on the twenty-fifth day, if fell to 9,300. The lymphocytes were 
mainly instrumental in the elevation. 

Far less considerable fluctuations occur in the total white count, and in 
the differential count of the two main varieties of leucocyte, apart from the 
incidence of the fits. 

There were no variations in the other white-cell elements comparable to 
those observed in the total count, and the polymorph and lymphocyte 
percentages as described above. 


DISCUSSION. 


There are so many variations in the counts of cell elements, which do not 
occur in relation to the incidence of the convulsions, that it may be profitable 
to study whether they are to be explained by some such daily variation as 
workers like Sabin, Cunningham and Shaw believe. To this end we will 
study each chart in turn. In the cases given below we will consider the time 
of incidence of the lowest and highest counts for each individual. As the 
cases vary considerably in their average values for each of the different elements, 
to adopt a fixed average value for each element, to apply right through the 
series appears to be a definitely unscientific procedure. 

The vitiating effect of fits is excluded as far as possible. 

Chart 1: E. G—. All the counts, except the first one, were taken in the 
early morning, between 7:45 and 8.15 a.m. Even under such conditions the 
difference between the maximum and minimum counts in the polymorphs 
is 8° and in the lymphocytes 7%. i 

Chart 2: J. G—. In this case all the occasions when the leucocyte count 
rose above 7,500 occurred between 2 and 4.20 in the afternoon. Counts below 
6,000 were all, except one, obtained in the early morning, at times between 
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8 and 10 a.m. The exception was at 12.30 p.m. This would seem to lend 
some slight support to the view that a morning and evening variation occurs, 
but, considering that it is held that a variation in the total white count in the 
proportion I : 2 1s observed, that noted here is inconsiderable. 

Chart 3: F.S—. Here the counts were all taken at the same time of day, 
they were few, and fits were regular. It is, therefore, considered that the case 
provides insufficient data. 

Chart 4: W. B—. The fits are many and occur at all times of the day. 
This chart is, therefore, unsuitable for examination for our purpose. 

Chart 5: J. H—. Im this case the fits were more or less distributed as 
in Chart 4. 

Chart 6—L. C—. There is a fit-free interval of eight days which shows no 
evidence of an a.m. and p.m. variation. Similar intervals in Chart 7 give the 
same result. 

Charts 8, 9 and ro are better material for investigation, in that considerable 
periods of quiescence occur, but no signs of a morning and evening tide showed 
themselves in the graphs. 


SUMMARY. 


A mathematical excerpt of the results is shown in Table II. 

We will first summarize the general findings for the total white cell and 
erythrocyte counts, and the hemoglobin percentage, apart from their temporal 
relationship to the convulsions. 


TABLE III.— Range of White-Cell Oscillation. 


Subject. Lowest count. Highest count. 
Control I A 5,000 . §,000 
w 2 ; 4,900 ; 8,000 
Epileptic 3 9,000 ; 13,300 
ss 4 i 9,700 ; 19,000 
a 5 ; 6,000 . 17,500 
H 6 4,400 . 12,500 
P 7 4,700 : TI,O0O 
7 IO 5,700 i 20,300 


This gives an average range of variation of 9,017. This is much more 
than that encountered in the control cases (3,100). 

It must be understood clearly that the figures above represent the differences 
between the highest and lowest counts obtained during the whole period of 
the investigation. Differences between consecutive counts are often much 
less. (See Charts.) We must bear in mind that Turk postulates a variation 
in the total count of from 5,000 cells in the early morning to 10,000 cells in 
the early afternoon, and that Sabin and Cunningham indicate that during the 
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day it is possible for the whole white count to vary in the proportion I: 2. 
Even then it will be seen that such changes as those outlined in Table III, 
are more, except in Case 3 and possibly Case 4, than could be explained by 
means of the daily variation. 

The figures quoted above reveal an unmistakable tendency to leucocytosis. 


TABLE IV.—Range of Red-Cell Oscillation. 


Case. Lowest figure. Highest figure. 
3 : 4,900,000 : 5,300,000 
4 3,500,000 . 4,550,000 
5 4,500,000 ; 5,800,000 
6 3,700,000 : 4,700,000 
7 3,800,000 : 5,900,000 


Were these figures derived from non-epileptic subjects the oscillations 
would be held to have considerably greater significance. As it is, we do not 
consider that these changes, as considered above, i.e., not in temporal relation 
to the convulsions, are of sufficient significance for discussion. 


TABLE V.—Range of Haemoglobin Oscillation. 


Case. Lowest percentage. Highest percentage. 
3 79 87°5 
4 63 82 
5 83 105 
6 71 87 
7 755 104 


The above figures show a surprising variation in the hemoglobin index. 
It is interesting to compare these figures with those derived elsewhere. Mac- 
phail said the hemoglobin percentage was much below normal, his average 
figure being 72:°8%. South’s figure was 63%. Spangler placed it higher, at 
84%. The point to be derived from this research is not the lowness of the 
figure, but the great variability of the hemoglobin percentage. 


TABLE VI.—Relation of Fits to Different Elements. 
Case. Red cells. Hemoglobin %. Eosinophils. Large mononuclears. 
3 . F . EJ 
to. = 
+  . + 


Oo ON An A» 
+ 
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The above results are indubitable and definite. Further findings, more 
tentative, and less indisputable, are given in Table VI. 


CONCLUSIONS. 
Main Results. 


(1) The white cell count is very variable in epilepsy, its greatest variability 
being at the time of the convulsion. 
(2) There is a definite leucocytosis. 
(3) This leucocytosis is associated with the occurrence of fits. 
(4) It is due, in practically all cases, to a relative increase in the lymphocytes. 
(5) Eosinophilia, traditionally associated with epileptic convulsions, occurred 
but rarely. 


Subsidiary Findings. 

(1) Eosinophilia is found in that minority of cases where the increased 
white count, associated with fits, is due to the polymorphonuclears. 

(2) When fits occur in groups there is a tendency for a low count to be 
associated with a period of fits. 

(3) The red cell-count and hemoglobin percentages vary, in association 
with the convulsions, but to a less degree than the leucocytes. 

(4) There is an increase in the erythrocyte count at the time of the fits. 
This may, or may not, be accompanied by an increase in the hemoglobin 
percentage. 

(5) There appears to be no very definite relation between the type of cell 
count and the degree of frequency of the fits. 

No real evidence of a daily leucocyte tide is afforded by a study of the 
charts of the control patients, or of the epileptic subjects in a quiescent phase. 
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THE SUPERFICIAL ABDOMINAL REFLEXES. 


By E. FRETSON SKINNER, M.A., M.D., F.R.C.P., 


Physician, Sheffield Royal Hospital. 


THE contractile response of the anterior abdominal wall to the stimulus of 
a scratch or stroke has become an observation of great value in the routine 
examination of the nervous system. 

Normally, when the anterior abdominal wall is stimulated mechanically 
there is an immediate muscular contraction made obvious by the movement 
of the skin, usually towards the point stimulated. Under various conditions, 
some of which are physiological, others pathological, this muscular response 
does not occur and its absence is recognized as a sign of either loss of integrity 
of the lower reflex arcs, on which the movements depend, or of disease of the 
cortico-spinal pathway, unless its absence can be explained by some evident 
physiological cause, such as extreme obesity, muscular wasting, or rigidity, etc. 
Rosenbach, as early as 1876 (1), was the first to draw attention to its 
absence in cases of hemiplegia though absence of the cremasteric reflex in 
similar cases had been noted by Jastrowitz, who had, however, attributed it 
erroneously to paralysis of the abdominal muscles. 

Subsequent observations led Rosenbach (2) three years later to postulate 
a lesion in the cortico-spinal fibres as a cause for the absence of the reflex, a 
view which has been confirmed by later writers. In fact the absence of this 
particular reflex is accepted as one of the early reliable signs of multiple 
sclerosis, one of the most constant of syndromes, with a pathological basis in 
damage to the cortico-spinal paths. Potts and Drake (3) in a paper on the 
diagnosis of multiple sclerosis, when referring to the difficulties of diagnosing 
atypical cases in the early stages, write: “ The following symptoms 
should be looked for: absence of the abdominal reflexes and evidence of either 
optic atrophy or retro-bulbar neuritis. Absence of the abdominal reflex when 
no signs of a focal lesion involving the lower dorsal segments of the cord are 
present is very significant. It was absent in all the cases of the series (35 
cases) ”’ 

The reflex is the contractile response of the internal oblique muscle and 
Soderbergh (4) describes four areas on the abdomen where the reflex can be 
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elicited. These areas are formed by drawing three horizontal lines across the 
front of the abdomen, the upper one through the tip of the ensiform cartilage, 
the middle one at the level of the lower costal margins, whilst the lower one 
passes through the crest of the ilia. He refers to the four resulting areas 
as the epigastric, and the superior, middle and inferior abdominal zones. 


ANATOMY. 


The antero-lateral wall of the abdomen consists of three thin superimposed 
muscular sheets, the external and internal oblique muscles and the trans- 
versalis lying deep to the other two. The external oblique, which is the most 
superficial, takes origin from the lower ribs, and its muscular fibres run in a 
downward and forward direction to be inserted into the sheath of the rectus, 
the crest of the ilium and the pubis, between which two latter points its lower 
edge helps in the formation of Poupart’s ligament. The internal oblique, 
which is rather thicker than the external, takes origin from the dorso-lumbar 
fascia behind and from the crest of the ilium and Poupart’s ligament below, 
and from this origin its fibres spread out in a fan-shaped manner, running 
upwards and forwards to a long line of insertion into the rectus sheath, whilst 
its lowest fibres, which have been displaced downwards by the descent of the 
testicle, constitute the cremasteric muscle. From the direction of the move- 
ment of the overlying skin in the various areas within which the abdominal 
reflex occurs, it appears certain that the contraction takes places in the internal 
oblique muscle. For instance, when the upper part of the reflex is elicited 
the skin of the abdominal wall is pulled upwards and outwards, stimulation 
of the middle portion produces movement directly outwards, whilst in the 
lower segment the skin moves outwards and a little down. All these move- 
ments can be accounted for by the direction of the fibres of the internal oblique, 
whereas the other two muscles could only bring about one each of these move- 
ments. Moreover, when, by scratching the inner side of the thigh, the cremas- 
teric muscle is thrown into contraction, very often the lowest part of the 
abdominal reflex appears. This contraction is even seen in women at times 
on scratching the inner side of the thigh, so it is reasonable to conclude that the 
reflex movement is due to contraction of the internal oblique. 

These muscles are innervated by roots from the 5th thoracic to the 2nd 
lumbar segment, and Soderbergh, in the paper already quoted, gives the 
following as the distribution, though the exactness of this detailed scheme is a 
little doubtful : 

Epigastric area by 5th to oth thoracic. 


Superior » 7th ,, oth is 
Middle me 8th ,, roth N 
Inferior „  Ioth ,, I2th j 


Cremasteric » Irth ,, 2nd lumbar. 
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The frequency with which this reflex mechanism is thrown out of gear 
constitutes an interesting problem, and Byrnes (5) writes: “ Evidence of the 
nature of the abdominal reflex, its connection with the cortico-spinal system, 
and its analogy to the cremasteric and plantar reflexes is found not only in 
its alteration in disease of the pyramidal fibres, but in its evolution and behaviour 
under certain conditions in the normal individual.” 

Thus, whilst Bychowski failed to elicit it in the new-born, and Astwaza- 
torow (6) states that it does not appear till the eighth month, Angelis (7) 
found it present in early infancy if sought for during sleep. 

It is clear that disease or injury implicating the reflex arcs of any of the 
lower thoracic or upper lumbar segments will prevent the appearance of the 
reflex, and when attempts to elicit the superficial reflex are being made it is 
well to make sure that the reflex arc is intact by eliciting the “ periosteal ” 
rib reflex (by tapping sharply with a light percussion hammer over the lower 
rib margins). A contraction of the abdominal wall occurs, due to stimulation 
of the tendinous attachment of the external oblique muscle, where it takes 
origin from the lower ribs, and the contraction is comparable with the knee- 
jerk or any of the other deep reflexes. 

Even when the reflex arc is intact, the superficial reflex may not appear. 
For instance, it is often absent in acute appendicitis, where the abdominal 
muscles are already firmly contracted as a guard to the damaged area beneath. 
Again, the anterior abdominal wall may be so wasted that the muscles appear 
to be incapable of contraction, a state of affairs seen in emaciating diseases 
and senility, but here the age-factor must be taken into account, for, as will 
be mentioned later, the reflex lessens in intensity as age progresses. 

Pregnancy, ascites and obesity may also be a reason for the non-appearance 
of the reflex though it is quite often present in all these conditions. 

Emotion may act as an inhibitor, apprehension always rendering it 
extremely difficult to obtain the reflex, whilst fixing the attention of the subject 
on the elicitation usually has the effect of increasing the response. Occasionally 
there appears a kind of inversion, and Soderbergh (8) quotes two cases, both 
the subjects of spinal cord tumour, in whom contraction of the abdominal 
muscles occurred on the side opposite to the one stimulated. He also noted 
that not only was there inversion, but that the stimulus required to be 
stronger and that the response was slow and “ lazy ’’, appearing after a long 
latent period. 

Unfortunately the term “ inversion ’’ is used in two different senses. Thus 
Soderbergh uses it to refer to the contraction of the muscle of the side opposite 
to the one stimulated, as in the cases quoted above, and as sometimes seen 
in cases of hemiplegia of long standing, whilst Monrad-Krohn uses the term 
differently. He describes a case of a tumour of the left hemisphere, with its 
consequent right-sided symptoms, but in which the abdominal reflex was 
present on the right side and absent on the left, the converse of the usual 
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findings. These exceptional types of the reflex, however, are of such rare 
occurrence that they do not invalidate its usefulness as a clinical guide. 


TECHNIQUE. 


In investigating the motor response to a nervous stimulus, it is clear that 
constancy of stimulus is very desirable, and as it is possible to excite the 
abdominal reflexes electrically as well as by mechanical stimulation, electrical 
stimulation appears to offer an admirable means of producing a fixed stimulus. 
Stern-Piper (9) uses the faradic current, placing the indifferent electrode on 
the sternum, whilst the stimulating electrode, in the form of a small roller or 
faradic brush, is used in the same manner and over the same areas as when 
mechanical stimulation is being employed. Electrical stimulation has the 
advantage of absence of friction, which in people with lax obese abdominal 
walls sometimes produces a kind of ripple on mechanical stimulation. 

Constancy of stimulus, however, is the only real advantage of the electrical 
method and the rather elaborate preparations necessary in using this method 
often raise the sensory threshold of the reflex, and thus invalidate this “ constant 
value '’. Stern-Piper admits that at times fairly strong:currents are needed, 
and since with a little care and practice a very constant type of mechanical 
stimulus can be given, the simplicity of the mechanical method makes it the 
most generally used. 

The ripple in obese abdomens and the friction produced by mechanical 
stimulation when the surface of the abdomen is moist, may often be got rid 
of by drying the surface and dusting with talcum powder. 

Monrad-Krohn (10) and Goldflam (11) describe the various ways of eliciting 
the reflex, but the former states that in his opinion the normal reflex is only 
obtained by mechanical means. He also draws attention to a variation in the 
reflex, which is accompanied by a tendency to flexion of the hip and knee. 
This type of reflex, which occurs in complete transverse lesions of the cord and 
also occasionally in hemiplegia, differs in the following respects from the 
normal abdominal response : 


(1) It appears after a long (I to 2 sec.) latent period. 

(2) Contraction of the abdominal wall may be bilateral or the muscle 
of the opposite side (the one not stimulated) may contract more forcibly 
than the stimulated side, thus drawing the umbilicus away from the 
point of stimulation. 

(3) The stimulus required to produce the response on the affected 
side is much greater than that required to elicit it on the unaffected 
side. 


This type of reflex has been described by Babinski (12), and appears to 
depend on lower spinal centres alone. 
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Stern-Piper, in the paper quoted above, after references to the various 
non-nervous pathological conditions in which the abdominal reflex is absent, 
mentions examples of asymmetry of the reflex. For instance, he finds one- 
sided absence or diminution in idiopathic epilepsy, in infantilism, and various 
other forms of degenerative changes, and says that in these latter conditions 
there is often also some other bodily asymmetry, kyphotic or facial, etc. At 
times, he says, he has found the plantar response flexor on one side and extensor 
on the other, or the pupils may be unequal and reacting poorly on one side 
and well on the other, and so on, and he suggests that the presence of these 
variations point to phylogenetically recent development, and thinks that the 
abdominal reflex is, therefore, a recently acquired response. Further reference 
will be made to this point later. 


CREMASTERIC REFLEX. 


As mentioned earlier, the cremasteric muscle is part of the internal oblique, 
and not infrequently, when made to contract by external stimuli, the lower 
fibres of the latter muscle contract in sympathy. The response to the stimulus 
in both cases is rapid and identical in kind, so that there are a priori grounds 
for considering the cremasteric reflex as homologous with the superficial 
abdominal reflexes. Monrad-Krohn and Kornfeldt (13), however, contest 
this a priori reasoning, and give a series of cases in which there were considerable 
differences in the responses of the two reflexes. The following table is 
extracted from this paper : 


‘ . . $ 
General paralysis. ++ ++ . ++ ++ . ++ ++ 


Disseminated 
sclerosis ++ ++ . o o 


Abdominal reflex. Cremasteric reflex. Pereosteal reflex. Plantar reflex. 
Diagnosis. ea, —— Dee ——" 

R. L. R. L. R. L. R. L. 

Neurosis . ++ ++ . ++ ++ 4 
Paralysis agitans . + + ‘ o + š se 4 
Encephalomyelitis o o ++ ++ . + + t 
Myelitis o o o o + i} 
4 

4 


> <> ree 


Since this response tends to vary very considerably under ordinary con- 
ditions it would appear that the arguments in this paper are not very con- 
vincing ; for instance, in the table above, there is complete positive correlation 
in three cases out of six, 50%, and a partial correlation in one case, so that 
complete negative correlation exists only in two cases, 33%. 

In a paper on the reflexes of the new-born, Angelis (14) states with reference 
to the superficial reflexes that the abdominals are present, though difficult 
to elicit owing to constant movement, etc., and that the plantar response 
is one of “ flexion ’’, contrary to the generally accepted view. He examined 
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88 new-born infants within two days of birth and gives the following figures 
with regard to the superficial reflexes : 


Abdominal : Cremasteric : 
Hardly perceptible. 77% Present . . > 92% 
Distinct : . 16% 


Absent . ; e 


It will be seen later that the author’s observations do not support Angelis’s 
views. 

In the paper quoted by Goldflam, mentioned previously, this author refers 
to a curious antagonism between the superficial and deep reflexes sometimes 
seen in various diseased conditions; for instance, he has found the deep 
reflexes abolished in diabetes mellitus whilst the superficial ones remained, 
and gives details of a case of this kind which he published, in which the super- 
ficial reflexes were present up till death (15). This is the reverse of the opinion 
generally held, namely, that the superficial reflexes disappear in serious illness 
before the deep ones. Goldflam supports his view by references to cases 
of carcinoma of the internal viscera, liver, stomach, pancreas, etc., where the 
deep reflexes had failed, though the superficial ones remained present till 
death. He concludes another (11) of his papers as follows : ‘‘ Since in none of 
these cases was there any symptom of neuritis, and since the hypothesis of 
toxic action on peripheral nerves could not have explained the continued 
presence of the cutaneous reflexes, we must conclude that the cause of the 
unequal resistance of the two types of reflex must be sought in the central 
stations, that for the deep reflexes in the spinal cord, whilst that for the super- 
ficial ones is in all probablility in the cerebral cortex.” 

The importance of this antagonism is stressed by Crouzon (17), who says, 
“the general absence of cutaneous reflexes in severe central lesions, cerebro- 
spinal injuries, comas and encephalitis, is of more serious import than the 
absence of deep reflexes ”. 

Ranbers (18) has claimed a definite relationship between the abdominal 
reflexes and the internal viscera. He states that the response depends on the 
tone of the muscle which in turn depends on the state of the segmental organ 
beneath, so that the increase or diminution in the superficial reflex may be 
brought about by over or under-activity of the corresponding underlying 
segmental organ. 


AUTHOR’S OBSERVATIONS. 


That there is still a certain amount of ambiguity about the superficial 
abdominal reflex will be gathered from the foregoing extracts from the literature, 
nor can the observations carried out by the writer do more than emphasize 
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some of the points already mentioned. Most of the observations were made 
prior to the perusal of the literature, and therefore some of the results obtained 
are, perhaps, redundant, but they are retained for completeness. 

During the ordinary routine examination of patients the marked variation 
in the response of the superficial abdominal reflex had often been noted, and 
it was with a view to checking the clinical conclusions to which this variation 
had given rise that the following observations were made in 1930. They were 
carried out on patients presenting various diseased conditions as well as on 
normal people, the latter observations being particularly stressed, as it 
was felt that the behaviour of the reflexes in normal individuals might give 
suggestions as to its physiological meaning. 


TECHNIQUE. 


Various methods of stimulation were tried; for example, a brush (camel 
hair) to imitate the tickle of an insect, as speculation had suggested that the 
superficial reflex might be comparable with the fly-reflex-skin-npple seen in 
horses (contraction of panniculus carnosus). This form of stimulus was quite 
unsatisfactory, producing a reaction in only a very small number of cases in 
quite young children. The usual pin-point also appeared to give rather 
inconstant results, since the stimulus was felt as pain by some, and repetition 
of the stimulus was rendered anomalous by psychical reactions of appre- 
hension. The pin was therefore abandoned, also the hot and cold points, as 
responses were too variable to be easily interpreted. Electrical stimulation, 
both faradic and galvanic, was tried, since such stimuli are easily standardized ; 
but again it was found that fairly strong currents were often required, and 
these, at times, produced the same apprehension, and, moreover, the apparatus 
required rendered the observation much more elaborate, and this in itself was 
often sufficient to raise the sensory threshold of the reflex very materially. 

After trying many forms of mechanical stimulus the writer has found that 
the point of the “ Eversharp”’ pencil gives the best and most consistent results. 
The point is not sharp enough to scratch the skin and is blunt enough to slip 
easily over it, and so convenient has this simple stimulus proved that a solid 
steel rod of exactly the same thickness and length, with the same point 
as the pencil was made, and it has been used in all the observations except 
where stated to the contrary. The best method of eliciting the reflex is by a 
light “ flicking ” stroke carried from without inwards on the lateral portion 
of the abdominal wall, which appears to be the more generally sensitive reflexo- 
genous area. The actual flick should be sharp and sudden, so that the point 
is in contact with the skin for as short a time as possible, and with a little 
practice a very constant stimulus can be given. The cremasteric portion of 
the reflex is obtained by flicking the skin of the inner side of the thigh and the 
reflexogenous area for this reflex is very wide, in children may extend as 
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low as the ankle and even in young adults the response may often be obtained 
by stimulating the skin as low as the knee-joint. 

Each observation was recorded at the time on a standard form. The 
abdominal reflexes were always examined first, three areas being chosen— 
upper, middle and lower abdomen—then the cremasteric, and finally the plantar 
responses, which were recorded as usual by small vertical arrows pointing up 
or down. Any special conditions of the subject, e.g., whether standing or 
lying down, whether the abdominal wall was lax or of good tone, obese or spare, 
etc., were noted on the chart used for the record. The form of this record 
is shown below : 


FORM FOR RECORDING SUPERFICIAL REFLEXES. 


Notes.—The stimulus should be a light flicking stroke with the point of an 
“ Eversharp ” pencil. 

Any conditions should be noted—e.g., flaccid muscle, obesity, etc. The 
following signs should be used : 


++ Very brisk. ? Doubtful response. 
+ Brisk. o No response. 
+ Feeble. 


t Toe “ extension ” (Babinsk1’s sign). 
4 Toe “ flexion ’’. 


The following is a typical chart from a normal subject : 


Abdominals. Cremasterics. Plantars. 
Name. Age. Sex. Conditions. pa aa ——' — 
R. A R. L. R hL 
W. .28.M.. Supine ++ +4 
we ec a pha + 4 
FE Ft 
Erect ++ ++ 
++ ++ + + . Not observed. 
a. SRS 
Hands and ++ ++ 
knees ++ ++ + + . + 4 
++ t 
Supine + + + + . Not observed. 


(auto-flick) 
Observer: D. R. Date: 1.vi.30. 


It will be noted in the above result that although stimulation by the observer 
produced very active responses in all the abdominal areas, stimulation by the 
subject himself (“ auto-flick ’’) produced only feeble responses. This is almost 
constantly found, and in many people it appears quite impossible for them to 
obtain any response at all from their own stimulus. The following is an 
observation carried out by the writer and a senior medical student, only the 
abdominals being tested. 
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Abdominals. Cremasterics. Plantars. 
Name. Age. Sex. Conditions. ————, —— — 
R. L. R. L. R. L. 


A. R—. 25 . M. . Supine in all 
tests ; 


(gi flick 239 + + 
+ $ 
+ Æ 
Faradism + + 
+ + 
+ + 
Galvanism o re) 
+ re) 
o o 
Auto-flick + + 
+ + 
+ + 
Observer : E. F.S. Date: 2.i.31. 

Abdominals. Cremasterics. Plantars. 

Name. Age. Sex. Conditions. ——— ae, —_———,, a 

R. L. R hL R. L. 
E. F. S—. 50 . M.. “ Flick ” : + + 
o* + 
o* + 
Faradism o re) 
o o 
o o 
Galvanism oO o 
o o 
o o 
Auto-flick o o 
o o 
o o 


Observer: A. F. Date: 2.i.31. 


* The two o’s are due to the scar of appendix wound. 


The above observation emphasizes a point of clinical importance, namely, 
that the reflex is much stronger in younger people; it appears to get 
progressively weaker as age advances. 

One of the difficulties in making any observations on human beings is the 
extreme difficulty in preventing suggestions of the observer acting on the 
subject. This difficulty is particularly striking in observations in which any 
emotional change may play a part, and the following examination of a perfectly 
normal young man shows how suggestion resulted in causing a reaction of 
extreme kind. 
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Abdominals. Cremasterics. Plantars. 
Name. Age. Sex. Conditions. — 
R. L. R. L. R. L. 
H. H—. 21 . M. . Supine in all 
tests ; 
“ flick ” ++ ++. ++. 4 4 
++ ++ 
++ ++ 
Brush + Se 
+ re) ‘ + + œ o oO 
+ (3) 
Faradic* 


* On testing with a current the man became extremely emotional and even when no current 
passed, as soon as the electrode touched the skin he writhed in agony, began to sweat, and 
became pale and collapsed. Observation broken off. 


In the opinion of the writer, observations of the abdominal reflexes are 
particularly liable to produce emotional disturbances for three reasons, firstly, 
the subject is lying down and the observer standing, a relative arrangement 
of posture which always produces in the mind of the patient a subjective idea 
of inferiority, helplessness, or even fear (a feeling which is always made use of 
in ordinary clinical examination, though the examining doctor may not be 
aware of it). Secondly, the abdomen is uncovered—that is, it is exposed to 
attack ; and thirdly, approach to the genitals is rendered easy, which latter 
idea often provokes a definite unconscious motor response which is a true 
defence mechanism ; one will often see a man cover the genital region with 
his hands during ordinary routine examination. 

For these reasons the clinical observation of the abdominal reflexes, quite 
apart from any actual stimulation, must be considered in the light of the 
whole responsive behaviour at the time. | 

A number of observations were made on normal people who had, however, 
physiological alterations in the abdominal wall, such as moderate obesity, 
pregnancy, senile changes in the muscle, etc., and some of the results were not 
such as might have been expected a priori. The reflexes are present at times 
with extremely lax abdominal walls or even in late pregnancy or marked 
ascites, and are absent, on the other hand, when one would expect them to be 
present, i.e., when all the conditions appear normal. Here, for instance, 
are two or three observations to exemplify this variability. 


Abdominals. Cremasterics. Plantars. 

Name. Age. Sex. Conditions. — —, —K—roewr~ 

R. L. R hL R L. 

N. E—. 32. F.. Very fat, + + t 4 
pendulous abdomen ; + + 
supine + + 

E.C— . 20. F. . Pregnant (at term); . + + Pog 
multipara ; + + 
sitting + = 

M. L—. 40. F.. Mitral disease ; o o 4 at 
No ascites ; o o 
supine o o 


LXXXII. 28 
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There appeared no reason why the reflexes should be absent in the last case, 
though there was every reason to expect them to be absent in the first two 
cases. Alteration in the tension of the abdominal wall alone does not appear 
to be sufficient to prevent the appearance of the reflex, as was pointed out by 
Jamin (19), who writes: “I have seen well-marked reflexes in abdomens 
distended with ascites, in chronic tuberculous peritonitis, and often in advanced 
pregnancy.” 

In contrast with the observation on the pregnant woman above is the 
following case, also of pregnancy, but in a primipara : 


Abdominals. Cremasterics. Plantars. 
Name. Age. Sex. Conditions. — —_———_— —_—— 
R. L. R. L. R L. 

A. B— . 20. F. . Pregnant (in labour) . + + 
+ Eo s aw 6 Ft F 

£ T 
Observer: E. F.S. Date: 21.vi.31. 


Here is a similar condition to the case above in a woman of the same age, 
but the responses are quite different. It would appear as if the emotional 
strain of parturition were having the effect of diminishing the strength of the 
response. It will be noted that the plantar response was equivocal, being 
“extensor ” on one side and “ flexor’’ on the other. It may be stated here 
that one of the conclusions drawn from the present observations has been that 
the reflex is part of a defence mechanism, and that it is only elicited with 
difficulty or sometimes not at all if the subject is apprehensive. The least 
suspicion of fear, producing perhaps only a slight increase in the tone of the 
muscle, may entirely abolish the reflex, whereas the defensive contraction in 
acute abdominal disease, e.g., appendicitis, though much more intense, does 
not always abolish it. Strong voluntary contraction, on the other hand, has 
the result of preventing the reflex from appearing. 

Goldflam does not attribute defensive function to the reflex, since stimu- 
lation only produces a one-sided contraction, an argument which does not 
appear to be very convincing, since the stimulus may be looked upon as a 
partial one, producing only a partial response. 

It is well known that after an epileptic fit, where there has been an extremely 
violent emotional upheaval, the plantar reflex is quite often for a time of the 
extensor type. The ordinary path for pyramidal voluntary impulses is blocked 
for the moment, and lower centres take charge of the reflexes. In this connec- 
tion the appearance of an “ extensor ” response in one of the pregnancy cases 
is interesting. 

The writer’s feeling is that the defence reaction is motivated by higher 
psychical centres and only under such motivation will the response be a general 
one, in other words, the ordinary method of eliciting it is merely a means of 
demonstrating that such a motor mechanism exists and is comparable to 
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eliciting a spark from the plug of a motor-car engine by turning it over by hand ; 
it demonstrates the potentiality of the mechanism, but the latter will not 
work automatically in the absence of an explosive mixture. The higher 
psychical impulses constitute the explosive mixture in the case of tng abdominal 
reflex. 

That this is not altogether beside the point can, I think, be seen from the 
behaviour of the lower component of the refiex, namely, the cremasteric response. 
In small boys it is not at all infrequent to see the testes being pulled up by 
contraction of the cremaster muscle under the influence of emotion, particularly 
apprehension, whether this emotion is a true fear reaction or only a simulated 
onein play. It represents psychologically an expected attack on the abdominal 
wall and is defended by tightening of the muscles and withdrawal of the testes. 

The above considerations suggest that the reflex, depending as it appears 
to do on emotion, is probably of recent phylogenetic origin, a point to which 
further reference will be made later. 

From these observations it appeared that the superficial reflexes were more 
active in young children than in adults, and that they became progressively 
less active as age advanced, and it seemed desirable to ascertain whether the 
reflexes are present at birth, or if not, at what age they make their appear- 
ance. For this purpose a number of examinations were made on new-born 
infants at the Jessop Hospital, and the following figures are extracted from 
these results. 


Abdominals. Cremasterics. Plantars. 
Name. Age. Sex. Conditions. —_—_—— —_— —_—_———_— 
3 R. L. R L RL 

7 days F Quiet o o ; t + 

6 e o" pi o o i t + 

6 ,, . M. . Feeding o o ' H a A 

6 . M. . v o o 

+ +. + +. t ft 

o o l as 

. 24 hours . M. Quiet o o + + t + 
I8 ,, M. n o o o o + 4 
18 ,, M. a o o + + t 4 
18 ,, . F. be o oO xs \ ae 
12 is M. is o o o o A 
60 mins. . F. ae . Oo o . ga a F. 1 
Observer: E. F. S. Date: 2.vii.30 


These cases, together with a second series examined at the Maternity and 
Child Welfare Centre, where the ages varied from two months to two years, 
form a fairly comprehensive scale, and so far as these observations go, it may 
be stated that though well-developed abdominal reflexes may be elicited 
occasionally as early as the third month, the sixth or seventh month appears 
to be the age at which it usually makes its appearance, whilst its absence was 
noted in one case as late as the tenth month, and in another it was only Just 
perceptible at the end of the first year. 
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- The following is a small group of cases from the Maternity and Child Welfare 
Centre : 


Abdominals. Cremasterics. Plantars. 
Name. Age. Sex. Conditions. ; n, —_— 
R. L. R L. R. L. 
4yrs. . M. . Quiet + + Testes not . | 4 
+ + down 
T +F 
ae F. : + + 4 
+ + 
+ T 
16 mths. . M. " + + > oes 1 4 
T E T o 
T F 
I3 ,, M. re + + Testes not . | 4 
+ + down 
T ae 
I2 ,, . M. Fe O oO p A A 
T o + + 
o) o 
IO a, . M. P o o a 4 4 
o o o O 
o o 
Å 7 a9 ‘ M. 9” + + ee 4 4 
F T + ae 
O o 
7 as M. i + + Testes not . + +t 
+ + down 
T T 
F ns M. a o 0) S ? ? 
o o T T 
o o 
5 g M. 5 + + "E 
T + + T 
T + 
4 os F. 19 F + 4 t 
+ + 
F T 
A i F. P o o e a 
o O 
O o 
Observer: E. F.S. Date: 3.vii.30. 


The late ontogenetic appearance of the reflex suggests that it is a recent 
phylogenetic development. Its contemporaneity with the change in the plantar 
reflex and the dependence of the latter on the maturity of the pyramidal cortico- 
spinal path also points to a recent evolutionary change as determining the 
reflex. The assumption of the erect posture is the obvious evolutionary change, 
which at once suggests itself as a possible cause for this developmental step. 

In the quadrupedal animal the anterior abdominal wall is not subject to 
direct attack, whereas the assumption of the erect posture lays this part of 
the animal open to direct assault, and since it possesses no bony skeleton the 
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muscles provide what protection they can by means of reflex contraction, a 
contraction, however, which is not only brought into activity by direct contact, 
but may be activated by emotion, especially fear. 

The cremasteric reflex appears much earlier than the other reflexes, 
being present as early as the fifth day of extra-uterine life (possibly earlier) 
whereas the earliest record of an active abdominal response, in this series at 
least is the third month. The change in the superficial plantar reflex may 
appear earlier than is usually stated. As can be seen in the above table, 
three cases have the “ toe down ” response before the age of 12 months, one 
as early as the fifth month, though the average for the whole series seems to be 
about the seventh month. Thus it will be noted that from the sixth or seventh 
month the active abdominal reflex appears and the plantar response tends to 
assume the “ flexor ” type. 

Babies begin to make efforts to creep about and get on to their hind-limbs, 
using the fore-limbs to pull themselves up, and thus raise the trunk from the 
ground, that is to say, make the first efforts to assume the erect posture about 
the seventh month. 

The change in the two reflexes noted above is interesting when considered 
in this connection. 

Although many attempts have been made to elicit the abdominal response 
in domestic animals the writer has never been able to produce the slightest 
suggestion of a contraction. In 1930, through the kindness of Dr. Zuckerman, 
Anatomist to the Royal Zoological Society, he was able to examine a number 
of animals of various kinds and the observations made on that occasion confirm 
the view expressed above. Not one of the quadrupedal animals showed any 
superficial abdominal response, whereas the primates all gave the same type 
of superficial reflex as do human beings, the responses in the chimpanzee 
being astonishingly identical with those met with in the routine examination 
of patients. Detailed tests were made on three chimpanzees, and whether 
lying, sitting or standing, all the tests were just as obtained in human subjects. 

If it can be assumed from the above that the presence of the superficial 
reflexes depends on the maturation of the pyramidal tract, one further anatomi- 
cal fact may be noted as of some interest. Cunningham (20) states that there 
is no direct pyramidal tract in mammals until the anthropoid stage is reached, 
and a speculation might be made that the presence of the reflex depends on 
this portion of the pyramidal tract. Furthermore, about 15% of homo sapiens 
do not possess a direct pyramidal tract, so that a further speculation might 
be adduced here to account for the small number of people who, for no apparent 
reason, never seem to have any superficial abdominal reflexes. 

The conclusions which consideration of the foregoing suggest are as follows : 

(1) The superficial abdominal reflex, including the cremasteric, is a defensive 
reflex executed by the lower spinal centres, but motivated by higher psychical 
centres. 
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(2) It is directly associated with the assumption of the erect posture. 

(3) It is possible that it depends on the myelinization of the direct pyramidal 
tract. i : i 

Consideration of the foregoing facts and inferences cannot as yet lead to 
definite conclusions, but they make it possible to bring forward one or two 
speculations. Human behaviour. can only be explained, as a rule, on specula- 
tive grounds, so that we need not be unduly cast down if we have no surer 
ground than a speculation to explain the behaviour of the superficial abdominal 
reflex; further observation may and probably will lead to an alteration in 
the views concerning other reflexes beside the one under discussion. 

Two hypotheses seem possible to account for the “absent reflex’’: (1) 

To consider it as a release phenomenon, and (2) as the direct result of loss of 
innervation. 
. Considered as a release phenomenon.—The impulses reaching the final 
common path are partly segmental and partly supra-segmental, most of which 
latter impulses come from the brain. These may be divided roughly into two 
groups of impulses (a) archaic, and (b) recent. The essential difference between 
these two types of impulses is that they give rise to two different orders of 
motor activity. The “archaic” impulses activate movements of a coarse 
type compatible with simple necessities, primitive movements which, though 
simple, must be executed with the extreme of vigour and speed, whilst the 
recent impulses are concerned with movements of a more deliberate kind, and 
‘are made up of more finely integrated components, the outcome of conceptual 
choice. These “ recent ’’ impulses probably find their way to the final common 
‘path via the pyramidal tract,.the most recently developed cortico-spinal tract, 
whilst the archaic impulses pass down those paths which leave the basal nuclei 
in the mid-brain stem, e.g., the posterior longitudinal bundle, the tecto-spinal 
tract, etc. 

Thus far the ground is fairly safe. 

How the impulses act, or of what nature they are, constitute as yet unsolved 
problems, but the companison of the nervous impulse with an electric discharge 
has proved useful in the past, and it may be invoked once more in this 
connection. : 

It may be assumed for the moment that the archaic impulses dealing with 
suddenly-produced and vigorous muscular action will be more highly charged 
than the less explosive impulses concerned with deliberate purposive nicely 
adjusted muscular movements. We might say the first set of impulses work 
at a high voltage, the second at a much lower one. The anterior horn cells 
will be charged from two distinct sources, and some of these cells will be at a 
high and others at a low potential. The balance of these two types of dis- 
charges into the neuro-muscular junctions will constitute what is termed tone 
in muscle. If the balance is right the muscle is in the optimum tone for 
meeting environmental changes, whilst upset in this balance may render the 
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animal quite unable to deal effectively with a change in its situation. This 
line of argument, purely speculative, of course, may be applied to the problem 
of the abdominal reflex. 

The conditions under which the reflexes are absent, excluding segmental 
damage to neurons, when all reflexes are in abeyance, are as follows : 

1. Infancy up to the seventh month. 
2. Sleep and surgical anesthesia. 

3. Cerebral disease of various kinds. 
4. Violent emotion, especially fear. 

In infancy the “recent” pyramidal pathway is non-functional, so that 
practically all the impulses reaching the cells of the final common path arrive 
via the archaic paths, rubro-spinal, etc. The resulting motor activities are due 
to movements of muscles innervated at a high potential and are, therefore, 
sudden, vigorous and explosive. One has only to watch a young baby, unham- 
pered by clothes, to note how extremely sudden and explosive are its actions, 
the stimulus of a touch on the abdomen will not provoke a reflex in the segment 
stimulated only, but will probably start a widespread motor action. The 
cells are so highly charged that there is no selectivity and the result is general 
not local. If no action results at all it may be said that the neurons are too 
highly charged to respond to a mild stimulus, and are aia: an appropriately 
important one. 

Sleep.—Whatever the nature of sleep, it is certain that during sleep all 
vital processes are occurring at a lowered degree of activity. If Pavlov’s 
view is correct, sleep represents a very complete withdrawal of receptivity, 
and it is reasonable to assume that the stream of impulses normally passing 
down all the cephalo-caudal paths are very much diminished, so that a touch 
on the abdominal wall is insufficient to activate the motor neuron of the 
common path, since the latter’s nervous tone is too low to accept the stimulus. 

Cerebral disease—The classical example is that of hemiplegia, in which the 
superficial abdominal reflex is found to be absent on the affected side. In this 
condition the impulses passing down the pyramidal tract are cut out. There 
remain to charge the neurons of the common path, those high-voltage archaic 
paths, the rubro-spinal, etc. The release of these impulses, that is their 
unimpeded action, produces a hypertonicity in the neuro-muscular junction, 
which renders the muscle unable to respond to mild stimulation; just as a 
string may be so tightly stretched that it will not vibrate to a gentle pull, and 
when it does vibrate its excursions may be so small as to be scarcely visible. 

Fear.—This acts in the same way. It is essentially a sudden cessation of 
voluntary movement, allowing the archaic motor mechanism to take charge, 
with its more efficient potentialities for sudden explosive movement in the face 
of danger. 

Thus the absence of the superficial abdominal reflex may be accounted for 
by a speculative reference to a release phenomenon. 
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The same observed facts may be accounted for more simply perhaps by 
assuming that the reflex is really one which involves the cortico-spinal pathway 
as well as the segmental one, that is to say, the sensory impulse travels by way 
of the sensory roots to the cord, then via (probably) the posterior columns of 
the cord to the cortex and down again via the pyramidal tract to the anterior 
horn cells. This appears to be the view of most of the authors whose papers 
have been consulted in this communication, and according to this view of the 
case the absence of the reflex in infancy is quite straightforward, the pyramidal 
tract is not functioning, and so the reflex cannot occur. In sleep again the 
pyramidal tract is temporarily out of action, so that the stimuli pass unnoticed. 

The unilateral absence on the affected side in hemiplegia fits quite simply 
into the hypothesis and even the effect of fear is easily explained by assuming 
the psychological inhibition of voluntary movement. But although the 
hypothesis appears to fit the case well, there is one fact which in the writer's 
opinion renders the acceptance of this view impossible, namely, the immediate- 
ness of the response in the abdominal reflex. With the exception of the 
pupillary light reflex it appears to be one of the quickest of all reflex actions 
which are observed clinically. It occurs too quickly for the impulse to have 
travelled up and down the tracts of the cord. The instantaneous contraction 
of the abdominal wall on stimulation gives the impression of a neuronic discharge 
by a neuron which has been previously charged up, that the stimulus to the 
segmental spinal arc is merely a trigger which explodes a mine already laid. 
The rapidity with which the reflex becomes fatigued further supports this 
view. 

The writer is of the opinion that the superficial abdominal reflex is of the 
nature of a release phenomenon and that the lower neurons, the segmental 
spinal arc, are kept in a state of constant balance by two sets of impulses of 
different modality, as suggested above. 


References —(1) Rosenbach, ‘‘ Ein Beitrag zur Symptomatologie cerebraler Hemiplegien ”, 
Arch. f. Psychiat. u. Nervenhetlk., 1876, vi, p. 845.—(2) Idem, “ Die diagnostische Bedeutung 
der Reflexe, insbesondere des Bauchreflexes ”, Centralbl. f. Nervenhetlk., 1879, xi, p. 193.— 
Potts and Drake, ‘‘ Diagnosis of Multiple Sclerosis ”, Med. Journ. and Record, July 18, 1928.— 
(4) Soderbergh, “ Uber die normalen Bauchreflexe und ihre medullare Lokalisation ”, Neurol. 
Centralblt., 1918, xxxvii, p. 234.—(5) Byrnes, ‘‘ The Abdominal Reflexes ”, South. Med. Journ., 
1929, xxii, No. 3.—(6) Astwazatorow, ‘‘ On the Nature of the Abdominal Reflex ”, Journ. Nerv. 
and Ment. Dis., 1925, lxi, p. 587.—(7) Angelis, ‘* Reflexes of the New-Born "’, Amer. Journ. 
Dis. Children, 1923, xxvi, p. 211.—(8) Soderbergh, “ Un cas d’inversion vraie des retiexes 
abdominaux ”, Acta Scandinav., 1929, lxxii, p. 221.—(9) Stern-Piper, ‘‘ Uber Bauchdecken- 
reflexe. Ihre electrische Auslosbarkeit und ihre Bedeutung als Degenerationszeichen ”, Munch. 
med. Wochenschr., 1921, lxviii, No. 11, p. 1421.—(10) Monrad-Krohn, ‘ Reflexes of Different 
Order Elicitable from the Abdominal Region ”, Arch. of Neurol. and Psychiat., 1925, xiii, p. 
750.—(11) Goldflam, ‘‘ Sur la sémiologie des réflexes abdominaux ”, Revue de Medicine, 1923, 
xl, p. §47.—(12) Babinski, “ Réflexes de défence’’, Rev. Neurol., August, 1922.—(13) Monrad- 
Krohn and Kornfeldt, ‘‘ Cremasteric Reflex in its Relation to the Abdominal Reflex ”, Arch. 
of Neurol. and Psychiat., 1925, xiii, p. 490.—(14) Angelis, “ Reflexes of the New-Born ”, sbsd.— 
(15) Goldflam, Neurol. Centralblat., 1908, No. 20.—(16) Idem, Zeitschr. f. d. ges. Neurol. u. Psychol., 
v, No. 8, p. 2.—(17) Crouzon, Pratique Neurol., p. 456.—(18) Raubers, Archiv f. Verdauungs- 
krankheit., xxv, pp. I and 2.—(19) Jamin, Neurol. Centralblat., 1904.—(20) Cunningham, 
Textbook of Anatomy. 


4II 


SERUM CALCIUM IN PROLONGED NARCOSIS. 


By T. J. HENNELLYy, M.D., B.C., D.P.M., 
Deputy Medical Superintendent, Cardiff City Mental Hospital; and 


E. D. YATEs, B.Sc., PH.D., A.I.C., 
Research Assistant, Biochemical Laboratory, Cardiff City Mental Hospital. 


INVESTIGATIONS into the possible causes of toxic symptoms arising during 
the course of prolonged somnifaine narcosis showed that a fall in serum 
calcium occurred during the course of the treatment (1). Previous investiga- 
tions on blood calcium (3, 4, 5, 6, 15) made it clear that during barbiturate 
narcosis there was a fall of 10-20% of the normal value. Observations, 
however (7, 8, 9, 10), that therapeutic exhibition of insulin resulted in an 
increase in serum calcium suggested that no gross abnormality in calcium 
level was to be expected during the modified somnifaine-insulin-glucose 
treatment (2) practised in this hospital. The investigations here reported 
were undertaken to determine what fall in serum calcium occurred during 
this modified treatment, and to determine whether this fall was sufficient 
to cause toxic symptoms. If so the advisability of taking steps to avoid them 
could then be considered. The investigations showed a definite lowering in 
serum calcium during the course of treatment of psychotic patients by this 
method, and they suggested that somnifaine and insulin are only pseudo- 
antagonistic in their effect upon calcium metabolism. In the ten cases 
reported, a fall in serum calcium of from 3-20% has invariably been observed, 


the maximum being reached four to seven days after the beginning of the 
treatment. 


TECHNIQUE EMPLOYED. 


The technique employed for the estimation of calcium was a modification 
of the Kramer-Tisdall method using trichloracetic acid as a protein precipitant. 
Calcium oxalate is precipitated from the protein-free filtrate of 2 c.c. serum, 
washed, dissolved in sulphuric acid and titrated with permanganate. Washing 
with saturated calcium oxalate, as suggested by Stanford and Wheatley and 
recommended by Peters and Van Slyke (11), was employed. It is commonly 
accepted that the major errors in the estimation occur during this washing 
of the precipitate, and in order that small differences in calcium concen- 
tration might justifiably be claimed as real, further modifications in the 
technique were considered necessary. Instead of the usual centrifuging 
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and removal of the mother liquors by decantation, the estimation was made 
in a I0 c.c. filter tube fitted with a Jena sintered glass filter. Selected G. 4 
filters were found to be impermeable to the oxalate precipitated after standing 
overnight. The liquid is prevented from passing through the filter by an 
air pressure of 4-1 atmosphere applied underneath. Air-bubbles may in this 
way be used for stirring. By applying suction the precipitate may be rendered 
almost free from mother liquor, thus permitting the use of saturated calcium 
oxalate as a washing fluid. The risk of obtaining high values due to precipi- 
tation of calcium oxalate (11) is so reduced as to be negligible. The tube 
is fitted with an outer hot-water jacket so that solution of the oxalate 
preciptate in N sulphuric acid and its titration with freshly prepared N/rco 
permanganate can readily be made in the same tube without transference. 
The end-point was estimated by adding slight excess of permanganate, 
cooling, addition of 5% KI, and titration with thiosulphate from a o-r m.l. 
microburette. A reproducibility in the results of + 1% has been observed. 
The filter tubes must be kept in chromic sulphuric acid when not in use, and 
filtered air during suction is advisable as errors due to included dust particles 
may readily occur. 


The investigations were on recent unselected admissions undergoing 
prolonged narcosis by somnifaine-insulin-glucose. Treatment was on the 
lines generally carried out here, viz., isolation of the patient in a darkened 
room ; intramuscular injection of somnifaine 2 c.c. twice daily followed in 
each case by 10-20 units insulin subcutaneously and glucose ad libitum by the 
mouth. Careful watch was kept for the occurrence of any toxic symptoms. 
Apart from a mild transient acetonuria which is to be expected in a proportion 
of the cases, and which is always relieved by increased insulin, signs of 
acidosis were uniformly absent. Specimens of blood were taken at intervals 
as indicated and usually about three hours after a somnifaine injection and 
always prior to food. 

To determine the effect of dietary fluctuations, four patients were fed on a 
milk diet for four days prior to and throughout the period of the treatment 
(Cases I, 2, 3, 4). Two also received rectal glucose and nothing by mouth 
throughout the period (Cases 8, 9). One (Case 10) received somnifaine alone, 
without insulin or glucose. The occurrence of bradycardia, pulse-rate 56, led 
to cessation of the treatment in this case after six days. The remaining cases 
received a milk diet by mouth throughout the course of the treatment. In 
no case was any change in diet made until twenty-four hours after cessation 
of treatment. 

The cases examined are shown in the following tables. An initial value 
of serum calcium was determined in each case just before beginning treatment. 
Deviations from this, prior to and during the treatment, in mgrm.% are 
shown in Table I, with the appropriate plus or minus sign as indicated. 
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Details of the patient, the initial value of serum calcium and the maximum 
percentage fall in each case during the narcosis are shown in Table II. 


TABLE II. 

Initial Maximum 

Patient. Sex Age Diagnosis. A bok oe oo fail duane 

(mgm. %.). narcosis. 
I A. K— F. 42 . Agitated melancholia . 22 . %rIr26 . 12 
2 F. B— M. 55. Mania ‘ 15 . I©I6 . 7 
3 K. R— M. 19 . Schizophrenia A 14 . I030 . 17 
4 cC. H— F. 30 . Melancholia ; II . 10°08. II 
5 S. M— M. 20 Schizophrenia 3 I5 . 996. II 
6 C. K— F. SI . Melancholia ; 12 A 9'36 . 7 
7 G. W— F. a9 u be ; 15 . 10°88. 9 
8 A. B— M. 33° j Schizophrenia š 9 . %Ir2o.. 18 
9 M. G— M. 20 . Mania ; 3 ; 9'82 . 9 
10 W. H— M. 18 . Schizophrenia ; 6 . I©QI . 19 


All the cases examined show a fall in serum calcium averaging about 7°, 
with an average maximum fall of 12%. This fall is followed by a fairly rapid 
return towards normal when the treatment ceases. If such a lowering in 
serum calcium were resultant upon a diminished calcium intake, which is 
unlikely (12), the seven patients on a continuous milk diet, where available 
calcium is high, would be expected to show a marked difference from those 
receiving no calcium during the period. This does not appear to be the case. 
Moreover, fluctuations of the order observed do not usually result from 
changes in dietary calcium (13), whereas the return towards normal before 
any change in diet has been made, particularly so in the case of the patients 
without food, does not suggest an effect due to a diminished availability of 
dietary calcium. 

A lowered serum calcium may occur, however, after a prolonged period 
without food, since the serum protein becomes reduced and a decrease in the 
fraction of calcium bound to protein is then to be expected (14). The larger 
fall in serum calcium in Case 8 may indeed partly be explained on this basis, 
but, since patients on a milk diet also show a lowering in serum calcium during 
narcosis, it must be conceded that hyperproteinæmia and dietary factors do 
not largely contribute to the pathogenesis of the effect. The lowering in total 
serum calcium might be correlated with a lowering in non-protein bound or 
“ionized ’’ calcium, such a lowering possibly being the result of consistent 
alkalosis during the narcosis. This, however, does not appear to be the case 
(6). Its interpretation would, then, lie in a more ready elimination of calcium 
in the urine or fæces during the narcosis, or in a diminished calcium mobilization 
from bone and other tissue—effects usually associated with a dysfunction of 
the parathyroids. For definite conclusions on this point further work is 
necessary on the therapeutic value of parathormone in somnifaine narcosis 
and on the effect of narcotic treatment on the total calcium balance of the 
body. 
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It is necessary to point out here, however, that the relatively small fluctua- 
tions observed indicate no serious pathological disturbance in calcium meta- 
bolism and do not suggest any necessary modification in the somnifaine 
treatment when it is used in conjunction with insulin and glucose. In the 
only case examined (Case 10) without supplementary insulin and glucose the 
maximum fall (19%) occurs within four days of beginning the treatment. 
This approach towards the pathological suggests the necessity for some form 
of therapy to maintain calcium metabolism at normal during the narcosis, 
and is a reminder to those uSing prolonged narcosis, either with or without 
the Cardiff modification, that such a possibility should be borne in mind. 
While insulin may, at any rate partly, perform this function, the possible 
additional value of parathormone merits consideration. 


SUMMARY. 


(1) In ten cases investigated under prolonged somnifaine-insulin-glucose 
narcosis an average maximum fall in serum calcium of 12% was observed. 

(2) This effect is not dependent on dietary changes, nor is it great enough 
to warrant any serious modification of the treatment as already applied. 

(3) Parathyroid dysfunction is suggested as causative and the possible 
therapeutic value of parathormone is considered. 

(4) A modified technique for accurate calcium estimation 1s described. 


We wish to express our indebtedness to Dr. P. K. McCowan, Medical 
Superintendent, Cardiff City Mental Hospital, for his interest and encourage- 
ment throughout these investigations. 


References. —(1) Strém-Olsen, Journ. Ment. Sci., 1933, Ixxix, p. 638.—(2) Quastel and 
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NARCO-ANALYSIS.* 


By J. S. Horsrey, M.R.C.S., L.R.C.P., 


Senior Assistant Medical Officer, Dorset Mental Hospital. 


NARCO-ANALYSIS is an eclectic technique based on the observation (6) that 
a combination of narcosis with psycho-therapy is quicker and sometimes more 
effective than the formal methods of analytical psychology. The earlier 
attempts of this kind were limited to the non-analytical methods of overt 
suggestion augmented by drugs. 

Starkey (10) found “ light ether hypnosis ” of value in producing relaxation 
and increased suggestibility. Newman (9), using intravenous alcohol, found 
that psychoneurotics became more accessible to psycho-therapy, but that 
schizophrenics retired further from reality. Somewhat similar results have 
been obtained with chloroform, bromides and morphia.  Baernstein’s (1) 
experiments with scopolamine showed that this drug increased the suggesti- 
bility of already susceptible persons, but had no effect on those who were 
resistant in the normal state. The Schlafmittel-hypnose (5) of Hoff and 
Kauders, using paraldehyde and medinal, shows no material therapeutic 
advance. 

The results of these methods are so variable and uncertain that they are 
unsuitable for general application, and it appears that precision in narco- 
psychotherapy can be obtained only by using a drug with a selective action 
on the brain-stem. Furthermore, this drug must be non-toxic, of certain 
effect, and productive of a fair degree of narcosis without causing serious 
clouding of consciousness. Such a drug is, as yet, unknown, but the newer 
“ short-acting °” barbiturates approach the ideal most closely. Foremost 
among them are nembutal, evipan and pentothal. Nembutal has had the 
most extensive trial, and is the drug generally used in narco-analysis. Haupt- 
mann (4) has shown that evipan is an equally certain and precise aid to 
hypnosis. It appears probable, however, from recent investigations in 
this Hospital with pentothal (7) that this newest barbiturate may be the most 
valuable of all. 


* A paper read at the Spring Meeting of the South-Western Division of the Royal Medico- 
Psychological Association, 1936. 
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RATIONALE. 


Narcosis is produced very slowly by the gradual administration of a 
suitable drug. During the stage of light narcosis a true hypnotic state is 
induced, and the patient is made amenable to psychological analysis and 
synthesis. In addition, deep narcosis is induced on account of its particular 
value in allaying psycho-motor unrest. The appropriate modifications for 
out-patient practice are to inject only the minimal dose of pentothal and to 
omit the stage of deep narcosis. 


GENERAL MANAGEMENT. 


Treatment is preceded by routine investigations of the history, mental 
state and physical condition. The patient is prepared as for a general 
anesthetic and is put to bed in a side-room. During narcosis he should be 
under the continuous observation and care of a competent nurse. It is 
important during the treatment to have absolute rest and quietness. Diet is 
restricted to fluids. 


STAGES OF NARCO-ANALYSIS. 


(1) Induction of light narcosts—Nembutal is dissolved in distilled water in 
24°, solution and injected intravenously at the rate of not more than I c.c. 
a minute. When a state of light narcosis is produced the injection is stopped. 
At this stage the patient should be drowsy, but not struggling against an 
overwhelming desire to'sleep. He should be in a state of passive receptivity, 
able to understand what is said to him and to talk clearly in reply. Such a 
stage in the resistive subject can only be attained by a comparatively large 
dose of the drug, and it may be very transient. In a co-operative subject an 
experienced operator can produce a state of optimum suggestibility with a 
very small dose and prolong that state so long as he wishes. 

(2) Induction of hypnosis —While the drug is being injected the physician 
must arrest the attention of his patient and establish hypnotic rapport with 
him. Hauptmann claims that this can be done with evipan in every case. 
In some cases surrender is implicit and gradual ; in others there is a dramatic 
change from a state of psychic isolation to one of intimate dependence ; the 
body relaxes ; shyness and inhibition melt away and the patient will volunteer 
the information that he “ feels confidential ” ; the mute melancholic talks 
freely ; the maniac becomes coherent. All cases hypnotized are easily and 
completely suggestible, and their docility can be demonstrated by the usual 
tests. In contra-distinction to the drowsy forgetfulness of simple narcosis 
there is the major hypnotic phenomenon of hypermnesia. 

(3) Analysts.—Analysis is employed in the manner defined by Hart (3) 
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as “‘ any method whereby the nature and relationship of the causes responsible 
for the patient’s condition are determined and the condition removed by 
re-arrangement and re-adjustment of these causes’’. It is usual to begin 
with free association which, during narco-analysis, is very productive of 
hypermnesia. This hypermnesia or facility of recall may be one of two types. 
In one group there is an obvious inhibition or block, with resulting amnesia 
for a section of the patient’s life. With the removal of this inhibition there 
is a sudden and vivid restoration of the forgotten memory. The other group 
consists of those cases in which the faded memories of remote events, notably 
those of childhood, are recalled under hypnosis. It has been suggested that 
hypnosis lowers the threshold of recall and so overcomes the normal process 
of forgetting. There is, however, much clinical evidence indicating that all 
hypermnesia is due to the removal of inhibitions. It is found during narco- 
analysis that the recall of apparently trivial details reveals a quantity of 
relevant and significant information. It is due to the removal in this way 
of minor inhibitions that the method owes its speed and precision. The 
conflict, latent or repressed, comes quickly to the surface ; the story of mental 
suffering is made plain; the content of abnormal ideation is amplified and 
orientated. In an hour the physician obtains a quantity of information 
relevant to the patient’s mental state which he could not have obtained in a 
month by ordinary methods. 

(4) Synthests.—This is the essence of the treatment, and must be conducted 
with great care and forethought. The synthesis or re-integration of a 
dissociated personality does not necessarily involve a deep analysis. The 
essential requirements are a clear determination of the salient factors respon- 
sible for the patient's condition, and the subsequent making of new associations 
to restore a normal attitude to reality. In simple cases a complete synthesis 
may be effected at a single sitting. In more resistant cases the patient’s 
failure of adaptation is artificially intensified, and this must be corrected by 
abreaction and vigorous post-hypnotic suggestions of emotional and intellectual 
reintegration. 

(5) Deep narcosts.—Hypnosis is merged into deep narcosis by a further 
injection of the solution at the same rate until the onset of unconsciousness. 
The dose required again shows individual variation. There is seldom any 
difficulty in determining the exact point at which the injection should cease— 
the most important index being the respiratory rhythm. The average duration 
of the first sleep is 12$ hours. Towards the end of this time the patient wakes, 
asks for food, and at once falls asleep again on being fed. When a long period 
of absolute rest seems desirable the second sleep is prolonged by rectal 
suppositories of nembutal, gr. vi. 

(6) Repetition of treatment.—The same technique can be repeated the next 
day, or on several successive days, or at longer intervals. One injection in an 
accessible subject is usually sufficient to allow hypnosis by ordinary procedure. 
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When, as is usual in the type of case admitted to a mental hospital, successive 
treatments are necessary, four phenomena will be noted: (1) Hypnosis can 
be induced by diminishing doses, (2) the hypnotic state can be prolonged, 
(3) the value of suggestion is intensified, and (4) the duration of sleep can be 
maintained with diminishing doses. l 

(7) Re-education.—It must be stressed that the post-hypnotic state is 
often, if not usually, a period of psychic tension when doubt or hesitancy on 
the part of physician or nurse may unbalance the mental poise. Hypnotic 
suggestions must be carefully reinforced in the waking patient by explanation, 
persuasion and re-education. If hypnotic memories are to be recalled, then 
the emotional reactions of recall must be anticipated and adjusted. It may 
be emphasized that during narco-analysis transference phenomena are common 
and often acute. The transference, though inessential, is nevertheless 
helpful in every stage, and tends to facilitate the restoration of environmental 
contact. 


CasE NOTES. 


Case A: Married man, æt. 38.—This typical war neurosis is included 
simply to demonstrate the close correspondence between the state of hypnosis 
and that produced during narco-analysis. There is little doubt that in this 
case the same result would have been achieved by the ordinary method of 
hypnotic analysis. 


He was described as a case of “ shell-shock’’. For fifteen years he had been 
incapacitated by recurrent convulsive attacks, followed by fugues, during which 
he displayed ungovernable fury directed against imaginary foes. These attacks 
_ always ended in sleep, with subsequent amnesia for the event. 

On examination he presented a retrograde amnesia for the whole period of 
active service in France. Under nembutal hypnosis he recalled a vivid picture 
of his war-time experiences up to the time of a bayonet attack. He described his 
terror, which was displaced by loss of consciousness. He was told that once more 
he would become convulsed and that on waking his memory would be restored 
and he would be cured. After sleeping for three hours he became convulsed, and 
re-enacted his fugue for the last time. He was oblivious to those around him ; 
shouting incoherently, he seized a phantom rifle and fought for his life against 
invisible foes. Narcosis was repeated and he slept all night. On waking he was 
able to recall, for the first time, the whole terrible experience. Persuasion was 
then effective in promoting a good recovery. 


Case B: Single woman, æt. 22.—The history states that she was jilted, 
following which she became depressed, solitary and completely unresponsive. 
Six weeks later she attempted suicide by gas-poisoning and was certified. 


On admission, her mental state was one of profound depression. She would 
not reply to questions or attend to her personal needs, and all she would say was 
that she was too wicked to live and nobody could help her. At the end of a month 
there was no improvement, and she was therapeutically inaccessible, except to 
Narco-analysis. 
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First séance.—This was induced by the usual slow injection of a rather large 
dose, 9} c.c. of nembutal solution. Hypnosis was induced by command. She 
immediately became able and willing to discuss rationally the events which 
precipitated her psychosis. It is noteworthy that this cognitive recall was 
unaccompanied by emotion. The séance was closed with the post-hypnotic 
suggestion that she would sleep until roused for further treatment. 

Second séance.—This followed an interval of fifteen hours, during which she 
appeared to be in a deep sleep. On being told to open her eyes, she responded 
at once by recounting the following expressive dream: ‘‘ I was so happy with a 
lovely dream—a race against time—I saw a girl who was ready to go—she was so 
happy, and I was the one to take her”. The patient exclaimed at once on the 
prophetic significance of this dream, saying, ‘‘ I expect really it was me—I feel it 
means I shall soon get well ”’ 

Third séance.—This séance included a long persuasive talk, suggesting that 
she should make the necessary emotional and social re-adaptations. It was 
closed with the post-hypnotic suggestion that she would continue the prophetic 
dream. 

Fourth séance.—Displaying apprehension and fear, she described the following 
dream: “‘ It was horrible—there was a witch—she wanted me to hang—I wanted 
to be out in the world—she said I couldn’t go—she kept taking people with her so 
that they should hang—I went in the end ” 

Fifth séance.—This morning she complained of severe pains in her back, and 
said it hurt so much that she could not move. Hypnosis was induced for the 
first time without nembutal. The pain disappeared, and she recalled her terror 
associated with the previous day’s dream. Free association was again attempted. 
It was somewhat indefinite, but appeared to relieve her emotional tension, and 
post-hypnotic suggestion was then given that on waking she would feel physically 
fit and free from pain. This suggestion was effective. 

At this stage the patient had improved to the extent of being accessible and, 
in fact, co-operative. There was still, however, marked dissociation with feelings 
of strangeness and of unreality. The complete synthesis was effected in the 
following séances. 

Sixth séance.—Deep hypnosis was induced by suggestion. She displayed the 
passionate emotion appropriate to the lover episode, whereupon the séance was 
closed with reassurance and the suggestion of quiet sleep. 

Seventh séance.—Light hypnosis was induced by simple suggestion. Analysis 
showed that transference occupied the place of the lover situation. She was then 
told to recall the first séance and to repeat her words. She did this without 
emotion, whereupon her attention was directed to the peculiarity of full cognition 
without emotion. The repression of this emotion was discussed, and followed by 
a long persuasive attempt to re-integrate her personality. The attempt was 
successful, and resulted in a satisfactory convalescence and good recovery. 


Case C: Married woman, æt. 41. 


Certification followed attempted suicide by gas-poisoning. On admisson 
she was in a state of acute agitation resulting from vivid auditory hallucinations 
and delusions of disgusting and incurable bodily disease. She screamed abuse 
and implored to be allowed to end her life, which had become empty and intolerable. 
She was exhausted and unable to sleep. 

Nembutal hypnosis was begun on the third day. During treatment she 
became quiet, communicative, and revealed factors of etiological importance. 
Narcosis was continued intermittently for a week, during which she was in a 
prolonged twilight state. On wakening her attitude was friendly and her conversa- 
tion rational. The resulting co-operation was of value in effecting a rapid and 
uneventful recovery. 
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DREAMS. 


This account of narco-analysis would be incomplete without some reference 
to the difficult and controversial problem of dream interpretation. It is not 
intended to discuss the theories of dream analysis, but rather to point out 
that during narco-analysis dreams occur with such frequency and with such 
vividness as to demand serious consideration. In this respect the twilight state 
of narco-analysis is essentially different from that of simple nembutal narcosis 
(8), in which “the sleep is a deep dreamless one’’. The dreams of narco- 
analysis often recur with such persistence as to replace the neurosis. The patient 
then presents these dreams as his most prominent symptom. Such dreams 
are unquestionably expressions of unconscious psychic activity, and their 
interpretation should reveal the cause of the neurosis. 

This is illustrated in the following example : 


Case D: Married woman, æt. 25. 


This patient complained of numerous symptoms of gradual onset and progressive 
severity. The trouble began with shyness, blushing, palpitation and weakness 
in her legs. This was followed by insomnia, paroxysmal headaches, and recurrent 
attacks of lower abdominal pains unrelated to food. She gave a long but uneventful 
history, stating that her married life was happy and normal. 

Physical examination failed to reveal any evidence of organic disease. Pentothal 
hypnosis produced the following series of symbolic dreams : 

(1) “I am out shopping with friends in pelting rain—all five have 
umbrellas up—cats.”’ 

(2) “I am going to the butcher’s for a piece of meat—no ordinary 
piece—but one which is tall, red, and eight inches high—they try every 
piece of meat in the shop, but it is not right—now they go to the back and 
bring me a pig—disgusting.”’ 

(3) The next day she said she had had terrible dreams all night of being 
chased by men with whips, daggers and sticks. 

(4) “ Guests arrived unexpectedly, so I went to the corner shop for some 
food—all they had were three bananas—two joined together by the skin 
and no use to me.”’ 

(5) “I am going down lots of stairs and along dark passages to a 
storeroom—I find a blanket and go up flights and flights of stairs—two 
men are at the top—the tall one says, ‘ Look what she’s got ’.”’ 


A discussion of the phallic significance of these dreams revealed sex 
inhibitions which were resolved by a superficial analysis of the persuasive 
type. This case illustrates the use of a method which can be applied in an 
out-patient clinic where prolonged analysis is impracticable. 


CONCLUSION. 


The following tentative conclusions are based on the experimental investi- 
gation and treatment of some 200 very varied cases. In view of recent 
criticisms of certain methods of narcosis (2), it is satisfactory to note that in 
the whole series toxic phenomena were uncommon, transient and, except in 
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two cases, quite trivial. The exceptions were a chronic asthmatic and another 
very debilitated patient, both of whom, during light narcosis, developed glottic 
spasms, which, however, ended spontaneously without further ill-effect. 

The technique is now employed in the routine investigation of every suitable 
case admitted to the Dorset Mental Hospital. It is used also in selected cases 
of psycho-neuroses at the hospital’s out-patient clinics. The therapeutic 
results are very encouraging. A tabulation of results into cured, relieved and 
not improved would probably be inaccurate, and it would be misleading as 
to the value of a method which is really of as great use in the diagnosis and 
treatment of an incurable paranoid as in the dramatic resolution of a simple 
neurosis. . 

Hypnosis and narcosis have been used independently, and to some extent in 
association in the treatment of mental disorder, but the technique described 
appears to constitute a real advance in therapy. On the one hand it is no 
longer necessary to dismiss hypnosis as a procedure impracticable to 60°% of 
patients and 99% of doctors, and the field of psycho-therapy is thereby 
considerably widened. On the other hand, it is no longer necessary to exhibit 
enormous toxic doses of sedative drugs to induce a reasonable degree of sleep. 
And, finally, narco-analysis offers a practical substitute for the economically 
unavailable, if desirable, method of psycho-analysis. 


I am indebted to Dr. P. W. Bedford for his advice and criticism. My 
thanks are due also to Dr. J. J. B. Martin and Dr. G. T. James for their kind 
co-operation. 
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SOMNIFAINE NARCOSIS. 


A SYMPOSIUM HELD AT THE QUARTERLY MEETING OF THE RoyaL MEDICO- 
PSYCHOLOGICAL ASSOCIATION, GLASGOW, MAY. 14, 1936. 


Clinical Aspects. 


By Ancus MACNIVEN, M.B., Ch.B., M.R.C.P.E., D.P.M., 
Physician Superintendent, Glasgow Royal Mental Hospital. | 


SINCE October, 1934, we have treated 40 cases of psychoses by somnifaine 
narcosis in the Glasgow Royal Mental Hospital. The technique employed by us 
was that recommended by Strém-Olsen. The patients were isolated in a quiet 
room, in partial darkness, and a nurse was constantly in attendance by night 
and day. Asa preliminary to the treatment, insulin and glucose were given for a 
few days beforehand, while the patient received daily bowel wash-outs. The 
amount of glucose given was I oz. to 14 oz. three times a day, along with Io units 
of insulin. This insulin and glucose routine was continued during the treatment, 
and for some days after the administration of the somnifaine was discontinued. 
The somnifaine was injected intra-muscularly in 2-c.c. doses. The degree of 
narcosis one wished to produce was that approximating as nearly as possible to 
natural sleep. Throughout, one tried to keep the patient in such a state that 
they were able to be roused from time to time for feeding. The amount of 
somnifaine necessary to produce this state varied with each patient. but as a 
rule we found that 6 c.c. of somnifaine given in 2-c.c. doses in the 24 hours was the 
average amount required. The treatment was continued for Io to 14 days. 


-~ Complications. 


In the series of cases we treated we had the following complications : 

One patient, a woman, developed pneumonia, from which she died, on the first 
day of the treatment, She had only had two injections of somnifaine, and I do 
not feel that her death can be in any way attributed to the somnifaine. 

Symptoms of cerebral irritation occurred in three cases. In one of these 
the temperature rose to 103° on the last day of the treatment. The patient 
developed symptoms of cerebral irritation with marked opisthotonos. This 
symptom lasted for 3 days, and then subsided completely. 

In the case of the other patient the symptom of cerebral irritation began the 
day after the treatment was terminated. The patient had four epileptiform 
convulsions in the next 24 hours. Her symptoms suggested calcium deficiency, 
and she was treated with calcium by the mouth. Her symptoms subsided 
completely. This was the only case of schizophrenia that made a recovery. 

The third case was that of a schizophrenic patient, who on the fourth day 
developed tremors of the face and limbs. These subsided following treatment 
with calcium gluconate. However, he developed signs of cardiac collapse. His 
circulation improved, but his temperature rose to 104°, and we considered it wise 
to stop the treatment on the seventh day. 

Elevation of temperature to 102° or aver occurred in 6 cases. One patient 
showed a rise of temperature to 102°, which fell to normal within 24 hours. In 
the other case the elevation of temperature was due to cystitis, which cleared up 
with treatment. 

One case developed alarming symptoms on the fourth day after the commence- 
ment of the treatment. His temperature rose to 104°. Examination of the 
blood showed marked leucopenia, and although the treatment was immediately 
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stopped, the patient remained in a state of deep narcosis for two days. We felt 
it unwise to continue treatment in this case. 

In another case the treatment was stopped for 48 hours on account of the 
patient developing a temperature of 102°. We were able to resume treatment, 
and the patient eventually made a good recovery. 

Symptoms of failure of the circulation occurred in 3 cases. One was the case 
I have already mentioned. Another was that of a man, æt. 50, whose physical 
condition was poor when the treatment was commenced. Throughout the course 
the blood-pressure remained low. On the fourth day his colour became very poor, 
and his pulse rapid and almost imperceptible. He was treated with ephedrine 
and icoral. His condition improved, treatment was stopped for 24 hours, and then 
resumed without reappearance of further symptoms. 

Another patient showed similar symptoms of collapse of the circulation on 
the sixth day. In one case the systolic blood-pressure fell to 85 mm. of mercury, 
but with the administration of ephedrine it rose again, and it was not necessary 
to suspend the treatment. 

Systolic pressure of 90 and 95 occurred in one or two of the cases. We found 
ephedrine very efficacious in raising the blood-pressure in these cases. 

We had no renal complications, except in one case in which the output of 
urine became dangerously low on the fifth day. The administration of the 
somnifaine was discontinued for 2 days, and the patient was given alkalis. His 
renal symptoms disappeared, and we were able to continue treatment. This was 
one of the cases who made a recovery after treatment. 

Catheterization was necessary in 8 of our cases at one time or another during 
treatment. 


Type of Patients Treated. 


Of the 40 cases, 20 were women and 20 men. All were suffering from psychoses. 
We have had no opportunity of treating any psychoneuroses. Twenty-five were 
cases of manic-depressive psychosis. These were made up of 17 cases of melancholia 
and 8 cases of mania. There were 10 cases of schizophrenia, 2 cases of involutional 
melancholia, and 2 cases of paraphrenia. 

The cases fell into the following age-groups : 

16 were between 20-30 years of age. 
I0 a» ,» 30—40 a” a” 
Il s 5 40-50 ,, Si 
2 were Over 50, and I case was 61 years old. 

The duration of the illness varied from 2 months to several years, but most of 
the cases were fairly recent, the illness having been present for 6 months to a 
year before treatment was given. 


Results. 


With regard to our results, I have put the cases into the following groups : 

Recovertes.—That is, those patients who showed a marked improvement 
almost amounting to recovery immediately following the treatment, and who 
progressed steadily, so that they were able to be discharged in a few weeks’ time. 

Permanent improvement.—Cases which showed immediate improvement, or 
ultimately went on to complete recovery. 

Temporary tmprovement.—Cases which showed an improvement lasting from a 
week to 4 weeks or over. 

No tmprovement.—A group which appeared to be totally unaffected by the 
treatment. 

In our series we had 5 cases in which we felt justified in attributing the patient's 
recovery to the treatment. Nine cases were permanently improved, 16 cases 
showed a temporary improvement, and Io cases were unchanged by the treatment. 
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Recoveries.—Of 5 cases which recovered, 3 were cases of melancholia, I was a 


case of mania, and 1 was a case of schizophrenia. I wish to comment very shortly 
on these cases. 


CASE 1.—The case of a man, æt. 34, suffering from mania. He had a previous 
attack 7 years before his present one, from which he made a good recovery after a 
year’s residence in hospital. His present attack began with a period of depression 
which gave place to a state of excitement. He showed immediate improvement 
after the somnifaine treatment, and we were able to discharge him recovered 6 
weeks after his admission to hospital. 


CASE 2 was a young woman, æt. 24, who suffered from an acute excitement 
characterized by restlessness, auditory hallucinations and attacks of panic. Her 
illness was of 10 weeks’ duration. I have classified this patient as a case of 
schizophrenia, but I think it is possible that other clinicians might have diagnosed 
her case as a manic-depressive psychosis. Excitement had been gradually 
abating before she was subjected to the treatment, but at its commencement she 
was still in a very disordered state. Immediately following the treatment she 
showed a very marked improvement, which in the course of a week or two progressed 
to a complete recovery. As far as I know she has since remained well. 


CASE 3 was a man, æt. 37, who on admission suffered from depression, extreme 
anxiety and apprehension. These symptoms had been present for 6 weeks. He 
had a previous attack, in which he showed similar, but less severe, symptoms, 4 
months before. For this illness he was treated in this hospital, and appeared to 
make a good recovery without special treatment in 6 weeks. 


In this case again the difficulty of diagnosis arose. I have put the case in the 
manic-depressive group, but certain of the symptoms he showed, such as extreme 
panics, hallucinations and a somewhat stuporous condition at times, suggested 
that we might be dealing with a case of schizophrenia. This patient immediately 
improved after the treatment. He was completely recovered in 2 weeks’ time 
and was discharged from the hospital, and he has since remained well. It is 
possible, in view of the outcome of his previous attack, that he might eventually 
have recovered without the treatment, but I feel that in assessing the value of the 
treatment one cannot ignore the fact that before he was subjected to it he was 
suffering from gross mental symptoms, which disappeared immediately after he 
had been given treatment. 


CASE 4 was a woman, æt. 50, whose illness had been present for 2 years. She 
showed extreme depression, resistiveness, refusal of food, extreme restlessness, 
sleeplessness, and paranoid tendencies. The present occasion was the second on 
which the patient had been subjected to the somnifaine narcosis. After the first 
treatment, given a year before the second course, she showed a remarkable im- 
provement, and remained well for 4 weeks, again became depressed and finally 
relapsed into her former state. On this occasion, following the treatment she 
showed a very marked improvement. Her depressed, almost stuporous condition 
gave place to a state of mild elation, in which she was a little over-active, extremely 
sociable, and showed a slight lack of restraint and judgment. These symptoms 


subsided very quickly, and she was discharged recovered, and has since remained 
well. 


This is a case in which we regarded the outlook as very unfavourable. The 
long duration of the illness and the character of the symptoms she showed did 
not make the case a hopeful one, and the improvement following the treatment was 
most marked and dramatic. 
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CASE 5 is the case of a man, æt. 50, who showed a depression of 8 months’ 
duration. In his case also the symptoms did not suggest a very favourable 
outcome, but following the treatment his depression disappeared, and we were 
able to discharge him recovered. 


There are two other cases which I was tempted to place among the recoveries, 
but for certain reasons I have put these cases among the permanent improvements. 


Case 6 is that of a young woman, æt. 21, who has suffered from attacks of 
manic-depressive psychosis since adolescence. When she was subjected to the 
treatment she was in a state of hypomania. Immediately following the treatment 
she remained in a mildly excited state for a few days, but gradually her excitement 
subsided entirely, and she was discharged recovered 2 months later. 


In this case I have no doubt that the patient would have recovered from her 
attack had she not been given the treatment, but I think it is reasonable to suppose 
that the treatment shortened her attack. She has remained well since her dis- 
charge, a year ago, and seems more stable than she had been for many years, and 
it will be interesting to observe how long she will remain well. | 


CasE 7.—The other case I have to refer to is that of a man, æt. 40, who had 
had several previous attacks of acute mania of short duration. Latterly these 
attacks have been occurring at frequent intervals. His second attack, which 
was in 1931, only lasted a week, and he was only in hospital 3 weeks. He remained 
well from then until June, 1934, when he went into a state of acute mania, from 
which he quickly recovered, so that he was discharged from hospital on July 18, 
1934, a month after his admission. He had another attack in August, 1934. He 
was in hospital a little over a month, and was again discharged. He was hardly 
out a month when he had another attack, and was admitted in October, 1934. 
The attack passed off in about a week, but on this occasion he was not discharged, 
and during the next 12 months he had 5 attacks of acute mania, each of which was 
treated with somnifaine from the commencement of the symptoms. We found 
that 7 days’ narcosis was sufficient to arrest the attack. On each occasion after 
the treatment the patient went into a state of mild depression which lasted about 
a week. He then kept well until the next attack of acute excitement came on. 
Finally he was discharged on October 9, 1935, and up till now he has remained 
well. 


In this case the somnifaine treatment does not appear to have had any curative 
influence, and in view of the fact that some of the patient’s attacks lasted only a 
week without treatment, it is doubtful whether the somnifaine treatment had 
much effect in shortening the duration of his attacks. We did, however, find 
this treatment extremely useful in controlling the excitement, which was very 
intense while it lasted. 


Permanent improvement.—Nine patients were permanently improved as a 
result of the treatment. These comprised 5 cases of mania and 4 cases of melan- 
cholia. The 5 cases of mania include the 2 cases I have just referred to. Of the 
other 3 cases of mania, 2 were greatly improved after treatment, and eventually 
made a good recovery. The third case was that of a young girl, who was in a state 
of wild excitement before the treatment was given. Her excitement was much 
less following the treatment, and she is now in a mild state of hypomania, from 
which she seems to be rapidly recovering. 


The 4 cases of melancholia in this group felt relieved after their treatment. 
They were brighter, they slept better, and eventually all four were discharged 
from the hospital. One of these cases was particularly interesting. It is that 
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of a woman, æt. 61, with a very bad family history, who had been a chronic mental 
invalid for many years. She developed an acute depression, characterized by 
delusions of sin and painful obsessional thoughts. These acute symptoms were 
present for about a year before the treatment was given. Following the treatment 
there was marked improvement. She became comparatively bright, her obses- 
sional thoughts diminished in intensity, and her conduct became much less 
inhibited. She left the hospital a few days after the completion of the treatment. 
Her state of improvement lasted for a few weeks, and then she showed signs of 
relapse. The physician in whose charge she was gave her a further course of 
somnifaine, which again resulted in an improvement that has continued up to date. 
The patient, although by no means recovered, is in better physical health than 
she has been for many years, and her mental condition is very greatly improved. 


Temporary improvement.—Turning now to what is to me perhaps the most 
interesting group of all, that is, those patients who showed a temporary improve- 
ment lasting from a few days to over a month, we had 16 cases which reacted in 
this way tothe treatment. They comprised 8 cases of melancholia, 3 of involutional 
melancholia, 3 of schizophrenia, and 2 of paraphrenia. The improvement which 
unfortunately did not last, was in a certain number of the cases of a most dramatic 
character ; for instance, one man, zt. 53, who had suffered from a typical melan- 
cholia of 2 years’ duration, and who showed symptoms of depression, with mental 
retardation and suicidal tendencies, was completely transformed immediately 
after the treatment. He was bright and cheerful, he seemed to have regained his 
confidence completely, and he slept well. The patient himself described the 


change as “a new birth”. The improvement continued for 3 weeks, but he 
gradually became depressed, and in a short time had completely relapsed, and, as 
far as I know, has not recovered. ° 


Another striking case was that of a woman, æt. 47, suffering from involutional 
melancholia of 15 months’ duration. The patient’s symptoms were of the most 
acute kind before she received treatment. She showed extreme agitation, with 
distressing delusions of sin. Her conduct was grossly disordered, she unclothed 
herself, and was constantly destroying her clothing and stuffing it into her mouth. 
She was extremely noisy and difficult to manage. After the treatment she was 
transformed. She became quiet and composed, her delusions disappeared for the 
time being ; her whole appearance was changed. She was able to go to the hospital 
sewing-room for a few days and did good work there. This improvement con- 
tinued for 8 days, and then she relapsed, and in 3 days she was back to her former 
state of distress and agitation, in which she has continued since. 


The improvement in one of the cases of paraphrenia was no less remarkable. 
The patient, a woman, æt. 46, who suffered from a mental illness characterized by 
delusions of persecution and hallucinations of hearing, violent outbursts, seemed 
to make a striking improvement after the treatment. Her hallucinations disap- 
peared, she no longer voiced her persecutory ideas, she was bright and cheerful, 
and behaved in a normal way. In her case the improvement was maintained 
for 6 weeks. Then, gradually, mental symptoms reappeared, and now her 
condition is as bad as it was before the treatment. 


An interesting case was that of a medical student, æt. 19, who was admitted 
suffering from mental symptoms which had been present for 10 days. The course 
of his initial symptoms suggested a mild manic excitement, but as the illness 
progressed he developed symptoms which made one fear that he was a case of 
dementia precox. Immediately before he was admitted to the hospital he had 
intense panics; he believed that the room in which he had been was full of 
Russians ready to pounce on him and kill him. He had curious delusions of a 
fanciful character. He believed that a remarkable change was going to take 
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place in the human race, and that in the future sex would be abolished in human 
beings, and reproduction would no longer be necessary. He believed that people 
would live for ever. He tended to mis-identify those around him, and at times 
he behaved in a very foolish, erratic way. 

We felt that this was a case which was particularly suitable for the somnifaine 
treatment because of the short duration of the illness and the acute character of 
the symptoms. 

After the treatment the patient seemed greatly improved. His behaviour 
became quite normal, he had some insight into his former delusions, which had 
now disappeared. The only abnormal thing about him was that he seemed 
curiously apathetic about his present condition. He did not show the concern 
that one would expect from an intelligent young man about a serious event of 
this kind. However, he kept in this state of apparent well-being for several weeks, 
so that we felt justified in discharging him. Three weeks after he left us he was 
again admitted to the hospital in a state of confusion, with hallucinations. He 
continued to have acute symptoms for about a month. During that period he 
was at times semi-stuporose ; lay immobile in bed, and rarely spoke. He improved 
gradually without any special treatment, so that he was able to be discharged 
recovered 2 months after his second admission. He has remained well since then. 


Unimproved.—In the last group of this series, containing those cases in which 
the treatment did not produce any improvement, we have Io cases, comprising 
2 cases of mania, 2 cases of melancholia, and 6 cases of schizophrenia. It is, 
perhaps, not surprising that the cases of schizophrenia did not show any improve- 
ment, but it is perhaps surprising that the 2 cases of mania should not have shown 
even a temporary improvement. They were both typical cases of manic-depressive 
psychoses. One man eventually recovered, and the other case is still in a state of 
excitement. 

An analysis of the results according to the disease group gives the following 
results : 


Mania: Total cases 8. 


Complete recovery . ; : : ; ; . I 
Permanent improvement . i i : : © 5 
No change , i 2 


Melancholia : 17 cases. 


Recovery . : ; : š : ; . 
Permanent improvement . 

Temporary improvement . 

No change 


N OA W 


= It is interesting to compare the results obtained in this group with those 
reported by Ström-Olsen and McCowan, who treated a similar number of cases in 
their series. They had the same number of recoveries, namely, 3. Five of their 
cases were improved, and 9 were unchanged. Their 5 cases of improvement would 
correspond to our 4 permanently improved patients. To make the comparison 
valid, 8 cases grouped under temporary improvement would require to be 
placed in the ‘“ No change ” group, so that for the purpose of comparison we had 
Io cases which showed in this group as against 9 cases in Strém-Olsen’s and 
McCowan’s series. The results we obtained in our melancholic cases correspond 
very Closely to those obtained by these two workers. 


Involutional melancholia: 3 cases. 


No recoveries. 
3 showed temporary improvement. 
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Schizophrenia : 10 cases. 


Recovery ; š I 
Temporary improvement . : ; : 3 
No change . ; ; : : : : ; 6 


Paraphrenia : 2 cases. 
Both showed temporary improvement. 


Conclusions. 


Prolonged narcosis with somnifaine in a considerable number of cases produces 
marked improvement in the patient’s condition. In a certain number of these 
cases the duration of the illness is shortened by the treatment. . 

In a large proportion of the cases the improvement is only temporary, but 
there are others in which permanent improvement, not reasonably to be expected 
to occur, has resulted from the treatment. 

Treatment is of value in benign types of psychoses. It is of doubtful value 
in well-established cases of dementia præcox, and even in the benign types of 
psychoses it is impossible to predict the result of the treatment. 

We found that typical cases of mania, in which recovery eventually occurred, 
did not react so well to the treatment as certain other cases of excitement in which 
the clinical picture suggested schizophrenia. 

The treatment involves some risk to the patient's life. 


Psychological Aspects. 


By J. H. MacDona_p, M.B., Ch.B., F.R.F.P.S.G., 
Medical Superintendent, Glasgow District Mental Hospital, Hawkhead. 


Ir was with some diffidence that I agreed to contribute towards this discussion 
because I felt that, having had no personal experience of the use of hypnotic drugs 
in the modern method of prolonged narcosis, anything I might say might be held 
by some to be spoken without authority. 

As the result, however, of my reading of various reports that have been published, 
and of conversations with physicians who had actually employed the method, I 
had already formulated in my mind some notions regarding the possible psycho- 
logical mechanism involved in those cases where beneficial results have accrued. 

I felt that I might take the opportunity of airing my views here in the hope 
that they might lead to discussion and probably some clarification. Looking to 
the great variety in the chemical composition of the numerous other drugs besides 
somnifaine that have been employed by different clincians, I felt that some explana- 
tion other than, or should I say rather, in addition to, one based purely upon 
biological chemistry, was necessary. 

I had arrived at the conviction that any beneficial results obtained by this 
method could and should find a rational explanation in the physiological and 
psychological laws of ‘‘ habit” and “resistance”. Certainly there are no other laws 
more profoundly influential in regulating the functioning of the nervous system. 

Briefly put, my view was that prolonged sleep interfered with, or, if you like, 
inhibited for the time being, habitual modes of thought and action, resistance to 
which, in the wakened state, had been weak and futile. The enforced period of 
quiescence and rest allowed the patient, under favourable circumstances, to acquire 
new habits of thought and action, or rather, to select and make better use of ideas 
already acquired but more appropriate to the vital needs of the moment, more 
appropriate because more likely to lead to successful issue, being less interfered 
with, less inhibited by ideas and tendencies which formerly held sway in an almost 
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compulsive or obsessive fashion. Most of us have had experience of the distressful 
interference with the ordinary course of thought induced by the temporary 
dominance in consciousness of some ideative intrusion, let us say a verse, a 
rhythm, a catchy air, sometimes even a vulgar, perhaps obscene, expression. 
Try as we will to banish it from consciousness we fail and we may be much disturbed. 
All our efforts are useless. Let something happen, however, which demands and 
commands our attention in a compulsory manner and the intruder is vanquished 
and banished. Again, if to-day I am much worried and disturbed by some problem 
which has unsuccessfully demanded solution “ I sleep over it’’, as the common 
saying is, and to-morrow I attack the problem successfully—resistances are less, 
other nervous pathways are more open. | 

Herein I venture to suggest lies the secret of success that is obtained after 
prolonged narcosis. The depressed patient who for weeks, or perhaps months, 
has had his consciousness occupied and dominated by depressive ideas, has acquired 
a habit which may be difficult to break down. The affective tone has become the 
predominant factor in the process of association of ideas. The same argument 
applies equally to those patients in whom the grandiose tone prevails. The schizo- 
phrenic who lives in his own little world of daydreams, who is out of contact with 
the realities of the world, has likewise formed habits of thought that inhibit the 
course of more appropriate mental activity. Habit, inhibition and resistance are, 
in him, the order of the day. It is not to be wondered at if, after nine, ten or 
eleven days of sleep—in other words, of freedom from habitual and compulsive 
modes of thought—the patient wakens in a new environment, more ready to 
receive stimuli from the outer world in a more physiological manner, with less 
automatism. At this period the efforts of the nurse and the physician give greater 
promise of restoring the mental mechanism to normal functioning. If now the 
patient’s interest can be aroused—if healthy thoughts and reactions can be 
encouraged—the physician has an opportunity of making more fruitful use of all 
the curative means at his disposal. 

I am indebted to Dr. Ford Robertson for having put into my hands, among 
several papers on this subject, one by Drs. Palmer and Paine, of Philadelphia, 
on “ Prolonged Narcosis as Therapy in the Psychoses’’. I wish to quote from it, 
not merely because I find the views expressed therein accord very closely with 
those which I had already formed, but also because the entire contribution with 
its review of the work of others seems to me to present the subject in a clear and 
logical fashion. 

I think it is a great pity, however, that these authors have felt themselves 
constrained to make use of terms that are unnecessarily obscure and involved. 
(This would seem to be unavoidable on the part of those who follow the modern 
psychoanalytical trend of thought.) The authors quoted say : 

“It will be noted in Chart IV that the highest recovery-rate occurred among 
those patients subjected to the most heroic method of treatment, namely, luminal 
or sodium luminal administered intravenously and orally, and fortified by hyoscine, 
plus hyperpyrexia and chills induced by intravenous typhoid vaccine. In other 
words, that form of treatment which was most debilitating and produced the 
greatest degree of toxemia and physical prostration resulted in the largest number 
of recoveries. In addition to a possible chemical interpretation this result has a 
very definite psychological significance. It would seem that the degree of forced 
dependence upon the environment is directly related to the prognosis. The amount 
of activity of the physicians and the nursing staff and their constant presence in 
the picture, both during active treatment and the convalescent phase, appear to 
be important factors in the recovery. The degree of energetic interference with 
the psychosis may determine the rate of recovery.” 

Here I would like to draw your attention to the fact that, whilst we are dealing 
to-day particularly with “ somnifaine ” therapy, it is clear that the authors quoted, 
like several others, have made use of drugs other than somnifaine to produce 
narcosis. They claim to have got their best results by the administration of 
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sodium luminal plus hyoscine plus hyperpyrexia and chills induced by intravenous 
typhoid vaccine. One might reasonably ask which of these elements in treatment 
has been the most important. Having regard, however, to the findings of various 
investigators in this field it is reasonable to assume that the important thing is 
the prolonged narcosis, however induced. I agree that a chemical interpretation 
should be possible, but I leave that to the bio-chemist who is to contribute to this 
discussion. At the moment I am interested only in the psychological interpreta- 
tion. If it is true that the degree of forced dependence upon the environment is 
directly related to prognosis and that the amount of activity of the physicians 
and nursing staff are important factors in the recovery, does that not really mean 
that the important thing is to break down inhibitions and resistances in the nervous 
pathways and to encourage the patients by all possible means to make use of those 
nervous circuits which are more likely to lead to healthier thought and conduct ? 
Why transcend the limits of ordinary physiological phraseology ? 

The authors go on to state: 

' One of the greatest obstacles to the use of psychotherapy in schizophrenics is 
the defence which in the phase of narcosis is more or less completely broken through. 
A transference relationship is forced and serves as an avenue for the psychothera- 
peutic approach. 

“ Verbatim records of the productions of patients who have been subjected to 
this form of treatment have been of great value in understanding the dynamics 
of their psychoses. The apparent relaxation of the censorship produced by the 
drug allowed a free flow of significant material which later could be utilized for 
efforts at re-integration in the convalescent phase. We have been able to obtain 
from otherwise mute catatonics a history of significant precipitating factors which 
could be understood and correctly evaluated. Jelliffe applied the term ‘ drug 
analytic method ’ to this most helpful portion of the therapeutic scheme. He 
regards the technique as a valuable extension of our capacities for getting at and 
understanding repressed unconscious material. 

“ The stupor can be looked upon as an enforced or induced regression to the 
stuporous (or ante-natal) level. This deep regression furnishes the patient with the 
goal of his regressive yearnings. Once the avenue is opened, re-living in a friendly 
and protective environment can be promoted through successive phases of develop- 
ment and objects more in keeping with the demands of reality can be substituted.”’ 

Surely all that involved language simply means that prolonged narcosis may 
serve as a means of breaking down inhibitions and overcoming habits of thought 
and conduct which have been harmful; and that everything possible should be 
done to encourage readaptation to the environment with more successful modes 
of behaviour. It is clear, from all that has been written on the subject, that 
treatment by prolonged narcosis is not without its dangers; but it seems to me 
that it is in the possibility of readaptation to the environment which it affords 
that this method is worthy of consideration. It may succeed where attempts to 
attain the same end by other methods have failed. After all, is it not the case 
that recreations, games, outdoor employments, frequent and prolonged interviews 
and all methods of occupational therapy, to which we have long attached much 
importance, have the same end in view—viz., healthier adaptation to the real 
circumstances of life ? 


Biochemistry. 
By J. H. QuUASTEL, Ph.D., 
Biochemist, Cardiff Mental Hospital. 


I wanT to speak of the work we have been doing in Cardiff on the metabolism 
of the nervous system. The work was carried out there because of the importance 
of the narcosis treatment. It seemed to us there a pity that a treatment such as 
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that should be given up because of the considerable toxicity possible in relation to 
it. The research was undertaken to see if we could diminish the toxicity, at the 
same time seeking an idea as to how narcotics work. I ask that you will realize 
that the main substance burned by the brain is glucose. The dominant form of 
metabolism in the nervous system is connected with the breakdown of glucose 
and lactic acid, and this can be proved by experiment in the living animal and with 
‘-brain-tissue in vitro. In doing experiments we are not able to carry out work with 
human brain, because we cannot get human tissue fresh enough, so we have to 
Carry out experiments with animals. They are carried out in this way. We cut 
slices of the cortex of the brain as soon as the animal is dead, that is to say, within 
ten minutes of death the brain is out and slices have been cut. They are placed 
in a physiological medium in the presence of glucose, and we follow the metabolism 
of that tissue, which allows us to estimate the amount of oxygen being taken up 
by the brain. If luminal, chloretone, hyoscine or somnifaine be placed with the 
brain-tissue, then the respiration, instead of being at the usual level, starts lower 
down, and maintains a straight line. We wanted to see whether this action is 
reversible or irreversible. If the latter, then on removing the brain-slices from the 
narcotic it should no longer behave like a normal piece of tissue. Actually, when 
the brain-slice is removed and placed in Ringer solution, with no narcotic, the 
respiration goes up and becomes equal to that shown by the slice which had no 
narcotic. That is to say, the process is reversible. 

It is important to start with the understanding that we are dealing with a 
biological phenomenon which is real and which is probably taking place in vivo in 
the intact animal, that it is not merely an artefact belonging to in vitro experiments. 
4% chloretone will bring about a diminution of this respiration from 15°6, which 
is a normal sort of figure, to 5'1; with o1% luminal it goes from 15'8 to g. 
Mescaline, too, acts like a narcotic and the effect is quite reversible. 

Is this specific for an animal? These results were obtained with guinea-pig 
brain ; the respiration was 90% with guinea-pig, 91% with cats, 87% with rabbits, 
86% with the mouse, 90% with sheep, and with human material which was four 
or five hours old, it was about 90%. That shows it is not specific to one animal 
species, but is, rather, a general phenomenon. 

What do the narcotics do? Do they prevent oxygen getting to the brain ? 
Do they prevent substances which go to the brain from being oxidized ? We can 
show that these narcotics have one property in common, and they include ether 
and nitrous oxide; they all inhibit the oxidation by the brain of glucose and lactic 
acid, and it is those substances which are necessary for the functioning of the 
nervous system. It is those substances whose metabolism is inhibited by the 
narcotics ; whereas other substances also burned by the brain but not so effectively 
and not supplied in the blood to the same extent as sugar and so not so biologically 
important, are not affected by narcotics. If the narcotics were simply preventing 
oxygen from reaching the brain or interfering with the oxygen being made avail- 
able to the brain, all substances oxidized by the brain would be similarly affected. 
But it is just the carbohydrates which are affected, not the others. So there is 
this specificity, because glucose and lactic acid are so important in the metabolism 
of the nervous system. 

When we add a narcotic to the brain the oxidation falls because the substances 
oxidized by the brain are being used up. With somnifaine or the barbituric 
derivatives you get a fall, and at a certain period the curves cross, so in three or 
four hours the respiration is greater, and that is because at this period the lactic 
acid, etc., in the brain were not being used up quickly, some was left over still 
to be burned. If, when they cross, we add sugar, the respiration goes up to the 
normal level. But here is a very slight increase, showing the large effect of a nar- 
cotic on the sugar oxidation. Ether does the same thing. Ether of the concen- 
tration which will bring about that narcosis inhibits the oxidation by the brain of 
sugar. The effect of ether is cumulative, so differing from the narcotics, and it is 
not easily reversible, and that is one reason why we cannot use ether for the purpose 


1936. | SOMNIFAINE NARCOSIS. 433 


of causing prolonged narcosis ; we should kill the patient. More damage is done 
by ether; itis a different type of narcotic. This effect is not just specific to brain ; 
it works with other organs, especially the liver. And here, again, the main effect 
is in respect of the carbohydrate. At narcotic concentrations these substances 
affect the metabolism of sugar. It was the appreciation of this fact, in the early 
days, which led us to seek for, and to find in our cases of prolonged narcosis evidences 
of ketosis. It was found that in most cases of prolonged narcosis symptoms 
develop which might be due to ketosis. 

It was those facts which led us to consider modifying the treatment by glucose 
and insulin, and we published a paper showing that glucose and insulin adminis- 
stration had a favourable effect. Glucose and insulin are favourable because they 
combat the toxic effects of narcotics in organs in which the carbohydrate meta- 
bolism greatly depends on the glycogen-glucose metabolism. In the brain there 
is no glycogen metabolism ; the brain works, because it must work, on glucose 
supplied by the blood. Insulin cannot effect narcosis in the brain, because insulin 
has its effects chiefly on the glycogen breakdown ; it is more or less independent 
of the nervous system, so insulin cannot affect the narcosis treatment. But it 
can combat the effects of the narcotics on other organs than the brain. 


Pathology. 
THE PHYLACTIC THEORY IN THE TREATMENT OF NEUROTROPIC DISEASES. 
By W. M. Forp Rosertson, M.D. 


Director, West-of-Scotland Neuro-psychiatric Research Institute. 


THE conception underlying the phenomenon of “ phylaxis ”, or protection of 
the nervous system, in neurotropic diseases was first enunciated by Billard (1931), 
late Professor of Physiology at Clermont-Ferrand. It was he who gave an 
explanation of the value of chloroform anesthesia in tetanus. In regard to this 
matter, Billard wrote as follows: 


“ Profoundly convinced of the essential importance of lipoids in the 
production of phylactic phenomenon, I wondered whether anesthetics 
generally, which had already been shown by Nicloux to have an affinity 
for the central nervous system, and in particular, whether chloroform, 
which had enabled Overton to establish the existence of lipoids, did not 
have the power of so modifying lipoid equilibrium in vivo as to render 
animals either more sensitive or more refractory to neurotoxins.” 


Whether or not the role of the lipoids will ultimately be found to be as vitally 
important as stated remains to be seen. The essential point, however, is that 
experimental evidence strongly suggests that protection is afforded by chloroform 
against a lethal dose of tetanus toxin. 

Billard was able to demonstrate the following results on guinea-pigs : 


1. The injection into a guinea-pig of a lethal dose of toxin produced no 
reaction if the animal had been anesthetized for about 3 minutes, 12-15 
minutes before the injection, the animal, according to Billard, having 
been rendered refractory to tetanus toxin. 

2. If the lethal dose of toxin is given some 10-15 minutes before the 
chloroform anesthesia, the animal dies more rapidly than by injection 
alone. The virulence of the toxin is apparently increased. (The reason 
possibly being that the toxin, free and freed, becomes widely distributed 
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by the chloroform, for which it may have some affinity, and the ready 
reversibility of the lipoid-chloroform combination leaves the toxin more 
extensively fixed in the central nervous system.) 

3. If, in the second example, an injection of anti-tetanic serum is given 
either just before or just after the chloroform anzsthesia, the amount of 
serum used being 0°5 c.c. per 100 grm. weight, the animal survives, the 
action of the anti-serum neutralizing the action of tetanus toxin. 


René Cruchet, Professor of Clinical Medicine at Bordeaux, from whose article 
these experiments have been quoted (Brit. Med. Journ., January 16, 1931, p. 86), 
suggests that similar conclusions might be drawn with regard to other toxins which 
have a special affinity for the nervous system, and particularly to diphtheria. 
Under similar experimental conditions, identical results were obtained in cases of 
poisoning by sparteine and viper venene. 

The phylactic property of chloroform, as would be expected, has not the same 
orce when neurotropic toxins are already fixed in the nerve centres, but, because 
of its affinity for lipoids, it has the power to displace toxins already fixed in the 
nerve-cells, and therefore exerts a perhaps reduced but nevertheless protective 
action. This capacity of chloroform and also chloral hydrate is seen in the 
application of these substances to well-established cases of tetanus. Cruchet, in 
1915, and Dufour, in 1925, have seen that, if anti-tetanic serum was given under 
chloroform anesthesia, usually good results were obtained. The former also 
treated 5 children, of whom 3 made good recoveries; in the other 2 cases life 
was prolonged, the contractures, pain and trismus ceased and they died free from 
intense suffering. The failure in some cases is explained as being due to the 
liberation of nerve-fixed toxin into a system already incapable of further resistance, 
and the importance is stressed of giving enough antitoxin simultaneously with 
the anti-serum, as well as the necessity of giving the combined treatment early in 
he course of the disease. 

Reference is also made to the possible use of the phylactic method in certain 
cases of influenza, typhoid fever, herpes zoster, sleeping-sickness, snake-bite and 
other neurotropic affections. Interestingly enough, only one reference is made 
to the barbiturates (gardenal), but Billard, in his experiments, has shown that 
urotropine, sparteine sulphate and especially certain mineral waters, in addition 
to gardenal, possess a similar power of protecting the nervous system. In gardenal 
we have the direct link between chloroform anesthesia and the long list of barbi- 
turate compounds, of which somnifaine is of more immediate interest. Even 
prior to this century, and as early as 1882, Gessinger sought to allay the excitement 
and restlessness of his psychotic patients by prolonged ether and alcohol narcosis, 
and one wonders what theories were then in vogue. In an attempt to justify the 
application of the phylactic theory to mental disorders, it is fortunate that at 
least some of our carefully formulated diagnostic labels are widely recognized as 
being organic in the special sense of toxemias. It is therefore necessary to begin 
from this point, where at least there would seem to be reasonably safe grounds for 
assuming some exogenous cause, bacterial or otherwise. In my opinion the 
confusional insanities have, curiously enough, been almost neglected in regard to 
our subject, perhaps because they usually run their comparatively short course, 
the recovery-rate is deemed good, and further, such cases present greater risks to 
prolonged narcosis. Naturally, therefore, it is upon our failures in therapy that 
our attention has been focused. Of the fairly large number of types of insanity 
that have been subjected to prolonged narcosis, it would seem that the acute 
forms, such as mania and the manic phase of the cyclic psychosis, are the most 
successful. I submit that this fact is relevant to the views to be expressed. I 
cannot but regard mania and the manic phase of the manic-depressive groups as 
precisely similar, and that to cut short the pathological processes that may 
otherwise subsequently result in profound exhaustion, of which depression is in 
part symptomatic, is to avoid or minimize the vicious circle. The fact that 
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somatic processes are involved in the toxemia and participate in the general 
acceleration of vital activity seen in the manic state must in part contribute to 
the higher percentage of successes on the grounds that leucocyte defence, elimina- 
tion and neutralization of toxins are also implicated, these being essential factors 
in recovery. In contrast to the foregoing we have schizophrenia, in which, for the 
sake of argument, I submit that we view the symptomatic end-point of a gradual 
and insidious neuro-intoxication, a drawn-out pathological process from childhood. 
I want to make it clear that it is necessary to make this assumption in order merely 
to draw attention by analogy to the scientific facts of phylaxis. The patient 
suffering from tetanus and in exlremis with superadded sepsis does not respond to 
the anesthetic or narcotic, his nervous system and somatic functions both being 
at alow ebb. Might this not be the case in many schizophrenics—a group that 
show only a limited response to somnifaine ? Another aspect of the subject 
requires brief mention, being one which is closely bound up with phylaxis and its 
possible effects on the psychoses, positive and negative. What explanation other 
than a psycho-dynamic one can be given for the strong tendency to relapse even 
when complete mental normality has been obtained immediately following the 
narcosis ? As a bacteriologist, I am tempted to believe that here we have an. 
indication in many of our patients that there is, as the source of the intoxication, a 
pathogenic living agent, and therefore it is clearly one thing to remove toxins 
fixed in a susceptible nervous system, and quite another to eradicate from an 
extensive focus, such as the colon, organisms producing neurotoxins. Let me 
take this point a little further. In mania we would generally seem to have an 
acute sudden infective toxemia. Deep narcosis, if given at once, acts mainly in 
the true phylactic sense. Such protection cuts into morbid neuro-somatic inter- 
actions, and a usually short-lived toxemia terminates even more rapidly with 
the neurons and endocrines practically unimpaired, and prolongation of the illness 
through damage to the central nervous system is minimized. In the manic- 
depressive cycle it is worth considering that, in the latter phase, where the narcosis 
is less likely to be effective, the toxin has become localized in the nervous system, 
somatic response or reaction being therefore minimal—a state, in fact, of anergy 
to the infection. To liberate nerve-fixed toxins in this state is hardly likely to 
produce more than temporary improvement. What neuro-somatic responses 
initiate the manic phase are still obscure, but I venture to submit that there 
arises a condition of somatic allergy to the neuro-toxin in the sense that the blood 
proteins are first involved—a phase which rapidly extends its sphere of action to 
the sympathetic functions of the autonomic. The sympatheticotonia manifest by 
manics would seem to be in harmony with this view. The endocrine triad, con- 
trolled by the sympathetic and on which our defences depend, is stimulated, and 
the relatively increased leucocyte activity excites a reactive auto-intoxication from 
the foci of infection. This wave of intoxication, if not neutralized, will cause 
further damage to the neurons, which will either continue to accelerate their 
activity, or gradually neutralize this effect until exhaustion of the whole complex 
process intervenes. The effect of a phylactic agent operating in the early stages 
can better be appreciated on the above hypothesis, since the sooner it is applied 
the stronger are the somatic defence mechanisms once the autonomic is stimulated, 
and the less is the damaging effect on the neurons of metabolic and neurotropic 
toxins. In many patients the spontaneous recovery phase in manic-depressive 
cases should be capable of prolongation, and, if each manic phase were smothered 
at the critical moment, permanent stability might be obtained. 

In the large proportion of the schizophrenic group, we would seein to have a 
state of more or less persistent anergy to bacterial infection, with greater localization 
of nerve toxin within the central nervous system—two factors working in harmony 
to produce in the main a picture of quiescent chronicity. Phylaxis, in such 
patients, seems doomed to give poor results, as indeed would appear to be the case. 
In formulating this hypothesis within the compass of a brief paper, other links 
have unavoidably had to be omitted, but in the main I believe the views expressed 
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will stand closer examination, and at least might form a basis of researches designed 
to clarify a theory that is still obscure in many of its aspects. 

The literature on the subject of prolonged narcosis shows a great diversity of 
ideas in explanation of why good if not brilliant results may be obtained, and 
similarly so for the failures, and on the latter subject there is considerable reticence. 
The psycho-dynamic theory, enlarged by Pulmer and Payne and many others, 
based on a psychogenesis, holds the field, whereas the physiogenic aspect is discarded 
as untenable by most workers in this field of therapeutics. This blind spot in our 
reasoning is reflected by an interesting lack of enterprise in collateral or adjuvant 
physiotherapy, except for one series of cases in the literature where T.A.B. protein 
shock was also given. The effects on the patients’ physical state were often drastic 
if not dangerous, but the group of cases thus dealt with were significant, I maintain, 
in the recovery percentage. Here the mechanism of phylaxis operating in mental 
illness, as now put forward, would seem to find a place, if the implications of somatic 
activity and reactivity are correlated with neuronic protection and elimination of 
toxins. It seems to me that it is time we appreciated more clearly that, to 
induce a narcosis, even by the safest possible means, we can only be dealing with 
one phase of a morbid process. The phylactic theory, at least, can claim to encom- 
pass all aspects of perverted bodily function in mental diseases, taking in its stride 
serology, leucopenic function, neurotropic intoxication and all the metabolic 
processes that are involved in the normal functions of the soma and neuron. The 
possibilities of extending our knowledge in this sphere of therapeutics are very 
great, provided we reorientate ourselves and remain biologically-minded. Before 
completing this very brief review, may I indicate broadly what points appear, to 
myself at least, to be worthy of exploration ? 

1. If a toxin is liberated from the nervous system, can evidence be obtained 
that this is so in terms of bone-marrow activity and the presence of toxic 
substances in the blood-stream ? 

2. In cases whose nervous system has recovered normal function, what thera- 
peutic means can be devised to recharge the neuron with normal metabolites in 
terms of remineralization ? Calcium loss is often considerable during narcosis, 
and the level may have been low previously, tetany having been recorded as a 
post-narcotic condition. If important ions such as calcium are disturbed, others 
also may be affected to an extent that render the revived neuron vulnerable. A 
carefully controlled study of calclum therapy may be worth while. 

3. Absorption from the intestine, infective or autotoxic, places a continual 
strain on the normal detoxicating function of the liver. Disordered action of the 
colon is so frequent in mental illness that it seems only logical to deal radically and 
carefully with this neglected tract before narcosis, especially since the capacities 
of the liver are about to be subjected to a severe strain, as it has much to do in the 
breaking down of the narcotic. Furthermore, relieving the system of infection, 
which may be neurotropic, both before, during and after narcosis should at least 
materially prevent refixation during the post-narcotic period, in which many patients 
relapse after attaining normality. The foregoing is closely associated with leuco- 
genesis, since deep-seated chronic infection cannot be dealt with if the defences are 
anergic. 

4. Surely the useful but sometimes abused protein shock therapy may have its 
right and proper place in the scheme of things if carefully controlled by observation 
on bone-marrow activity ? 

5. Experimental neuro-intoxication by the alkaloid mescaline could be studied 
and made a measure for the relative phylactic efficiency of the numerous barbi- 
turates and other reversible neurotropic agents. 

6. Finally, all workers in this field should follow up closely the advances that 
are being made in our knowledge of brain metabolism. To do so will correctly 
orientate our imaginations and creative faculties in our search to unravel the 
complexity of vital interactions between the soma and the neuron. 
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Discussion. 


Dr. P. K. McCowan : I have not much that I wish to contribute on the subject, 
but I may say that I agree with most of what has been put before you by the 
opening speakers. 

Rather than criticize what they have said, I will make a few brief remarks about 
what we have gathered from our experience in Cardiff. We have carried out over 
300 treatments in prolonged narcosis there, and I draw your attention to the fact 
that in over 200 of these we have used glucose and insulin with a mortality of nil. 
We should, indeed, be very surprised nowadays if we even saw severe toxic 
symptoms. The remarks I shall make may indicate why we get the results we do. 

As to the management of the case, I emphasize the importance of carrying out 
the treatment in a single, darkened room. This means that one can produce the 
results required with a very much smaller dose of narcotic than otherwise. I also 
wish to stress the importance of a daily testing of the patient’s urine, especially 
for the presence of acetone. We, at Cardiff, think that many of the toxic symptoms 
are due to a disturbed metabolism, and we regard ketosis as an indication of the 
existence of a toxic condition. If acetone is present in the morning the dose is 
decreased, and if the acetone shows an increase we stop the narcotic drug. We 
do not mind a temporary interruption of the treatment. Even though you carry 
this treatment through successfully you are not certain to cure, and therefore you 
are not justified in subjecting the patient to risk of a serious nature ; you do not 
expect these patient to die of their mental condition, and therefore you are not 
justified in carrying out a treatment on them which may killthem. So at the first 
sign of toxicity the treatment is stopped. Ketosis occurred in about 70% of our 
cases, and in these we increased the dose of insulin from Io to 15 units, and if that 
did not clear it up we ceased the treatment. 

As regards dosage, the tendency at Cardiff has been to give smaller and smaller 
doses. Nowadays we rarely give more than two doses of 2 c.c. each, which is 
sufficient in a darkened room at night; and instead of repeating it, we prefer to 
give paraldehyde, and we find that 4 c.c. gives sufficient sleep. This cannot be 
done by rule of thumb, but in the vast majority of the cases the injection is given 
at the same time each day. The patient is either awake or so little drowsy at 
breakfast time that feeding is possible, and the urination and defecation can be 
attended to. If the urine is free from acetone, the first injection can then be given. 
After being assured as to the condition of the urine, the injection can be given by 
a nurse. She gives the first injection in the morning, followed by insulin and 
glucose, and the patient will then sleep. He is awakened for ten minutes for the 
mid-day liquid meal, and he will be well asleep again in ten minutes. At the next 
interval, if the urine is still clear, he gets his second dose. When a nurse has got 
into the routine it is simple enough. The point I would make is to stress the danger 
of the man who has treated twelve cases or so having a false sense of security and 
going ahead without precautions. There must be personal vigilance, and those 
who carry out this treatment should read the literature and try to appreciate what 
the danger-signs are. 

I should like to make one remark about the choice of case for this treatment. 
The man who is about to commence this treatment should start with schizophrenics ; 
there are plenty of those in a mental hospital who have a bad phase, which can be 
improved ; you are dealing with a grave condition ; and if you are unfortunate it 
is not so disastrous as it would be with a mild or recoverable case. There is 
nothing specific about the treatment, and it is for the doctor to choose his cases. 
I would, however, utter a strong warning against giving this treatment to toxic, 
exhausted cases ; I include in this cases of exhaustion from mania and melancholia, 
because in them there is a definite mortality without treatment, and I do not think 
that type is suitable for this treatment. 


438 SOMNIFAINE NARCOSIS. [July, 


As to our results, we have treated 100 cases of dementia precox, and they were 
mixed recent cases and chronics; 10% of them recovered, 40% were improved, 
50% were no better. Of 150 manic-depressive cases one-third recovered, one- 
third were improved, one-third showed no change after the treatment. Of 50 
cases of neurosis 40% recovered, 20% were improved, and 48% showed no change. 


Prof. CARL H. BRownING (Glasgow University) said that he had been asked to 
speak, so that someone who was much interested in medical science but was not 
over-burdened with technical knowledge of insanity should say how the presentation 
of such a subject struck him. 

First there was the important fact—it had clearly been established as a fact— 
that a hitherto little-practised method of treatment was able to confer a very 
definite benefit in certain cases of certain types of insanity, in the direction of at 
least amelioration, if not cure. When stated in relation to the human animal 
these statements were always, at first, accepted with hesitation. One man’s 
experience might be limited ; but he took it, from the feeling of the meeting, as 
well as from the balanced statement of Dr. MacNiven and that of Dr. McCowan, 
that one was in the presence of the fact that the narcotic form of treatment was 
beneficial on certain occasions. Man was always seeking an explanation of what 
was presented to him, and from Dr. MacDonald an explanation had come which 
amazed the speaker. He had tried to keep clear of the pools of psychology, and 
he was able to follow Dr. MacDonald's reasoning, which was adapted to anyone 
with some knowledge of biological processes. Dr. Ford Robertson's paper had 
also given much food for speculation. It did not much matter whether a theory 
was right or wrong; so long as it stimulated people to find out something 
fresh it had served its purpose. A student showed him a text-book of physical 
chemistry, and he said to him, “ Yes, that represents the truth as it is known up 
to 1934, but do not conclude that the truth in 1936 will be the same ”. He was 
sure Dr. Ford Robertson brought forward his facts in the same spirit. He aimed 
at being provocative, but he provoked one to have some basis for going further. 

And he might be allowed to say how Dr. Quastel’s work had struck him. He 
was interested himself in a different form of therapy with drugs, and one was always 
confronted with the same problem. Here was a scientific substance which could 
confer a great benefit, but various actions diminished or neutralized its use; it 
was interesting to follow the means by which Dr. Quastel was led to neutralize 
harmful effects by insulin and glucose, so as to secure the maximum effect from this 
line of treatment. It was a fine example of the practical benefit which could 
accrue from the work of the laboratories. 


Dr. PICKWORTH drew attention to the way in which these very definite 
dramatic restorations of sanity, including those of a temporary nature, assisted 
our study of the etiology of mental disorder. 

Prolonged narcosis had undoubtedly its chief action upon that part of the 
brain which from clinical and pathological experience constituted a sleep centre. 
Similar dramatic restoration of sanity has been found after treatment with the 
repeated rigors of malaria and other hyperpyrexial agents, which profoundly 
disturb the thermo-regulatory centre. Other dramatic cures had followed 
experimental massive asphyxiation with CO, and with intensive shock reactions, 
such as massive injection of typhoid vaccines ; removal of the colon and other 
surgical operations ; and with treatment by insulin shock. 

All these actions took place near two small areas adjacent to the third ventricle 
constituting respectively the parasympathetic and sympathetic centres. Mental 
disorder was essentially not a simple infection or metabolic or endocrine disorder, 
but a clinical condition due to disturbed function of the nervous mechanisms which 
link body metabolism with the processes of the mind ; and the dramatic undoubted 
improvement which followed prolonged narcosis in some cases assisted in localising 
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the anatomic situation of disturbed function near to the sympathetic centre 
about the third ventricle. i 

Dr. T. C. Graves communicated his experience and opinion on the general 
treatment of mental cases with hypnotic drugs (read by Dr. Pickworth). 

Firstly, for the sake of observation and diagnosis, one must be very cautious 
not to mask the symptoms of cases during the period when they are most directly 
under observation. Such masking of the symptoms, like the giving of opium in 
an early abdominal case, had often been the cause of later difficulties. 

Secondly, many mental patients did not react to hypnotic drugs in the manner 
that one wished, there being a stupefying toxic action with absence of any refreshing 
sleep. Some cases were rendered even more excitable and exhausted by their 
use. 

Most important of all is the benefit which one obtained in excited cases by 
attention to any source of chronic infection of the system. Removal of an offending 
tooth or the washing out of a sinus had done more, in his opinion, to lessen the need 
for hypnotic drugs than any routine continuance of the use of the drug itself. He 
had observed many cases which had been for long periods in other hospitals and 
then in the Birmingham hospitals under general treatment with hypnotic drugs 
without benefit, which cleared up by attention to such septic foci. 


Dr. C. C. EASTERBROOK said the earliest case of treatment by prolonged 
narcosis which he could remember reading about was a case so treated by Dr. 
Macleod, at Shanghai, that gentleman having written a paper under the title 
“ Bromide Sleep in Acute Mania ”, nearly forty years ago. The first case of 
the kind which Dr. Macleod had was in 1897, that of a neurasthenic lady who 
was a morphine addict for nine years, and who was accidentally given 2} oz. of 
bromide in 24 days. She slept for several days, and when she awoke and got 
better physically she was found to have been permanently cured of her morphine 
habit and of her neurasthenic symptoms.. Dr. Macleod’s only fatality was in the 
person of a doctor who had an artificial denture and who died from septic pneu- 
monia. While in Shanghai Dr. Macleod was consulted about a patient in Japan 
who had become acutely maniacal. The only way of treating such a case there 
was by putting him into gaol. It occurred to Dr. Macleod that to save him from 
this fate to narcotize him and bring him to Shanghai by steamer was the only thing 
to do; that was done, and by the time he arrived he had been cured of his acute 
mania. Afterwards the doctor made that the basis of his treatment for similar 
cases. He gave 120 gr. of sodium bromide, repeated every two hours. If by 
the following morning the patient was not properly asleep, the dose was repeated. 
Usually the first two or three doses produced the desired effect, and the sleep 
lasted anything from five to nine days. It took two or three weeks to recover 
properly, but he got recovery in all his cases of drug addiction, without the 
unpleasantness to the patient of deprivation. 

He asked whether the effect of using bromide had been tried at Cardiff, and if 
so, what the result was, whether there was any danger, and whether the effect 
was similar to that following somnifaine. Dr. Macleod's patients were nourished 
by milk, of which they had three pints a day, half a pint at a time, given in 
spoonfuls. 
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Clinical Notes and Cases. 


PELLAGRA IN RECENT PSYCHOSES. 
By D. N. Parritt, M.D., M.R.C.P., D.P.M., 


Medical Superintendent, Warwickshire and Coventry Mental Hospital. 


A RECENT review by Stannus and Gibson (1) establishes the rarity of pellagra 
in Great Britain, and an account of two cases occurring at the same time in a 
mental hospital may be of interest. Up to the time of the article by Stannus 
and Gibson something over 100 cases had been recorded and a great proportion 
of them occurred in mental hospitals, frequently in chronic patients, and it 
was therefore often difficult to decide if the disease attacked psychotics, or 
whether the pellagra had been prominent in the etiology of the psychosis. 
The improvement in hospital dietaries should make the development of the 
disease more and more rare, and there is good reason to believe that in both 
the following cases the disease developed before admission and was instru- 
mental in producing the mental breakdown. 

The widespread incidence of the disease found in other countries is un- 
doubtedly a result of economic hardships, and a general improvement in 
food supplies is the best means of controlling it, as pointed out by Wheeler and 
Sebrell (2). They quote Goldberger, who reduced the death-rate from pellagra 
in one of the largest State asylums in the Southern States of America from 
6:2 to ‘1% by the introduction of an improved diet. It is the quality of the 
food that counts, for the disease may develop with an adequate caloric intake (3). 
Vitamin B2 deficiency holds pride of place at the moment in the etiology (4, 5), 
but it is felt that this does not represent the whole truth, and additional factors 
have been suggested, acting together with vitamin B2 deficiency, such as 
shortage of first-class protein and essential amino-acids and of fat (3), cholesterol 
and vitamins A and D (6). The toxicity of maize in the causation still finds 
support (5, 6), but Lowe (3) has reported cases where the consumption of 
maize was extremely low. Chick (5) suggests photosensitivity as an adjuvant 
factor, and Sabry (7) postulates a toxin arising from hyperpigmentation, 
probably a dioxyphenylamine, while Simpson (8) considers that the develop- 
ment of the disease bears a relation to adrenal hypofunction. The frequency 
of achlorhydria in pellagrins has been stressed by Holst (9) and Guthrie (10). 
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The disease is much commoner in women, especially middle-aged women, 
4 being affected to each man, according to Lowe (3), while in the Great Britain 
series (1) there were III women to 20 men. Both patients reported here are 
middle-aged women. 

Most of the cases found outside mental hospitals in this country have 
followed disease of the gastro-intestinal tract, carcinoma of the stomach, 
gastrectomy, tuberculous strictures, entero-colitis, prolonged diarrheea, etc., 
and such cases have been reviewed by Simpson (8) and Holst (9), and Boggs 
and Padget (rI) describe many cases following chronic alcoholism. Holst 
has also reported a case in a young labourer of 24 where the disease arose 
following a diet of bread, margarine and coffee, and whose previous health had 
been excellent, and the same author describes cases secondary to mental disease 
and refusal of food. 

The disease takes a variable time, often years, to develop, frequently with 
exacerbations each spring or early summer. Boggs and Padget state that the 
commonest effect is the dermatitis, followed by achlorhydria (90%), anzmia 
(80°), sore mouth (75%), diarrhoea (75%), mental changes (50%), and subacute 
combined degeneration of the cord (45%), in order of frequency. 

The skin changes commence as an erythema on the dorsal surfaces of the 
bases of the thumbs and first fingers (12), which spreads to all skin areas 
exposed to the sun’s rays, the face and neck, the backs of the hands and 
forearms, and the dorsum of feet. When first observed the skin may be dark 
and rough from previous attacks of inflammation. The initial erythema 
resembles a severe sunburn, but it persists longer, the skin thickens, and des- 
quamation and exfoliation are followed by deep pigmentation with a prominent 
raised edge, the hyperkeratotic border of Merk. Languor, weakness and 
anorexia with loss of weight are common in the early stages. Sore mouth often 
precedes the skin changes (12), the tongue being coated, with enlarged red 
papilla at the margins. Stomatitis and glossitis may proceed to a severe 
spreading ulceration. A history of attacks of diarrhoea may be given, and they 
are apt to recur and may persist a long time. Marked asthenia and low blood- 
pressure follow. | 

The commonest mental change is depression, sometimes with suicidal 
tendencies, accompanied by a heaviness and a sad crying, but excitement, 
delirium and stupor have been described (11). Symptoms of subacute combined 
degeneration of the cord may be evident, and are well described by Langworthy 
(13), but they are not essential to the diagnosis. Lowe (3) says that nervous 
and mental symptoms were not marked in his cases. 

The prognosis varies considerably, the death-rate ranging from 3-40%. 
Stannus and Gibson (1) draw attention to the high death-rate of cases reported 
from mental hospitals, and Guthrie (10) says the outlook is good if acid is 
present in the stomach. 

Vitamin Bz is the sheet-anchor of treatment. 
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Boggs and Padget give liver, Guha (4) liver and marmite, Gupta (14) 
marmite, Lowe (12) yeast and plenty of meat. The vitamin is plentiful in 
yeast, marmite and liver. Intravenous sodium thiosulphate, Io c.c. of a 10% 
solution daily for 20-60 doses, is recommended by Sabry (7) and Chick (5). 


Case 1.—F. H. F—, female, æt. 37, admitted January 15, 1935. On 
admission she was depressed, dull and confused, sometimes crying quietly 
for no apparent reason. She expressed fragmentary delusions of sin and 
persecution, but was too confused and retarded to give intelligent replies to 
questions. 

She was fairly well nourished. Dark, thick, rough skin and half-closed 
eyelids gave a general heavy appearance. The blood-pressure was 90/70, the 
tendon-jerks were exaggerated; she had several carious teeth and large, 
septic tonsils. The urine contained an occasional trace of albumen; she was 
achlorhydric to alcohol and hypochlorhydric to histamine. 

On February 4, 1935, the carious teeth were extracted. From February 7 
to March 6, 1935, she had a course of weekly intravenous injections of T.A.B. 
vaccine (doses of I0, 20, 40, 100 and 400 millions of mixed bacilli). Reactions 
were poor, the highest temperatures averaging 99°8° F. On March zı, 
1935, tonsillectomy under general anesthesia was performed. Apart from the 
operative period and during injections she had been nursed on an open verandah, 
but her condition had steadily deteriorated. She had become increasingly 
difficult with food, had lost weight steadily, was almost stuporose, and her mouth 
was dirty, of bad odour and very difficult to keep clean. She had had two 
attacks of diarrhoea, but neither was severe or prolonged enough to give rise to 
much anxiety. Because of an acute development of erythema on the face, neck 
and hands she was transferred to a dormitory, and tube feeds were commenced 
twice daily on April 1, 1935. Despite the feeds, which each contained one 
teaspoon of fresh yeast, although pellagra was not suspected, the patient went 
downhill. The mouth condition progressed to ulceration with numerous foul 
sloughs, the acute erythema had subsided, but the features looked bloated 
and thickened and subacute inflammation and desquamation were present. 
An irregular pyrexia had commenced with the temperature fluctuating between 
normal and 102° F., while stupor and emaciation increased. On April 20, 
1935, pellagra was diagnosed, and on examination she proved to be a text-book 
case, if subacute combined degeneration be excepted. The rash was typical, 
the hyperkeratotic border of Merk was well marked around the base of the neck 
and across the backs of the forearms about 1 in. above the wrists. Diarrhcea 
had again occurred, achlorhydria was present, so was anemia, and the mouth 
was still foul. Moreover the mental changes represented the commonest 
variety following pellagra and she was a middle-aged woman, the most likelv 
class of patient. The yeast was increased to one and a half ounces daily, no 
other change being made in the treatment, and improvement was dramatic in 
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its rapidity. By May 11, 1935, the skin, though rough, dry and pigmented, 
had improved strikingly, the mouth was healing satisfactorily and the general 
condition was distinctly better, while the temperature was always normal. 
On May 21 she suddenly collapsed with acute epigastric pain. A tentative 
diagnosis of coronary thrombosis was made and morphine administered, but 
she died in 5 hours. : 

Post-mortem.—A small stone was found impacted in the common bile-duct 
and there were about a dozen other small stones in the gall-bladder. Nothing 
else of note was found. 


CASE 2.—E. N—, female, zt. 52, admitted March 27, 1935, as a voluntary 
patient. 

History —Menopause about ten years before. 

In May, 1934, she complained of a sore tongue and became mildly depressed 
and anxious, lost her appetite and began to lose weight. Her doctor says that 
she suffered from a cancer-phobia. He recommended a light diet, mainly 
cool fluids taken through a straw. By July she was very depressed and her 
bowels were irregular, constipation alternating with diarrhcea, while the tongue, 
according to the husband, “looked terrible’’. Anorexia, listlessness and 
depression increased and the weight fell from 10} to 7 st. In October 
there was a definite improvement, and advantage was taken of this to have all 
the teeth out. The winter passed satisfactorily, but in early March, 1935, 
there was a relapse into acute depression, and the symptoms were all intensified, 
delusions of persecution and danger being expressed freely. Sleep was poor, 
appetite absent, and she became apathetic and wasted. 

On admission she was poorly nourished and the skin of the face and neck 
was noted as being dark and unhealthy, but little importance was attached to 
this. The tendon-reflexes were exaggerated, and the blood-pressure varied 
from 100-115 systolic, 80 diastolic. There was slight anemia, hemoglobin 
80°. The urine was clear and an alcohol test-meal gave a normal curve, but 
there was fasting achlorhydria. 

She was nursed on an open verandah, and weekly injections of T.A.B. 
vaccine were given intravenously for five weeks from May 1 to May 29 in doses 
of 10, 30, 40, 60 and roo mixed bacilli. The highest temperatures averaged 
101'6° F. 

Early in June an acute erythema commenced on the face, neck, backs of 
the hands and dorsum of feet. She had been sitting in the sun in a dressing- 
gown and sandals and acute sunburn was diagnosed, although no other patient 
was affected, and surprise was aroused that her dark skin should be so easily 
inflamed. She was transferred to a hut and kept strictly in the shade, suitable 
lotions being applied. The inflammation grew worse, and a definite edge 
was noticed to the rash. Pellagra was diagnosed, and fresh yeast, one and 
a half ounces daily, added to her food. The subsidence of inflammation, 
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desquamation, thickening and pigmentation followed, the hyperkeratotic 
border of Merk developing in a very striking manner. 

Although all evidence of pellagra had disappeared she remained somewhat 
unstable, mildly depressed and easily fatigued in February, 1936, and in view 
of the poor results reported in cases in this country and the marked tendency 
to relapse in later spring seasons, it was decided to postpone her discharge 
from hospital until later in the year. 


Of these two cases the second is not so clear-cut as the first, but it seems 
reasonable to presume that the disease had commenced in both patients before 
admission, and that the psychosis in each case was intimately connected with 
the pellagra. Neither patient had received sulphonal or trional. 

The striking benefit following large doses of fresh brewer's yeast, I$ oz. 
daily, is noteworthy, and the cases suggest that the disease is not so rare as 
might appear from the paucity of recorded material. 

My thanks are due to Dr. H. B. Leech for permission to record the notes 
of these cases. 
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A CASE OF FRONTAL LOBE TUMOUR. 
By C. L. CopeLanp, M.B., Ch.B., D.P.M., 


Deputy Medical Superintendent, Cefn Coed Hospital, Swansea. 


MENTAL symptoms are a well-known accompaniment of cerebral tumours, 
but the case to be described below developed a surprising degree of dementia 
in ten months, and even to the last there was only presumptive evidence of a 
neoplasm. Mental symptoms are stated to be present in 60 to 80%, of brain 
tumours. Schuster (1) reviewed 775 cases, and found that 100% with corpus 
callosum tumours and 793% with frontal lobe tumours showed psychic 
phenomena. The usual changes are said to be dullness, somnolence and 
irritability. The frontal lobe tumour is supposed to be associated with mild 
euphoria, and a tendency to pun and joke—the so-called “ Witzelsucht ’’— 
not, however, shown by the present case. Osler’s (2) statement that the 
mental deterioration is particularly prominent when the left frontal lobe is 
involved is strikingly confirmed, and Kurt Goldstein (3) has no doubt about 
this. 

There have been recent discussions on these tumours at the Second Inter- 
national Neurological Congress in London, 1935, and at the B.M.A. Annual 
Meeting at Melbourne. Herman Bouman (4) reports a peculiar mixture of 
infantile, boorish and good-natured behaviour. Kurt Goldstein (3) found 
that lesions of the frontal lobes, especially on the left side, were associated 
with a “deficiency behaviour’’; the patient shows a lack in voluntary 
performances, but does well if his actions are decided directly by his sur- 
roundings. This disturbance is not limited to one function, as for example 
attention or memory, and it is a variable defect, the response of the patient 
being at times quite adequate. Penfield and Evans (5) report 3 cases in which 
an extensive area of the frontal lobe was removed surgically, leaving the 
precentral gyrus intact. Remarkably little disturbance of function could be 
demonstrated : one case lost the capacity for mental arithmetic; the other 
2 cases showed a defect in initiative and the capacity for planned action. 
Jacobsen (6) has studied the experimental removal of the frontal association 
areas in monkeys which had been previously trained in certain behaviour tests. 
He found that unilateral lesions did not impair performance in any of these 
tests, though bilateral lesions severely damaged responses involving the 
retention in memory of recent experience. 

The case I am reporting is an example of the possibility of diagnosing a 
cerebral tumour in the absence of the classical signs of headache, optic neuritis, 
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desquamation, thickening and pigmentation followed, the hyperkeratotic 
border of Merk developing in a very striking manner. 

Although all evidence of pellagra had disappeared she remained somewhat 
unstable, mildly depressed and easily fatigued in February, 1936, and in view 
of the poor results reported in cases in this country and the marked tendency 
to relapse in later spring seasons, it was decided to postpone her discharge 
from hospital until later in the year. 


Of these two cases the second is not so clear-cut as the first, but it seems 
reasonable to presume that the disease had commenced in both patients before 
admission, and that the psychosis in each case was intimately connected with 
the pellagra. Neither patient had received sulphonal or trional. 

The striking benefit following large doses of fresh brewer’s yeast, 14 oz. 
daily, is noteworthy, and the cases suggest that the disease is not so rare as 
might appear from the paucity of recorded material. 

My thanks are due to Dr. H. B. Leech for permission to record the notes 
of these cases. 
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A CASE OF FRONTAL LOBE TUMOUR. 
By C. L. CopELAnD, M.B., Ch.B., D.P.M., 


Deputy Medical Superintendent, Cefn Coed Hospital, Swansea. 


MENTAL symptoms are a well-known accompaniment of cerebral tumours, 
but the case to be described below developed a surprising degree of dementia 
in ten months, and even to the last there was only presumptive evidence of a 
neoplasm. Mental symptoms are stated to be present in 60 to 80%, of brain 
tumours. Schuster (1) reviewed 775 cases, and found that 100% with corpus 
callosum tumours and 79°3% with frontal lobe tumours showed psychic 
phenomena. The usual changes are said to be dullness, somnolence and 
irritability. The frontal lobe tumour is supposed to be associated with mild 
euphoria, and a tendency to pun and joke—the so-called “ Witzelsucht ’’— 
not, however, shown by the present case. Osler’s (2) statement that the 
mental deterioration is particularly prominent when the left frontal lobe is 
involved is strikingly confirmed, and Kurt Goldstein (3) has no doubt about 
this. 

There have been recent discussions on these tumours at the Second Inter- 
national Neurological Congress in London, 1935, and at the B.M.A. Annual 
Meeting at Melbourne. Herman Bouman (4) reports a peculiar mixture of 
infantile, boorish and good-natured behaviour. Kurt Goldstein (3) found 
that lesions of the frontal lobes, especially on the left side, were associated 
with a “deficiency behaviour’’; the patient shows a lack in voluntary 
performances, but does well if his actions are decided directly by his sur- 
roundings. This disturbance is not limited to one function, as for example 
attention or memory, and it is a variable defect, the response of the patient 
being at times quite adequate. Penfield and Evans (5) report 3 cases in which 
an extensive area of the frontal lobe was removed surgically, leaving the 
precentral gyrus intact. Remarkably little disturbance of function could be 
demonstrated : one case lost the capacity for mental arithmetic; the other 
2 cases showed a defect in initiative and the capacity for planned action. 
Jacobsen (6) has studied the experimental removal of the frontal association 
areas in monkeys which had been previously trained in certain behaviour tests. 
He found that unilateral lesions did not impair performance in any of these 
tests, though bilateral lesions severely damaged responses involving the 
retention in memory of recent experience. 

The case I am reporting is an example of the possibility of diagnosing a 
cerebral tumour in the absence of the classical signs of headache, optic neuritis, 
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vomiting and slowing of the pulse. The epileptiform convulsions are of 
importance in this connection. Bruns’ frontal ataxia was not noted, nor was 
there any alteration in muscle tonus as described by Prof. Nitikin of Leningrad 
(7) in his series of 20 cases. 


HISTORY. 


The patient was a coal-miner, æt. 54, with the history of steady employment 
till five years ago, when he was obliged to give up on account of miners’ 
nystagmus. He was stated to have been a cheerful, sociable, even-tempered 
man with plenty of friends. In November, 1934, he had an operation for 
ischio-rectal abscess, and since then he had gradually lost interest in his 
surroundings. On May I, 1935, there was “ a series of fits for several hours ”’ 
without any paralysis or loss of speech, and after this it is said his mental 
condition deteriorated, and three weeks before admission he had grown markedly 
worse. He was described as having become dull, vague and stupid. He did 
not talk, and would sit about fiddling with a bit of paper. He lay in bed all 
day unless made to get up. He took no interest in anything, and gazed blankly 
at his friends. His relations say he had to be dressed and washed, and that 
he wet and soiled both his clothes and bedding. He was never irritable, and 
he did what he was told, but he would take his own time about it. He had 
gained weight lately. | 


PHYSICAL STATE ON ADMISSION. 


On September 16, 1935, he entered Cefn Coed Hospital as a voluntary 
patient. At admission he was observed to be obese, and some myocardial 
degeneration was present. His blood-pressure was 140/95. His pupils were 
equal, regular and brisk in reaction to light ; there was no optic neuritis or 
nystagmus. The tongue showed a coarse tremor, and there was slight weakness 
of the right side of the face. The abdominal reflexes were brisk on the left 
side and absent on the right, and the speech showed slight slurring. The 
knee- and ankle-jerks were equal and brisk, and the plantar responses both 
flexor. The blood Wassermann was negative. The cerebro-spinal fluid 
examination showed a clear fluid under high pressure ; it filled the bulb, and 
was still 270 mm. pressure after removal of 7 c.c. in the recumbent position. 
There were no cells, the protein was 30 mgrm. per 100 c.c., glucose 65 mgrm., 
and chlorides 760 mgrm. The gold curve was negative (0000000000), no 
globulin was found, and the Nonne Apelt and Pandy reactions together with 
the Wassermann were negative. 


MENTAL STATE. 


He showed profound dullness, had to be dressed and undressed ; made no 
attempt to help or occupy himself; required prompting to eat, and was 
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exceptionally faulty in his habits. He showed retardation in thought and 
action, and there was marked fatiguing of attention. The first few questions 
were answered correctly, but he rapidly tired. Then questions had to be 
repeated again and again to get a response, and his replies became random 
and incorrect. His memory for recent events appeared to be better than for 
remote events. He was not in any way restless or irritable ; on the contrary 
he was rather good-natured. He showed a partial aphasia. When given a 
pen and asked what it was, after hard thinking he said, ‘‘ Call him west ’’, but 
he was able to say it was used in writing. He recognized a penny, but not 
half-a-crown. He knew a pipe, but not an ash-tray. The accuracy of his 
answers varied remarkably from day to day. He was able to write his name, 
but his address was distorted out of recognition ; though he used to be a 
good writer, ‘‘ Beaufort Terrace ’’’ was rendered as “ Blaenhain Ladle’’. He 
realized he was not himself, and he knew his memory was bad. He even 
appeared to grasp that it was the names of things that caused him most 
dificulty. He did not complain of headache, and there was no history of 
vomiting. His pulse was 76 to 8o. 

Seven days after admission he vomited his breakfast and became comatose, 
and the evening temperature rose to 101°. Next day he was unable to swallow, 
the right pupil was larger than the left, and respiration was stertorous, with 
signs of cerebral irritation. Three days later his temperature was 104°6°, 
probably due to hypostatic pneumonia, and he died without regaining 
consciousness ten days after admission. 


POST-MORTEM APPEARANCES. 


On removing the skull the convolutions were seen to be flattened, the 
cerebro-spinal fluid was diminished in quantity and a slight pressure cone 
was present. The cerebral arteries were not thickened. The left frontal lobe 
was a little larger than the mght. There was slight bulging at the front end 
of the corpus callosum, which on section was seen to be cedematous and softened 
at the genu. The left frontal lobe contained a centrally placed yellowish 
tumour forming roughly a sphere of 44 cm. diameter, soft and necrotic, its 
edge being congested and without a capsule. It was limited to the white 
matter, approaching the grey matter more nearly at the orbital surface. The 
lungs showed anthracosis and early hypostatic pneumonia, and the heart 
muscle was degenerated. Microscopic examination showed the tumour to be 
a spongio-blastoma multiforme. The constituent cells were of many various 
shapes, and included large numbers of multinucleated giant-cells, and mitotic 
figures were frequent. There were no glial fibres present, and proliferation 
of vascular endothelium was well marked in some areas. This was confirmed 
by Dr. Sladden, the visiting pathologist to the hospital. 

The diagnosis of this case opened a field for discussion. It was classified 
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as an organic dementia. Hughlings Jackson’s law of nervous dissolution was 
illustrated—the latest acquired and most complex characteristics were lost 
first. A vascular lesion was ruled out by the history of the onset. The 
cerebro-spinal fluid examination and Wassermann reaction excluded both 
gumma and general paralysis. The so-called secondary dementias were hardly 
likely to have developed in such a short time. The age of the patient being 
against a tuberculoma, it was regarded as a cerebral tumour, probably situated 
in the left frontal lobe. The group of fits in this patient have no localizing 
value, but their isolated character in a man of 54 make a useful diagnostic 
point. 

The absence of all the classical signs of cerebral tumour raised the question 
whether one could persist in that diagnosis. The lumbar puncture established 
a markedly raised intracranial pressure, but localizing signs were few. Slight 
weakness of the right side of the face, absent right abdominal reflexes and 
interference with speech were in favour of a left-sided lesion. Speech function 
was the most important localizing sign in this case. The patient showed a 
variety of sensory aphasia known as agnosia, since he failed to recognize 
common objects. The example of his writing showed he also had some degree 
of motor aphasia. In a right-handed person it is generally believed that the 
brain area controlling the speech mechanism is situated chiefly on the left side. 
The presence of a slight degree of general aphasia when the lesion was limited 
to the interior of the frontal lobe tends to confirm Head’s (8) opinion that 
speech must be regarded as a whole, and to discountenance the diagrammatist’s 
view of strictly localized speech areas. The paucity of localizing signs and 
the absence of the classical symptoms were in favour of the lesion being in the 
frontal lobe, and the presence of profound mental changes suggested it was 
likely to be in the left frontal lobe. 


SUMMARY. 


1. A case of left-sided frontal lobe tumour is described, and the recent 
literature of these tumours 1s reviewed. 

2. The differential diagnosis in such a case is discussed. 

3. The prominence of mental symptoms in the left-sided tumour is stressed. 

4. The absence of classical symptoms and the presence of aphasic symptoms 
in a case of tumour deep in the frontal lobe are raised as diagnostic and 
localizing points. 

I am indebted to the Medical Superintendent, Dr. N. Moulson, for permission 
to publish the account of this case. 


References.—(1) Henderson and Gillespie, Textbook of Psychiatry, 1927, p. 347-—(2) Osler, 
Principles and Practice of .Medicine, 1919, p. 1011.—(3) Brit. Med. Journ., August 10, 1935, 
p. 270.—(4) Jbtd., October 12, 1935, p. 690.—(5) Brain, 1935, lviii, p. 115.—(6) Arch. Neurol. 
and Psychiat., 1935, xxxiii, p. 558.—(7) Brit. Mcd. Journ., August 10, 1935, p. 270.—(8) Brain, 
1920, xliii, p. 87. . 
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Part II1I].—Epitome of Current Literature.* 


1. Anatomy and Physiology. 


The Conduction of Cortical Impulses to the Autonomic System. (Journ. Nerv. and 
Ment. Dis., vol. lxxxiii, p. 252, March, 1936.) Spiegel, E. A., and Hunsicker, 
W.C. 

The writers carried out experiments on 35 cats. In the first series of experiments 
extrapyramidal centrifugal fibres arising from the hypothalamus were severed. 
In the second series a transverse section of both pyramidal tracts was made. In 
both groups of experiments the cortical stimulation elicited reactions of the pupils, 
the blood-vessels, the sweat-glands and the urinary bladder. Severance of the 
hypothalamic pathways impaired most the conduction of corticofugal impulses to 
the dilator of the pupil, least the conduction to the bladder. It is concluded that 
there exists a double (pyramidal and extrapyramidal) conduction of corticofugal 
impulses to the autonomic centres in the cord. G. W. T. H. FLEMING. 


Relation of the Cerebrum to the Cerebellum. (Arch. Neur. and Psychiat., vol. xxxv, 
p. 439, March, 1936.) Aring, C. D., and Fulton, J. F. 

The writers carried out experiments on 16 monkeys and baboons. Four 
monkeys were completely decerebellate. Following decerebellation, tremor appears 
first in the head and later in the hands and legs. It appears more rapidly in the 
monkey than in the dog or the cat, and is restricted to movements which can be 
interpreted as voluntary. There was some increase in extensor posture, but magnet 
reactions were poorly developed. Flaccidity was never observed. 

Removal of the chief excitable regions of the cerebral cortex subsequent to 
severance of the contralateral cerebellar peduncles abolishes ataxia associated with 
voluntary movements in the affected extremities, despite the presence of vigorous 
Zeflex movements. There was marked extensor rigidity, the postural and righting 
reflexes were exaggerated and the animal was unable to walk. 

Removal of the premotor cortex subsequent to the severance of the contra- 
lateral cerebellar peduncles ultimately causes marked accentuation of cerebellar 
signs, and permanently impairs the animal's capacity to compensate for the cere- 
bellar defect. Unilateral extirpation of the motor area subsequent to a contralateral 
cerebellar lesion, on the other hand, temporarily abolishes and permanently 
depresses all signs of cerebellar deficit. 

Removal of the frontal association areas subsequent to unilateral section of the 
cerebellar peduncles does not alter previously established cerebellar signs. 

G. W. T. H. FLEMING. 


Effects of Total Removal of the Cerebral Cortex. (Arch. Neur. and Psychiat., vol. 
xxxiv, p. 1238, Dec., 1935.) Mettler, F. A., et al. 

The writers report observations on a dog which had had its cerebral cortex 

completely removed. The chronic decorticated animal is able to distinguish light 


* A number of abstracts in this section are reproduced from Chemical Abstracts by kind 
permission of Prof. Crane, of Ohio University, to whom the Editors wish to express their 
thanks. 
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from darkness, to appreciate warmth and tactile sensation and to hear. The ability 
to hear extends to distinction between sounds which are qualitatively different, 
and extends over a fairly large range of intensity, although the threshold is high. 
Physiological changes occur referable to vegetative functions and not explainable 
in alteration of the somatic motor and sensory functions. There is an inability to 
initiate or inhibit movement suddenly. The distribution of tonus is abnormal, 
and posture is disturbed. There is a low sugar content of the blood, with an altered 
tolerance for dextrose, a high calcium content, increased sensitivity to the action 
of drugs, disturbed gastro-intestinal function and an abnormal blood-picture, with 
decrease in the erythrocyte count. The pulse pressure is small. 

The writers conclude that removal of the cortex releases both the sympathetic 
and parasympathetic. G. W. T. H. FLEMING. 


Effects of Lesions of the Juxtarestiform Body (I.A.K. Bundle) in Macacus rhesus 
Monkeys. (Arch. Neur. and Psychiat., vol. xxxv, p. 13, Jan., 1936.) Ferraro, 
A., and Barrera, S. E. 


Two types of lesions were used, one a section of the supra-medullary portion of 
the juxta-restiform body, the other a section of the intra-medullary portion. 

Lesions of the intra-medullary portion produced torsion of the chin toward the 
opposite side, flexion of the occiput on the ipsilateral shoulder, contralateral exten- 
sion and ipsilateral flexion of the limbs, ipsilateral hypotonia and hyporeflexia, 
spiralling toward the same side on jumping and climbing, nystagmus towards the 
contralateral side, and falling with rolling movements towards the side of the 
lesions in some cases. 

Unilateral lesions of the supramedullary portion were associated with nystagmus 
towards the side of the lesion, falling towards the opposite side, spiralling toward 
the side opposite the lesion on jumping and climbing, and slight ipsilateral 
hypotonia. 

Bilateral lesions of the intramedullary portions were associated with bilateral 
severe symptoms of vestibular involvement. Bilateral lesions of the supra- 
medullary portions were associated with rather definite Stutz tonus in the acute 
phase. The nystagmus was predominantly upward, and there was some apparent 
disorientation in space on quick movements. G. W. T. H. FLEMING. 


The Convulsion Threshold of Various Parts of the Cat's Brain. (Arch. Neur. and 
Psychiat., vol. xxxv, p. 109, Jan., 1936.) Gibbs, F. A. and E. L. 


By means of a needle electrode the writers carried out experiments on the cat's 
brain. They found a marked difference in the convulsion thresholds of various 
areas. No low threshold points could be found in the midbrain or in the cerebral 
peduncle. Some points with rather low thresholds were found along the course of 
the fornix, in the gyrus fornicatus and in the temporal lobe, also close to the 
amygdaloid nucleus. Convulsions are not readily produced by stimulating grey 
matter as such, for various areas from which it was very difhcult to obtain con- 
vulsions lie in grey matter. The same remark applies to white matter as such. 
Convulsions are not easily produced by stimulating cerebral blood-vessels, for the 
low threshold areas do not lie along the course of any special blood-vessel. 
Convulsions can be produced by weak stimuli only if the stimulus is applied to 
certain neurones which are grouped together to form a system which is at least as 
clearly defined as that from which electrical stimulation elicits dilatation of the 
pupils. The essential structure implicated is a system of short fibres connecting the 
frontal cortex, the para-olfactory area, parts of the basal ganglia and the thalamus. 

If somewhat higher thresholds are taken into account a second system is 
suggested, which accompanies the fornix and connects the amygdaloid nucleus 
and surrounding area with the gyrus fornicatus and with parts of the temporal 
lobe. G. W. T. H. FLEMING. 
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Spontaneous Pain and Other Subjective Sensory Disturbances. (Arch. Neur. and 
Psychiat., vol. xxxiv, p. 1204, Dec., 1935.) Davison, C., and Shick, W. 


The writers attempt to show that central pain, etc., occur not only in cases of 
pure thalamic lesions, but also in cases of peripheral, spinal cord, bulbar and 
cerebral lesions. They describe two cases with subjective sensory disturbances 
consisting of spontaneous pains and feelings like electricity associated with impair- 
ment of the superficial and deep modalities of sensation. These disturbances were 
of cortical origin. In both there was destruction of the post-central and superior 
parietal convolutions, while the thalamic nuclei were completely spared. It would 
appear that the cerebral cortex is concerned not only with sensory discrimination, 
but also with appreciation of the more primitive types of sensations. 

Spontaneous pain and hyperpathia are associated in most cases with incomplete 
lesions of the spinothalamic tract or its components. G. W. T. H. FLEMING. 


Response of Cerebral Blood-vessels to Electric Stimulation of the Thalamus and Hypo- 
thalamic Regions. (Arch. Neur. and Psychiat., vol. xxxv, p. 1002, May, 
1936.) Stavraky, G. W. 


In cats electrical stimulation of the dorsal region of the hypothalamus, situated 
between the cerebral peduncles and the third ventricle, may produce a bilateral 
constriction of the pial blood-vessels. Other effects of stimulation of the sympa- 
thetic were also seen on stimulation of this region. The pial constriction comes 
on more slowly than the rise of the systemic blood-pressure, considerably outlasts 
it after the end of the stimulation, and requires the application of stronger currents 
than any other effect obtained from that region. The constriction is diminished 
but not abolished by section of the cervical sympathetic trunk. 

Stimulation of the most ventral region of the hypothalamus, namely the 
ventral and ventro-lateral parts of the tuber cinereum, causes bilateral dilatation 
of the pial arteries, accompanied by a lowering of the systemic blood-pressure, and 
a slight inhibition of the rate of the contractions of the heart. 

Stimulation of the thalamus causes dilatation of the pial vessels. 

G. W. T. H. FLEMING. 


Hyperthermia due to Lesions tn the Hypothalamus. (Arch. Neur. and Psychiat., 
vol. xxxv, p. 30, Jan., 1936.) Alpers, B. A. 


The writer describes two fatal cases of hyperthermia following operation at the 
base of the brain. There were pathological changes in the region of the substantia 
grisea of the third ventricle, with destruction of the adjacent part of the tuber 
cinereum and, in the first case, of a small portion of the nucleus tubero-mamillaris. 
All other hypothalamic nuclei escaped. This area corresponds to the area in cats 
which produces temperature control. In the experiments on cats there was severe 
impairment of the heat-loss mechanism, giving rise to subnormal temperatures. 

G. W. T. H. FLEMING. 


The Function of the Cerebellum from a Clinical Standpoint. (Journ. Nerv. and Ment. 
Dis., vol. lxxx111, p. 1, Jan., 1936.) Goldstein, K. 


The author considers that the special task of the cerebellum is to support, by 
co-innervation, the performances of higher levels, namely, the voluntary, purposeful 
performances which are determined by the whole organism, and automatically 
to maintain these movements and postures if the situation demands it. The 
movements in particular are those of flexion and extension. After cerebellar 
ablation, reactions caused by external world stimuli come into the foreground in 
the shape of so-called automatisms, especially abduction and extension perfor- 
mances, which are the primitive expression of reaction of the subcerebellar 
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Lesions of the cerebellum produce both positive and negative symptoms. Pass- 
pointing connected with cerebellar lesions is to be found usually only in certain 
directions, i.e., outward and downward, in the direction away from the body. It 
usually involves the whole half of the body, and involves all movable segments 
of the limbs of the side concerned, and also the movements of the head, eyes and 
tongue toward the right side. Deviations of the extended arms, deviations in gait, 
falling, etc., all occur in an outward direction, away from the centre of the body. 
The cerebellum appears to have the function of supporting adduction and flexion 
performances. Extension and abduction performances are more closely connected 
with the sub-cerebellar apparatus, especially the red nucleus, the nucleus motorius 
tegmenti, nucleus vestibularis, etc. 

The positive symptoms of cerebellar lesions can be regarded as expressions 
of abnormal reactivity of the sub-cerebellar centres. There is a general hyper- 
excitability found when stimulation is applied to the affected side of the body, 
which is shown by an abnormal turning of the organism or of the stimulated part of 
it toward the source of the stimulation. Distinct hypotonia is mainly to be found 
in cases with large circumscribed lesions of one part of the cerebellum. 

G. W. T. H. FLEMING. 


Studies in the Dynamics of the Human Cranio-vertebral Cavity. (Amer. Journ. 
Psychiat., vol. xcii, p. 791, Jan., 1936.) Loman, J., and Myerson, A. 


The writers, from a survey of results based on (1) microphotography of the pial 
vessels, (2) the thermo-electric blood-flow technique, (3) punctures of the internal 
jugular vein and carotid artery, give the following general principles of cranio- 
vertebral dynamics: The cerebro-spinal fluid pressure follows either a change in 
venous pressure or in calibre of cerebral vessels, and is only indirectly related to 
changes in arteral pressure. A rise in arterial pressure does not affect the fluid 
pressure unless the venous pressure becomes increased. It is only under unusual 
conditions such as severe metabolic disturbances or under such conditions set up 
by injections of hypotonic or hypertonic solutions that osmosis plays an important 
role in changing the fluid pressure. 

During change of posture from the horizontal to the upright there is a fall 
in carotid pressure which is kept within normal limits, probably mainly by the 
vasomotor system. Associated with the fall in pressure, there is a diminished 
cerebral blood-flow and a greater uptake of oxygen per unit of blood by the brain. 

In persons with unstable vasomotor mechanisms or arteriosclerosis, the assump- 
tion of the upright position may throw an overwhelming burden on the circulation, 
so that the carotid pressure and cerebral blood-flow fall abnormally. As a result 
there is a cerebral anoxemia with production of cerebral symptoms leading to 
syncope or convulsions. 

Moderate to large doses of insulin not only deplete the sugar in the blood, but 
may also produce a cerebral anoxamia, shown by diminution in the jugular arterial 
difference in oxygen content. G. W. T. H. FLEMING. 


TE 


2. Psychology and Psychopathology. 


Inhibitions, Symptoms and Anxiety (contd.). (Psychoanal. Quart., vol. v, p. 1, Jan., 
1936.) Freud, S. 


These chapters deal mainly with the way in which symptoms are created and 
the secondary struggle of the ego against them. In hysterical conversion the 
defensive struggle against the unwelcome instinctual impulses is terminated when 
the symptom is formed, but in other neuroses the struggle is continued against the 
symptom. 

The secondary defence mechanisms of the ego present two mutually contra- 
dictory aspects. On the one hand the ego continues its original trend of repression. 
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On the other, it attempts to do away with the alien and isolated character of the 
symptom by embodying it within its own organization: secondary gain through 
illness. This second factor markedly increases the fixation of the symptom. 

Further investigation into phobic formation has caused Freud to reconsider 
his views on the subject of anxiety. He now states that it is the attitude of anxiety 
on the part of the ego that is the motive for and incitement to repression. The 
anxiety never emanates from repressed libido by direct transformation of libido 
into anxiety as was formerly maintained. 

Turning to symptom-formation in the compulsion neuroses, it is found that the 
same symptom, which was originally a defence mechanism of renunciation, later 
assumes also, as a result of the egd’s synthesizing tendency, that of gratification. 
For this purpose highly artificial associative links are often utilized. Finally the 
ego, on account of extreme restrictions, is reduced to seeking gratification in the 
only behaviour allowed, viz., through the symptoms. 

In phobias, conversion hysteria and compulsion neurosis destruction of the 
CEdipus complex is in every case the starting-point of symptom formation. In all 
three it is assumed that castration anxiety is the motive force behind the ego’s 
struggles. It is, however, only in the phobias that such anxiety appears or is 
acknowledged. How the ego preserves itself from anxiety in the other two 
is here left an open question. STANLEY M. COLEMAN. 


An Endocrine Approach to Psychodynamics. (Psychoanal. Quart., vol. v, p. 87, 
Jan., 1936.) Hoskins, R. G. 


Endocrinology has substantial contributions to make to psychodynamics, the 
relationship of the hormones to personality being a problem in urgent need of 
extended research. Certain of the Freudian concepts seem to carry endocrine 
connotations. A number of examples are discussed in this paper, particularly 
the relationship of the endocrines to constitutional make-up ; libido drive and id 
forces ; the ego and personality changes ; super-ego severity, the climacteric and 
the treatment of melancholia by theelin. STANLEY M. COLEMAN. 


A Contribution to the Theory of Schizophrenia. (Int. Journ. of Psycho-anal., vol. xvii, 
p. 190, April, 1936.) Weigert- Vowinckel, E. 


A consideration of the psycho-motor manifestations which occupy a specially 
prominent position in the katatonic forms of dementia præcox suggest that this 
syndrome is not a chaotic medley of organ-libidinal strivings which have taken the 
place of a coherent ego-organization ; for even here a certain tendency to unification 
can be observed. 

In katatonic stupor an extreme tension of libidinal and destructive forces is 
held in check by inhibiting impulses called into operation by anxiety of an equal 
intensity. The conscious ego which is able to consider and decide between impulse 
and inhibition is replaced by a stabilized balance of forces, an automatism foreign 
to the ego, which blocks the paths to motility. 

Automatic obedience represents a regression of the ego to a pre-narcissistic 
stage of unformed ego-boundaries, at which object relationship and identification 
have not yet become differentiated. The absence of the capacity for discovering 
and mastering objects results in an attitude of motor indifference. A heightening 
of attention aims at keeping hold of the object internally by reproducing its move- 
ments exactly, on echolalic and echopractic lines. 

On the other hand, negativism with the help of muscular rigidity forms a 
mechanism for blocking out the frustrating and unattainable object-world, and is 
comparable to the infant's fits of defiance. 

Automatic obedience and negativism are alike reactions to the ego’s helplessness, 
results of a deep regression to pre-narcissistic phases of development. 

STANLEY M. COLEMAN. 


454 EPITOME. (July, 


A Contribution to the Study of Schizophrenia. (Int. Journ. of Psychoanal., vol. xvii, 
p. 147, April, 1936.) Laforgue, R. 

Detailed account of atwo years’ analysis of a 25-year-old woman suffering from 
katatonia. The disease first manifested itself at the age of 17, the main features 
being mutism, rigidity, flexibilitas cerea, negativism shown by difficulty in walking, 
refusal of food and obstinate constipation, suicidal attempts and the swallowing of 
undigestible objects. There was an absence of any show of affect except by an 
increased pulse-rate when interviewed. 

Analysis revealed that for her, love was dirty, excremental, and that she wished 
to deny its existence ; associated with this there was a marked hostility to men. 
At a deeper level was discovered homosexual tendencies resulting from an unre- 
solved negative Œdipus complex. The immediate cause was found to be the 
renunciation of masturbation at the age of 17, with the “all or none ” attitude 
that from henceforth all feeling, however innocent, must be regarded as 
reprehensible. 

Improvement had shown itself first in the motor sphere, but the most striking 
feature has been the gradual reappearance of affectivity. Self-destructive ten- 
dencies were gradually replaced by fear, anxiety and avoidance ; at the same time 
hetero-sexual interests were awakened. STANLEY M. COLEMAN. 


The Problem of the Negative Therapeutic Reaction. (Psychoanal. Quart., vol.v, p. 29, 
Jan., 1936.) Horney, K. 


A good interpretation is bound to evoke hostility, implying as it does an acute 
frustration of the patient’s excessive need for affection. This negative therapeutic 
reaction may have any of the following five sources, existing in combinations of 
varying intensity. 

Hostility may be a direct expression of rivalry with the analyst; it may be a 
reaction to a narcissistic blow, the uncovering of a flaw in the personality ; it may 
represent a fear of success and more especially recovery ; the interpretation may 
be valued as an accusation, and reacted to as a total condemnation with consequent 
hostility ; lastly the interpretation may be felt as a personal rejection on the part 
of the analyst, the hostility being then a reaction to his dislike or disdain. 

As long as the negative reaction persists the analyst should select, out of the 
material offered by the patient, those parts which can be related to the analyst 
and interpret those only. Secondly, as long as this reaction governs the picture, 
he should refrain from making any reconstruction of the past, only analysing 
immediate reactions in their immediate causation. STANLEY M. COLEMAN. 


Classification of School-Children by Means of the Handwriting Speed Factor. (Arch. 
Neur. and Psychiat., vol. xxxiv, p. 1172, Dec., 1935.) Qutnan, C. 


The writer carried out his investigation on a group of 100 orphan girls of ages 
8-17. 

Where the mean time for a normal adult to write a set sentence was 48:6 seconds, 
the time for the girls varied from 232 seconds to 43. The mean time for adults 
was reached only by high-school pupils and, as a rule, by girls from 15-17 years of 
age. 

The writer suggests that there is a positive correlation between the factors 
of handwriting speed and intelligence. G. W. T. H. FLEMING. 


Relation between Binet Mental Age and Motor Chronaxia. (Arch. Neur. and Psychiat., 
vol. xxxiv, p. 1149, Dec., 1935.) Kreezer, G., and Bradway, K. P. 


The authors failed to find any reliable correlations between the level of chronaxia 
at the motor points of various muscles, the ratio of chronaxias of motor points of 
antagonistic muscles, or the range of fluctuation of chronaxias for individual 
subjects, and the mental ages from 1:3-15 years. 
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There was a reliable difference between the average level of chronaxia of subjects 
with a mental age of 3 years and normal subjects for the motor point on the triceps 
muscle, but not for other motor points, other chronaxic indices or other mental 
ages. 

Possibly the higher level of chronaxia found for the subjects in the lowest 
mental age-group is due to developmental defects in the brain. 

G. W. T. H. FLEMING. 


The Adaptation of Pain Aroused by Cold. (Amer. Journ. Psychol., vol. xlviii, p. 
307, April, 1936.) Edes, B., and Dallenbach, K. M. 


Pure pressureless pain was aroused by a cold stimulus not in direct contact 
with the skin. Pain was found to be completely adaptable, and to disappear 
without being followed by a residual pressure. The disappearance of pain under 
continued stimulation by cold is a true case of adaptation and not the result of 
injury. Cold always precedes and usually follows pain when the latter quality 
is aroused by a cold stimulus. The time of re-arousal of pain is usually greater 
than the time required for its first arousal. 

These results are incompatible with Goldscheider’s theory of pain as a summation 
of pressures. 

Pain is a separate modality; the accompaniments of pain-pressure, warmth 
and cold are functions of the kind of stimulus used in the arousal of pain. 

G. W. T. H. FLEMING. 


3. Psychiatry. 


Mental Changes following Head Trauma in Children. (Arch. Neur. and Psychiat., 
vol. xxxv, p. 723, April, 1936.) Blau, A. 


The writer reports the cases of 22 children showing mental changes following 
head injuries. He divides his cases into post-traumatic acute psychosis, post- 
traumatic chronic behaviour disorder, post-traumatic epilepsy with secondary 
deterioration, post-traumatic defect conditions and secondary intellectual 
deterioration. The post-traumatic acute psychosis occurs immediately after the 
patient recovers consciousness, the symptomatology consisting of a demonstration 
of unrestrained instinctual, emotional and motor behaviour, associated with an 
affect of fear and anxiety. Complete recovery occurs in a few weeks. 

The post-traumatic chronic behaviour disorder closely resembled the post- 
encephalitic behaviour disorder. The syndrome was characterized by hyper- 
kinetic, uninhibited asocial behaviour with an instinctual colouring. Delinquency 
was present in all cases. The prognosis was poor, and mainly required prolonged 
treatment in State hospitals. Post-traumatic epilepsy frequently leads to behaviour 
disorders and to ultimate intellectual and emotional deterioration. Mental 
deficiency is rare as a sequel, but a form of secondary intellectual deterioration 
occurs as a result of a lack of interest and attention and the presence of easy 
fatigability. Simple cerebral defect conditions, such as aphasia and intellectual loss, 
may also occur in children as the result of head trauma. 

G. W. T. H. FLEMING. 


Traumatic Psychoses. (Amer. Journ. Psychiat., vol. xcii, p. 763, Jan., 1936.) 
Bonner, C. A., and Taylor, L. E. 


Over-indulgence in alcohol is an important factor in the adjustment of the 
patients after leaving hospital. Adaptation is on a lower level after the excessive 
use of alcohol. The cases of fracture of the skull are less likely to readjust socially 
than the ones with head injury without fracture, and are markedly less able to 
resume their occupations than the latter. The most common of the sequelæ of 
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traumatic psychoses appear to be continued irritability, headache and dizziness, 
and irresponsibility with impaired judgment. In the deteriorative forms there are 
immaturity and disturbances of the intellectual faculties. 
Only a small proportion of head injuries become psycholic, but a large number 
constantly suffer from psychoneuroses, which do not develop into psychoses. 
G. W. T. H. FLEMING. 


Anatomic Consideration in Clinical Interpretation of Brain Injuries. (Amer. Journ. 
Psychiat., vol. xcii, p. 771, Jan., 1936.) Sands, I. J. 


The writer, from a consideration of a large number of autopsies on cases of 
brain injury, describes five types of brains. All of these types may occur with or 
without fracture of the skull. 

Type I: A heavy and “soggy ” brain, of brown or dark red appearance 
exuding blood-tinged fluid. This type shows clinically nuchal rigidity, hypertonicity 
of the lower extremities, bilateral Babinski, marked delirium or excitement. 

Type II: A heavy, œdematous brain, showing extensive contusions and 
lacerations. This type is accompanied by subarachnoid hæmorrhage and by focal 
neurological signs such as hemiplegia and cranial nervė involvement and by marked 
stupor. 

Type III: A heavy and œdematous brain, showing no laceration or contusions 
macroscopically ; microscopically it presents numerous punctate perivascular 
hemorrhagic areas, especially in the brain-stem, frontal lobes and corpus striatum. 
This type clinically shows the syndrome of cerebral concussion. 

Type IV: A heavy, cedematous and blood-discoloured brain, with lacerations 
and contusions, and associated with subdural hematoma. 

Type V: A heavy and cedematous brain, presenting very little, if any, pial 
discoloration, no contusions or lacerations, but accompanied by subdural blood- 
clots. 

Clinically the cases fall into four groups—post-traumatic constitution, traumatic 
neurosis, traumatic hysteria, malingering. The orbital plates of the frontal bones, 
the lesser wings of the sphenoid and the restricted motion of the brain within its 
case are indirect contributing causes to brain injuries. 

Cerebral and subarachnoid hemorrhage, cerebral cedema and disorganization 
of the Virchow-Robin lymph system contribute to brain destruction and degenera- 
tion. Post-traumatic sequelz are due to loss of brain tissue, meningo-cortical 
adhesions, contractions of scars, collections of fluid in the meninges and interference 
with proper cerebro-spinal fluid and lymphatic circulation; significant brain 
injuries may occur without loss of consciousness. G. W. T. H. FLEMING. 


Psychic Trauma in the A:tiology of Graves's Disease. (Amer. Journ. Psychiat., 
vol. xcii, p. 1077, March, 1936.) Bram, I. 


The writer investigated a series of 5,000 cases of exophthalmic goitre. He 
found that 90% presented a clear history of psychic trauma. In 4% there was a 
history of general or focal infection as the possible exciting cause. In 3°, there 
was no apparent cause. Infections probably increase susceptibility, or intensify 
the manifestations of the syndrome. Inherent predisposition appears to be a pre- 
requisite to sensitivity to psychic traumata. Individual sensitivity to psychic 
traumata varies qualitatively and quantitatively. 

G. W. T. H. FLEMING. 


A Comparative Physiologic, Psychologic and Psychiatric Study of Polyuric and Non- 
polyuric Schizophrenic Patients. (Journ. Nerv. and Ment. Dis., vol. lxxxi11, 
p. 557, May, 1936.) Sleeper, F. H., and Jellinek, E. M. 


The writers investigated twelve male schizophrenics with polyuria and twelve 
showing a normal urinary output. Prolonged ingestion of water sufficient to 
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produce a polyuria as high as 7 litres a day resulted in no deleterious effects in schizo- 
phrenics. The polyuric patients showed (1) higher total solids, total nitrogen, 
urea nitrogen, creatinine nitrogen, residual nitrogen, and lower specific gravity 
of the urine; (2) higher mean systolic and diastolic blood-pressure ; (3) a lower 
individual systolic-diastolic correlation possibly indicative of a higher degree of 
sympathetic reactivity than obtains for the non-polyuric subjects; (4) a higher 
intelligence quotient—gz2 contrasted with 73 for the non-polyuric subjects; (5) 
less emotional deterioration, i.e., there was marked emotional deterioration in 
the non-polyuric group. The writers conclude that the explanation of the polyuria 
lies more in the psychical than in the physiological or chemical domain. 
G. W. T. H. FLEMING. 


Paraphasic Signs in Diffuse Lesions of the Brain. (Journ. Nerv. and Ment. Dis., 
vol. lxxxit, p. 613, Dec., 1935.) Curran, F. J., and Schilder, P. 


The writers point out the similarity between the paraphasias and schizophrenic 
language. Although not identical, there is an inner relation, so that possibly there 
is an organic nucleus for schizophrenic speech disturbances.. The mannerisms 
and stilting of the paraphasias are nearer everyday life than the speech distur- 
bances of the schizophrenic, where archaic structures are more noticeable. There 
is a definite resembance between the neologisms of aphasics and schizophrenics. 

The writers point out that following head injuries there may be stilted expres- 
sions and a choice of words which seem to be playfully and wilfully out of the 
ordinary. This occurs particularly when there is a strong impulse to talk, partially 
in connection with a lesion of the Wernicke region and partially with general factors 
due to the head injury. G. W. T. H. FLEMING. 


Hallucinations in Psychoses. (Journ. Nerv. and Ment. Dis., vol. lxxxiii, p. 445, 
April, 1936.) Hill, J. M. 


The author studied 100 male psychotic patients who were hallucinated. He 

puts forward the following classification on a dynamic basis: 
A. Hallucinatory defence against a sense of guilt or inferiority. 
1. Projection of accusing or threatening conscience. 
2. Confirming self-esteem. 
B. Endopsychic perception. 
c. Hallucinatory wish-fulfilment. 
1. Frank wish-fulfilment. 
2. Disguised wish-fulfilment. 
D. Undetermined. 

From a prognostic view-point the writer comes to the following conclusions: The 
prognosis for patients who have hallucinations is— 

(1) Only slightly worse than for those who are free from hallucinations. 

(2) Better when the hallucinations begin in the early part of the illness 
and last only for a short time. 

(3) Better progressively in the order named when there are any 
hallucinations of the olfactory, auditory and visual senses (olfactory 
hallucinations occur later in the course of illness than hallucinations of 
sight and hearing). 

(4) Not materially different when the hallucinations involve more than one 
sense. | 

(5) Better when the dynamics of the hallucination can be understood. 

In the defence type of hallucination the auditory sense is most commonly 
involved and schizophrenia is the most frequent disease. In the wish-fulfilment 
hallucinations, the visual, auditory and bodily sensations are about equally involved 
and the most common diseases are the toxic-organic and manic-depressive 
psychoses. G. W. T. H. FLEMING. 
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traumatic psychoses appear to be continued irritability, headache and dizziness, 
and irresponsibility with impaired judgment. In the deteriorative forms there are 
immaturity and disturbances of the intellectual faculties. 
Only a small proportion of head injuries become psycholic, but a large number 
constantly suffer from psychoneuroses, which do not develop into psychoses. 
G. W. T. H. FLEMING. 


Anatomic Consideration in Clinical Interpretation of Brain Injuries. (Amer. Journ. 
Psychiat., vol. xcii, p. 771, Jan., 1936.) Sands, I. J. 


The writer, from a consideration of a large number of autopsies on cases of 
brain injury, describes five types of brains. All of these types may occur with or 
without fracture of the skull. 

Type I: A heavy and “ soggy ° brain, of brown or dark red appearance 
exuding blood-tinged fluid. This type shows clinically nuchal rigidity, hypertonicity 
of the lower extremities, bilateral Babinski, marked delirium or excitement. 

Type II: A heavy, cedematous brain, showing extensive contusions and 
lacerations. This type is accompanied by subarachnoid hemorrhage and by focal 
neurological signs such as hemiplegia and cranial nerve involvement and by marked 
stupor. . 

Type III: A heavy and cedematous brain, showing no laceration or contusions 
macroscopically ; microscopically it presents numerous punctate perivascular 
hemorrhagic areas, especially in the brain-stem, frontal lobes and corpus striatum. 
This type clinically shows the syndrome of cerebral concussion. 

Type IV: A heavy, cedematous and blood-discoloured brain, with lacerations 
and contusions, and associated with subdural hematoma. 

Type V: A heavy and cedematous brain, presenting very little, if any, pial 
discoloration, no contusions or lacerations, but accompanied by subdural blood- 
clots. 

Clinically the cases fall into four groups—post-traumatic constitution, traumatic 
neurosis, traumatic hysteria, malingering. The orbital plates of the frontal bones, 
the lesser wings of the sphenoid and the restricted motion of the brain within its 
case are indirect contributing causes to brain injuries. 

Cerebral and subarachnoid hemorrhage, cerebral cedema and disorganization 
of the Virchow-Robin lymph system contribute to brain destruction and degenera- 
tion. Post-traumatic sequelz are due to loss of brain tissue, meningo-cortical 
adhesions, contractions of scars, collections of fluid in the meninges and interference 
with proper cerebro-spinal fluid and lymphatic circulation ; significant brain 
injuries may occur without loss of consciousness. G. W. T. H. FLEMING. 


Psychic Trauma in the Ætiology of Graves’s Disease. (Amer. Journ. Psychiat., 
vol. xcii, p. 1077, March, 1936.) Bram, I. 


The writer investigated a series of 5,000 cases of exophthalmic goitre. He 
found that 90% presented a clear history of psychic trauma. In 4% there was a 
history of general or focal infection as the possible exciting cause. In 3°% there 
was no apparent cause. Infections probably increase susceptibility, or intensify 
the manifestations of the syndrome. Inherent predisposition appears to be a pre- 
requisite to sensitivity to psychic traumata. Individual sensitivity to psychic 
traumata varies qualitatively and quantitatively. 

G. W. T. H. FLEMING. 


A Comparative Physiologic, Psychologic and Psychiatric Study of Polyuric and Non- 
polyuric Schizophrenic Patients. (Journ. Nerv. and Ment. Dis., vol. lIxxxiii, 
p. 557, May, 1936.) Sleeper, F. H., and Jellinek, E. M. 


The writers investigated twelve male schizophrenics with polyuria and twelve 
showing a normal urinary output. Prolonged ingestion of water sufficient to 
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produce a polyuria as high as 7 litres a day resulted in no deleterious effects in schizo- 
phrenics. The polyuric patients showed (1) higher total solids, total nitrogen, 
urea nitrogen, creatinine nitrogen, residual nitrogen, and lower specific gravity 
of the urine; (2) higher mean systolic and diastolic blood-pressure ; (3) a lower 
individual systolic- -diastolic correlation possibly indicative of a higher degree of 
sympathetic reactivity than obtains for the non-polyuric subjects; (4) a higher 
intelligence quotient—g2 contrasted with 73 for the non-polyuric subjects; (5) 
less emotional deterioration, i.e., there was marked emotional deterioration in 
the non-polyuric group. The writers conclude that the explanation of the polyuria 
lies more in the psychical than in the physiological or chemical domain. 
G. W. T. H. FLEMING. 


Paraphasic Signs in Diffuse Lesions of the Brain. (Journ. Nerv. and Ment. Dis., 
vol. lxxxii, p. 613, Dec., 1935.) Curran, F. J., and Schilder, P. 


The writers point out the similarity between the paraphasias and schizophrenic 
language. Although not identical, there is an inner relation, so that possibly there 
is an organic nucleus for schizophrenic speech disturbances.. The mannerisms 
and stilting of the paraphasias are nearer everyday life than the speech distur- 
bances of the schizophrenic, where archaic structures are more noticeable. There 
is a definite resembance between the neologisms of aphasics and schizophrenics. 

The writers point out that following head injuries there may be stilted expres- 
sions and a choice of words which seem to be playfully and wilfully out of the 
ordinary. This occurs particularly when there is a strong impulse to talk, partially 
in connection with a lesion of the Wernicke region and partially with general] factors 
due to the head injury. G. W. T. H. FLEMING. 


Hallucinations in Psychoses. (Journ. Nerv. and Ment. Dis., vol. lxxxiii, P. 445, 
April, 1936.) Hill, J. M 


The author studied 100 male psychotic patients who were hallucinated. He 

puts forward the following classification on a dynamic basis : 
A. Hallucinatory defence against a sense of guilt or inferiority. 
1. Projection of accusing or threatening conscience. 
2. Confirming self-esteem. 
B. Endopsychic perception. 
c. Hallucinatory wish-fulfilment. 
1. Frank wish-fulfilment. 
2. Disguised wish-fulfilment. 
D. Undetermined. 

From a prognostic view-point the writer comes to the following conclusions: The 
prognosis for patients who have hallucinations is— 

(1) Only slightly worse than for those who are free from hallucinations. 

(2) Better when the hallucinations begin in the early part of the illness 
and last only for a short time. 

(3) Better progressively in the order named when there are any 
hallucinations of the olfactory, auditory and visual senses (olfactory 
hallucinations occur later in the course of illness than hallucinations of 
sight and hearing). 

(4) Not materially different when the hallucinations involve more than one 
sense. 

(5) Better when the dynamics of the hallucination can be understood. 

In the defence type of hallucination the auditory sense is most commonly 
involved and schizophrenia is the most frequent disease. In the wish-fulfilment 
hallucinations, the visual, auditory and bodily sensations are about equally involved 
and the most common diseases are the toxic-organic and manic-depressive 
psychoses. G. W. T. H. FLEMING. 
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Psychiatric T of Myxædema. (Journ. Nerv. and Ment. Dis., vol. lxxxiii, p. 22, 
Jan., 1936.) Akelaitis, A. J. E. 


_ The author found that every case of myxcedema not complicated by a psychosis 
showed a specific mental state characterized by psychomotor retardation and fatiga- 
bility. As these patients appreciate their difficulties, they are apt to be depressed 
and irritable, dependent on the degree of myxcedema and on the individual. 
Stuporous states may occur. The most frequent type of psychosis associated with 
_ Myxcedema is a delirious hallucinatory reaction characterized by a clouding of 
consciousness which may progress to complete disorientation, vivid hallucinations 
which are not primarily complex-determined, unsystematized delusions of perse- 
cution and excitability. Myxcedema may precipitate a psychosis in an individual 
with latent psychotic tendencies. It is advisable to start with small doses of 
thyroid because these patients are extremely sensitive to the extract. 
G. W. T. H. FLEMING. 


The Experience of the Body-self in Schizophrenia. (Arch. Neur. and Psychiat., vol. 
xxxv, p. 1029, May, 1936.) Angyal, A. 


The writer discusses a single group of somatic complaints found in schizophrenia, 
pointing out that they have a definite perceptual basis, consisting of particular 
muscle sensations. 

The following theory of weight perception is advanced : The intensity of weight 
perception is directly proportional to the amount of the stretch produced in the 
muscle by resistance. This stretch should be measured in units of length. The 
stretch of the muscle is usually produced by an external resistance, but if an 
involuntary contraction is present when one lifts an object, the involuntary con- 
traction also acts as an external resistance. The presence of involuntary contraction 
in the agonistic group of muscles while an object is being lifted makes the object 
appear lighter; an involuntary contraction of the antagonists makes it appear 
heavier. If the involuntary contraction of the agonists is strong enough, a peculiar 
sensation of lightness, a kind of “ negative weight ’’, is experienced. The sensation 
of heaviness and lightness due to involuntary changes of contraction of the muscles 
may be accompanied by further subjective phenomena—with the sensation of 
heaviness may be associated the impression of a slight shortening of the limb in 
question, and with the sensation of lightness there may be a marked impression 
of elongation of the limb, or of the whole body, or an impression as if a light, airy 
substance were passing through the limb and emanating from it. All these 
phenomena can be elicited experimentally in normal subjects. Sensations of 
lightness of the body, sometimes accompanied by the sensation of flying, a sensation 
of heaviness of the body, sensations as if the body were expanding or shrinking, 
and an impression of an airy substance passing through the muscles and emanating 
from the body, clearly have their origin in muscular activities which have become 
disconnected from the ego. 

The writer also discusses a group of somatic complaints which represent modi- 
fications of the postural model of the body. These are: Impairment of the unity 
of the body, and of the continuity of the body, an impression of emptiness of the 
inside of the body, a reduction of the dimensions of the body, impairment of 
orientation on one’s body, an impression of displacement of parts of the body, a 
disturbance of the experience of space and an impression of lifelessness of parts 
of the body. Many of the latter phenomena are also definitely related to unusual 
muscle sensations, but probably are not completely reducible to them. 

Disturbances of the postural model of the body have been described in certain 
types of lesion of the brain, and experimentally. The cortical tissue along the 
interparietal sulcus, the gyrus angularis, the posterior part of the gyrus supra- 
marginalis and the sensory visual band of Elliot Smith seem to be the most important 
regions for postural recognition and associated functions. 

G. W. T. H. FLEMING. 
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Follow-up Study of 100 Patients Diagnosed as ‘‘ Neurosis’’. (Journ. Nerv. and Ment. 
Dis., vol. lxxxiti, p. 679, June, 1936.) Comroe, B. I. 


The writer followed 100 cases of neurosis, and found that 24% presented definite 
evidence of organic pathology within an average period of eight months. The 
hospital records showed that symptoms suggestive of organic disease were present 
during the original admission in most instances. The diagnosis of neurosis is 
probably made too often and too easily. G. W. T. H. FLEMING. 


Survey of Cases of Dementia Pracox Discharged from the gas she Institute and 
Hospital. (Psychiat. Quart., vol. x, p. 72, Jan., 1936.) oruntz, W. A., and 
Kleiman, C. 


Of 170 cases which were traced, 72:5% required subsequent re-hospitalization ; 
36°, were improved, but only 5:3% had recovered. In the majority of cases 
recovery seemed unexplained and not causally related to therapy. 

G. W. T. H. FLEMING. 


Marital Status in Relation to the Prevalence of Mental Disease. (Psychiat. Quart., 
vol. x, p. 245, April, 1936.) Malzberg, B. 


The married population has, in general, much lower rates of mental disease 
than any of the other marital groups. In general paralysis, single women had a 
standardized rate of 1-9 compared with a rate of 4'1 for the married population. 
In alcoholic psychoses, single women had a rate of 1-4 compared with a rate of 
2:5 among the married. The difference in the general run of mental disease must 
be due to the stabilizing influences of family life. Widows and widowers have 
higher rates of mental diseases than the married. Widows had the highest stan- 
dardized rate of first admissions with alcoholic psychoses. Rates far in excess of 
those of any other group occur among the divorced population, possibly due to 
divorced people being of unstable mentality. There exist excessively high rates 
of general paresis and alcoholic psychoses amongst the divorced group. 

G. W. T. H. FLEMING. 


Psychology of the Manic Phase of the Manic-depressive Psychosis. (Psychiat. Quart., 
vol. x, p. 262, April, 1936.) Blalock, J. R. 


The author’s conclusions were : 

(1) The manic reaction is one in which there exists a state of narcissistic satis- 
faction in which painful ideas are denied, inferiorities are compensated for and the 
ego is omnipotent. 

(2) There is a regression to early expressions of narcissism. As regression 
deepens there may be many references to early physical interests, such as those 
Telated to the oral and anal zones. 

(3) Ambivalence, which is so well developed in the manic reaction, is expressed 
with a kindly feeling when demands are met and with hostility when the demands 
are denied. 

(4) Original relationships to the parents are retained, and the Œdipus situation 
is poorly resolved; there is an inadequate heterosexual adjustment which is 
accompanied by an increased homosexual component. The bisexual constitution 
tends to be exaggerated, shown during the regression, and may, at times, constitute 
an important part of the clinical syndrome. G. W. T. H. FLEMING. 


Dementia Precox Associated with Mental Deficiency [Sulla questione della demenza 
precoce che si manifesta negli individui gia psichicamente minorati]. (Riv. 
di Patol. Nerv. e Ment., vol. xlvii, p. 37, Jan.-Feb., 1936.) Tronconi, V. 


The author reviews the conception of arrest of development as the cause of 
dementia præcox. He describes and discusses more especially dementia præcox 
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in relation to degenerative and cerebroplegic types of arrested development, taking 
those cases in which the psychotic symptoms seem to be superimposed upon a 
basic mental defect. He correlates hebephrenia and dementia paranoides on the 
one hand with arrested development due to degenerative causes, and associates 
catatonic forms, on the other hand, with cerebroplegic forms of mental defect. 
H. W. EppIson. 


Adte’s Syndrome in Mental Pathology [Le syndrome d’Adie en pathologie mentale:. 
(Ann. Méd. Psych., vol. xvi, p. 497, April, 1936.) Petit, G., and Delmond, J. 


Adie’s essential syndrome (tonic pupils, absent tendon reflexes, absence of 
syphilis) has been found by various investigators to be associated with a great 
variety of symptoms. The syndrome is not uncommon in mental disease, and shows 
also various neurological, endocrine, vaso-motor and hematological disorders. 
The writers are of the opinion that at the basis of this complex disequilibrium it 
is possible, in certain cases, to recognize the signs of a neurotropic infection of an 
epidemic type. This infection involves with particular frequency the subcortical 
region regulating the vegetative functions. STANLEY M. COLEMAN. 


4. Neurology. 


Optic Neuro-myelitis [Sulla neuromielite ottica). (Riv. dt Patol. Nerv. e Ment., vol. 
xlvii, p. 145, Jan.—Feb., 1936.) Bergonzi, M. 


There is described in this paper the case of a girl, æt. 15, suffering from pro- 
gressive loss of vision resulting in blindness, paraplegia with sensory changes and 
finally, loss of sphincter control and death on the 23rd day. 

Section showed a multifocal transverse myelitis limited to the dorsal segments 
of the cord. In the medulla and optic nerves were profound de-myelination and 
degeneration of nerve-cells, showing affinities to disseminated sclerosis and 
disseminated encephalomyelitis. H. W. Eppison. 


Unilateral Cranial Nerve Paralysis Due to Metastatic Carcinoma of the Meninges 
[Sindrome paralitica unilaterale globale dei nervi cranici da metastasi carcino- 
matosa delle meningi]. (Riv. di Neur., vol. ix, p. 50, Feb., 1936.) Vizioli, F. 


The writer gives a detailed clinical and pathological description of a case of 
metastatic carcinoma of the meninges following carcinoma of the left breast in a 
woman, æt. 45. Left-sided paralysis supervened, which involved all the cranial 
nerves on the left side. At autopsy there was found extensive involvement of the 
meninges on the left side of the base of the brain. H. W. EDDISON. 


The Growth of the Finger-nails in Nervous Disorders [Ricerche sull’ accrescimento delle 
unghie nelle malattie del sistema nervoso]. (Rass. di Studi Psichiat., vol. xxv, 
p. 166, March-April, 1936.) Treves, G. 


The material studied consisted of 40 cases of nervous and mental disorders, of 
whom 30 were adults and Io children, all males. 

The rate of growth was found to be accelerated in subcortical lesions, Parkin- 
sonianism, conditions associated with athetosis and one case of progressive muscular 
atrophy. The rate was retarded, on the other hand, in organic paralyses and 
cortical lesions. In unilateral paralyses the retardation was confined to the affected 
side. In status epilepticus the rate was increased during the convulsive period 
and retarded afterwards. Acceleration of the rate of growth was noted, also, in a 
case of dementia præcox during a period of restlessness. H. W. Eppison. 
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A Contribution to the Study of Acromicria [Contributo allo studio dell’ Acromicria}. 
(Riv.dt Patol. Nerv. e Ment., vol. xlvii, p. 125, Jan.—Feb., 1936.) Bergonzi, M. 


Attention is drawn to two features of the disease: (1) Smallness of the hands, 
feet and head, local cyanosis and trophic disturbances and abnormal deposits 
of fat ; and (2) fragility of the bones. The histological findings may be summed up 
in (1) diminution of the eosinophil cells of the anterior lobe of the pituitary gland, 
and (2) diminished thyroid activity. H. W. EppIson. 


The Electro-encephalogram in Epilepsy and in Conditions of Impaired Consciousness. 
(Arch. Neur. and Psychiat., vol. xxxiv, p. 1133, Dec., 1935.) Gibbs, F. A., etal. 


The writers, in investigating the electro-encephalogram, point out that 
its character alters in sleep. Persons who, when awake, with eyes closed, show a 
pronounced 10-per-second rhythm, show much less of this rhythm during sleep. 
On the other hand, some of the largest waves seen in normal persons occurred 
during sleep. Berger’s description of the change as being in the direction of a 
flattening of the record is incomplete. In 34 cases of petit mal, during the seizure 
an outburst of waves of great amplitude occurred, amounting to from 100-300 
microvolts at a frequency of 3 per second. These waves may be smooth and 
approximately sinusoidal in shape, but usually include a sharp negative spike, near 
the positive crest of the main wave. Records from the same subjects in successive 
seizures tend to be closely similar. The tracings taken during intervals are 
essentially normal, except that scattered here and there are groups of waves of 
pattern similar to those seen at the beginning of a seizure. These the 
authors call larval seizures. The sharp negative spikes on the record often 
seem to be associated with motor movements of a clonic sort, the rhythm of 
which is identical with that of the waves. No attempt of the patient to simulate a 
seizure produces any electrical change. In a typical grand mal seizure the record 
Shows a gradual alteration for 15 or 20 seconds before any other evidence of the 
seizure appears. The dominant wave between seizures has had a frequency of 
from 15-18 per second, with the slower frequencies more prominent in the definitely 
deteriorated patients. The first alteration noticed is that the predominant waves 
become larger and slightly faster—this occurs before any sign of a seizure develops. 
As the waves continue to increase in amplitude, the cry is given and the tonic 
passe sets in. As the seizure progresses, slow rhythms appear, mixed with the 
ast ones. 

The electrical activity dies down more or less parallel with the subsidence of 
muscular activity. Following the seizure the record is abnormally flat, and 
remains so for a period which corresponds roughly to the duration of the stupor. 
When a normal subject breathes pure nitrogen to the point of becoming unconscious, 
the waves are slowed in frequency and increased in amplitude. Similar changes 
followed syncope, hyperventilation and fainting from inadequate blood-supply 
to the brain. These three procedures all tend to precipitate seizures in epileptic 
subjects. Itis clear that anoxæmia and acute circulatory failure tend to precipitate 
seizures. G. W. T. H. FLEMING. 


Effect of Increased Oxygen Pressure on the Seizures of Epilepsy. (Arch. Neur. and 
Psychiat., vol. xxxv, p. 782, April, 1936.) Lennox, W. G., and Behnke, A. R. 


Three patients having petit mal attacks were kept in a chamber with an 
air-pressure as high as.60 lb. The result was a decrease in the number of 
spontaneous seizures. The amount of over-ventilation required to induce a 
seizure increased as the pressure of oxygen increased. 

In one patient when the oxygen pressure was increased twenty-fold, the lung 
ventilation required to produce a seizure increased five-fold. Decreased oxygen 
tension tends to precipitate and increased oxygen tension tends to prevent petit 
mal seizures. G. W. T. H. FLEMING. 
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Migraine and Ovarian Deficiency. (Endocrinology, vol. xx, p. 333, May, 1936.) 
Glass, S. J. 


The writer made a study of the prolan A and eestrin relationships in ten young 
migrainous women with ovarian dysfunction. Quantitative hormone essays 
showed a reversal of the normal ratio in the direction of increased prolan A and 
decreased cestrin output. (Estrogenic therapy tended to correct the hormonal 
imbalance by suppression of the prolan A secretion, with concomitant relief of the 
migrainous symptoms in 80% of cases. Prolan administration either gave no 
relief or intensified the symptoms. G. W. T. H. FLEMING. 


Encephalographic Studies in Cases of Extrapyramidal Diseases. (Arch. Neur. and 
Psychiat., vol. xxxv, p. 240, Feb., 1936.) Goodhart, S. P., et al. 


The encephalograms in three cases of Huntington’s chorea showed ventricular 
dilatation, predominantly of the anterior portions of the lateral ventricles, plus 
cortical atrophy. In three cases of Wilson's disease there was dilatation of the 
anterior portion of the lateral ventricles in the early cases; in an advanced case 
there was also cortical atrophy. In three cases of dystonia, two of the idiopathic 
andone of the symptomatic type the former were normal; the latter showed diftuse 
involvement. Four cases of double athetosis showed nothing. The encephalo- 
grams of five cases of Little’s disease revealed porencephaly in two instances and 
internal and external hydrocephalus in the remaining three cases. 

G. W. T. H. FLEMING. 


Mental Symptoms in Cases of Tumour of the Temporal Lobe. (Arch. Neur. and 
Psychiat., vol. xxxv, p. 572, March, 1936.) Keschner, M., Bender, M. B., 
and Strauss, I. 


Abnormal mental reactions occurred in 94% of 110 personally observed cases. 
Mental symptoms were the earliest manifestation of tumour in 35% and changes 
in personality were the first manifestation in 23%. Symptoms referable to the 
sensorium were most common ; next in order of frequency were changes in affect, 
intellect and higher psychic functions, personality, memory and orientation, and 
sphincter disturbances. The most frequent disturbance ini affect was irritability, 
which occurred in 26%. Hallucination occurred in 14%. The association of 
complex hallucinations with uncinate phenomena, dreamy states and amnesic 
aphasia is diagnostic of a lesion in the temporal lobe of the dominant side. 
Olfactory and gustatory hallucinations associated with dreamy states point to 
involvement of the uncinate gyrus. Euphoria was present in 21%, and facetious- 
ness in 11%. When unassociated with other symptoms, mental symptoms are 
of little value i in the diagnosis of a tumour of the temporal lobe. 

G. W. T. H. FLEMING. 


An Electromyographic Study of Myotonia. (Arch. Neur. and Psychiat., vol. xxxv, 
$. 253, Feb., 1936.) Lindsley, D. B., and Curnen, E. C. 


The after-contraction of myotonic muscles which persists after the cessation 
of voluntary effort or brief mechanical stimulation is accompanied by action 
currents, showing that the phenomenon is neurogenic rather than myogenic. 
The after-contraction of myotonia is of reflex origin, and is due to the persistent 
discharge of hyperexcitable sensory end-organs in the muscle. Injections of 
ergotamine tartrate, pilocarpine hydrochloride and epinephrine hydrochloride were 
ineffective in relieving the myotonic condition, although calcium gluconate and 
calcium chloride have significantly reduced the amount and duration of the after- 
contraction. G. W. T. H. FLEMING. 
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Dietary Deficiencies as the AEtiological Factor in Certain Neurological Syndromes. 
(Journ. Nerv. and Ment. Dis., vol. lxxxiii, p. 505, March, 1936.) Perkins, 
O. C. 


From a study of 82 cases of multiple neuritis the writer found digestive dis- 
turbances constantly present. When the patients were placed on a high vitamin 
diet they improved. Cases of Korsakov’s syndrome showed no improvement. 
The most spectacular results were in those cases associated with starvation and 
malignancy. The writer thinks it very likely that more than one vitamin is 
involved. G. W. T. H. FLEMING. 


Peculiar Types of Reflex-synergias Observed in Comatose Patients. (Journ. Nerv. 
and Ment. Dis., vol. lxxxiii, p. 381, April, 1936.) List, C. F. 


The writer found, in three cases of deeply comatose patients, that stimulation 
of the head and neck, of the upper extremities (with the exception of the thenar 
eminences and palms of the hands) and of the upper parts of the chest down to the 
borderline of D3 caused an extensor reflex of the upper extremities. Stimulation 
of all parts below D3 and of the palms and the thenar extremities produced flexor 
synergias. These reflexes could be evoked only by nociceptive stimuli. The 
clinical picture resembled somewhat the phenomena seen in decerebrate animals. 

G. W. T. H. FLEMING. 


Tumour Involving the Frontal Lobe Alone. (Arch. Neur. and Psychiat., vol. xxxv, 
p. 525, March, 1936.) Frazier, C. H. 


The writer analyses a series of 105 cases of cerebral tumour involving the frontal 
lobe alone. Mental symptoms appeared in 6o of the cases. There was a frequent 
association of mental symptoms with fibroblastoma, astrocytoma, and glioblastoma. 
Amongst the fibroblastomata mental symptoms frequently occur when the tumour 
is parasagittal or when it occupies both frontal lobes, but are rare in cases of tumour 
of the olfactory groove or of the sphenoid ridge. The earliest signs of impairment 
of the function of the frontal lobe are loss of memory, chiefly for recent events ; 
impairment of intellectual ability shown by poor judgment and frequent mistakes 
in business. A change of personality noted in 24 patients was shown by 
emotionalism, euphoria, irritability, witzelsucht and indifference. Euphoria and 
uttzelsucht are most characteristic of frontal tumours. Aphasia was not common. 
Ataxia was observed in 49% of the patients. Signs of ataxia were present in 86% 
of cases of fibroblastoma occupying the superior lateral surface of the hemisphere 
anterior to the fissure of Rolando. Urinary incontinence was present in 19 cases, 
possibly due to disturbance of the autonomic representation of the bladder in the 
brain. Epileptiform seizures were noted in 40%. Headache was present in 73 
patients and is an early sign. Vomiting occurred in 51 patients and failing vision 
in 50. Hypersomnolence occurred in 33%. G. W. T. H. FLEMING. 


Effect of Experimental Temporary Vascular Occlusion on the Spinal Cord. (Arch. 
Neur. and Psychiat., vol. xxxv, p. 789, April, 1936.) Tureen, L. L. 


Total temporary vascular occlusion for fifteen minutes is compatible with 
physiological and histological recovery of the anterior horn-cells of the spinal cord. 
Paraplegia occurs before detectable histological changes are apparent. Motor 
and sensory functions recover within 24 hours after the ischæmic period, while 
histologic evidences of degeneration of the nerve-cells are most pronounced between 
7 and 72 hours after the period of ischæmia. The interstitial inflammation is at 
its height between 48-72 hours after the production of the lesion. 

G. W. T. H. FLEMING. 
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fEtiology of Convulsions in Early Infancy. (Acta Pediat., vol. xvi, pp. 572-9, 1933.) 
Graham, S. . 


There is a greater incidence of infantile convulsions in the winter and spring 
months; serum calcium is frequently reduced, but calcium phosphorus is rarely 
less than 30. Administration of calcium chloride is often successful. 

B. C. A. (Chem. Abstr.). 


Spinal Reflexes in Nicotine Poisoning. (Journ. Pharmacol., vol. lv, pp. 390-9, 
1935.) Franke, F. E., and Denvir, M. H. (Sister of Loretto). 


After peripheral paralysis by nicotine, spinal reflexes were obtained in 50°, 
of frogs and in 100% of dogs under artificial respiration. Conclusion: The site 
of loss of irritability in spinal reflexes involving skeletal muscle is chiefly peripheral 
instead of central. In the absence of artificial respiration in dogs asphyxia is 
sufficient to cause spinal paralysis. T. H. RIDER (Chem. Abstr.). 


_ 5. Pharmacology and Treatment. 


The Therapeutic Effect of Quinquevalent Arsenic Compounds in Late Forms of Neuro- 
syphilis. (Klin. Wochenschr., vol. xiv, pp. 1161-4, 1935.) Dattner, B. 


Tryparsamide, stovarsol and a recently prepared substance “ solvarsin 
(ethanolamine salt of p-hydroxy-m-acetylaminobenzenearsonic acid) were com- 
pared with respect to their therapeutic effects in late neurosyphilis. The latter 
preparation yielded particularly good results, and has the further advantage that 
it can be injected intramuscularly or subcutaneously. It deserves further clinical 
trial. Like tryparsamide, it is particularly toxic for the optic nerve. 

HARRY EAGLE (Chem. Abstr.). 


Multiple Sclevosis: Effect of Typhoid Vaccine and of Epinephrine on Coagulation 
of the Blood. (Arch. Neur. and Psychiat., vol. xxxiv, p. 1286, Dec., 1935.) 
Simon, B., and Salomon, P. 


The writers found that after typhoid vaccine treatment, the drop in the clotting 
time remained for 69 hours on the average in the cases of multiple sclerosis, and for 
26 hours in the control group. In experiments with epinephrine there was a marked 
difference between the groups. The average maximum drop for the group with 
multiple sclerosis was 19 minutes, as contrasted with 4 minutes in the controls. 
The average duration of the drop was 3? hours for the group with multiple sclerosis 
and one hour for the control group. In multiple sclerosis there is an increased 
lability of the clotting time, which would obviously favour an increased tendency 
towards intravascular clotting. G. W. T. H. FLEMING. 


Fundamental Effects of Eptleptogenous Agents upon the Central Nervous System. 
(Amer. Journ. Psychiat., vol. xcit, p. 1145, March, 1936.) Spiegel, E. A., 
and Spregel-Adolf, M. 

The writers investigated the permeability of the cell surfaces for electrolytes 
by measuring the polarizability of the brain tissue both in vivo and in vitro. 

They found that agents which produce swelling of the brain by increasing the 
state of hydration of the brain tissue increase the permeability, as shown by the 
decrease in polarizability. 

The transitory increase in permeability of the cell surfaces that is, according to 
the modern theories of excitation, an essential part of the excitation process is 
thus facilitated and the threshold of the cells for metabolic or other stimuli is 
lowered. This explains the mechanism by which swelling of the brain increases 
the convulsive reactivity. G. W. T. H. FLEMING. 
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A Study of the Action of Bromides in Clinical and Experimental Epilepsy. (Journ. 
Nerv. and Ment. Dis., vol. lxxxiii, p. 390, April, 1936.) Boshes, B. 


‘Epileptics can be divided into three groups as regards their response to bromide 
therapy : (1) Those in whom seizures are completely prevented ; (2) those in whom 
grand mal seizures persist; and (3}-those in whom petit mal seizures persist. 
Patients in whom seizures could be prevented required a lower oral intake of 
bromide and a lower blood-bromide level than the others. Patients in whom 
petit mal seizures persisted were given a large oral dosage and attained a higher 
blood-bromide level than the others. Bromide intoxication occurred most fre- 
quently in the patients with grand mal seizures. These bromized patients attained 
a very high blood-bromide level on a relatively low oral dosage, indicating a ten- 
dency to store bromides. There is both a renal and a gastro-intestinal factor 
concerned. When constipation is effectively treated, bromism has a low incidence. 

In rabbits large accumulations of sodium bromide in the blood cause no 
alteration in the total blood halides. Bromides replace chlorides ion for ion. 
Seizures induced in rabbits by 2% thujone in 6% gum acacia could be prevented 
by feeding sodium bromide to a point where blood concentrations are attained. 
The chloride ion has no convulsant action. The anti-convulsant action of 
bromide is a specific action due to the bromide ion, and not to chloride deprivation. 

G. W. T. H. FLEMING. 


A New Treatment of Cerebral Hemorrhage and ofits Effects. (Journ. Nerv.and Ment. 
Dis., vol. lxxxii, p. 652, Dec., 1935.) Colello, R., and Pizzillo, G. 


The treatment described by the authors consists in withdrawing 25-30 c.c. of 
blood from a vein and reinjecting it immediately deeply into the gluteal region of 
the sound side. Recovery follows in the most unexpected cases. The injection 
appears to bring down intracranial pressure rapidly. It is most indicated as a 
preventive cure in cases of arterial hypertension with predisposing hereditary 
conditions, and for arterio-sclerotic patients who often pre-announce ictus by 
vertigo, etc. G. W. T. H. FLEMING. 


Insulin Treatment of Drug Addiction. (Journ. Nerv. and Ment. Dis., vol. lxxx111, p. 
281, March, 1936.) Chen, M. P., et al. 


The writers treated morphine addicts by cutting off the morphia completely, 
and as soon as Craving appeared, giving insulin in doses of 20—30 units every three 
hours or so, with luminal and food until the patient either lost his abstinence 
symptoms or fell asleep. The light insulin dosage was kept up for three days ; 
all abstinence symptoms disappeared in from one to three days. The craving 
for food takes the place of the craving for drugs, and is satisfied by food which 
is gradually accepted een by the panen as a symbol of health. 

G. W. T. H. FLEMING. 


The Results of Ten Years of Malarial Therapy. (Psychiat. Quart., vol. x, p. 99, 
Jan., 1936.) Hutchings, C.W, 


The report covers 182 male paretics treated since 1925. Of these, 66 (36%) 
were much improved and were discharged from hospital, 54 were improved (30°) ; 
of these 25 returned home able to do some work and Io had died. 

Of the remaining 62 who did not show any satisfactory response to treatment, 
23 are still in hospital and 39 are dead. 

The most favourable results occurred in the confused type, of which 82% were 
discharged ; the depressed type showed 67% discharged. The schizoid and simple 
dementia types gave the poorest results, with only 32% and 20% discharged ; 
the latter group had also the greatest number of deaths. There was no statistical 
difference between the percentage discharged in the two groups, “ treated by 
malaria only ” and ‘‘ other treatment followed by malaria ” 


466 EPITOME. [July, 


Of 155 cases in which the serology was definitely examined, 38% gave a negative 
Wassermann after treatment and 46% a weakened or negative one. 
G. W. T. H. FLEMING. 


The Value and Application of Hydrotherapy in a Mental Hospital. (Psychiat. 
Quart., vol. x, p. 34, Jan., 1936.) Black, N. D. 


The writer found tonic and stimulative hydrotherapy by means of the needle- 
shower and Scotch douche, followed by ultra-violet treatment, render the best 
results in psychoneuroses and depressions. Eliminative hydrotherapy by means 
of the electric cabinet, needle shower, Scotch douche, a dry pack, are best suited 
to toxic states. Their principal value is in the treatment of alcoholics; with the 
relief of the toxzmia, tonic hydrotherapy is indicated. 

Acute cases require daily treatment; following this stage, however, treatment 
two or three times a week is usually all that is required. 

G. W. T. H. FLEMING. 


The Hematoporphyrin Treatment of Depressive Psychoses. (Amer. Journ. Psychiat., 
vol. xcit, p. 877, Jan., 1936.) Angus, L. R. 


The writer reports the treatment of 41 long-standing cases of depression 
which had been previously treated by other methods without success. Six of the 
manic-depressives, 1 schizophrenic and 1 psychoneurotic recovered or were much 
improved. Of the others, 10 were improved, 5 showed slight improvement, and 
18 were unaffected. 

The improved cases showed a slight loss of weight or at most a very slight gain. 
There was a general tendency in all cases to a decreased white blood-count. In the 
improved cases the red counts increased, while they fellin the group which remained 
stationary. 

Possibly the hematoporphyrin acts as a catalyst. 

Improvement, if it does occur, takes place early in the course of the treatment. 

G. W. T. H. FLEMING. 


Pathological Changes following Avertin Intoxication. (Acta Univ. Latviensis, Med. 
Fakult., Ser. 1, pp. 353—509, 1934.) Vitols, T. 


After avertin, lipoids disappear from the suprarenal, and in the most severe 
cases there is an extravasation of blood and necrosis. Low blood-pressures 
following avertin anæsthesia may be due to lesions of the suprarenals. 

R. P. WALTON (Chem. Abstr.). 


Is There Any Difference in the Pharmacological Effect of ‘‘Vevamon’’ and a Mixture 
of its Components? (Arch. Exptl. Path. Pharmakol., vol. cixxix, pp. 327-33, 
1935.) Fischer, R., and Saltzer, H. 


Solutions of the Pfeiffer compound, which consists of equimolecular quantities 
of pyramidone and barbital, are indistinguishable from solutions prepared by adding 
the two substances as such. They are also identical in their pharmacological 
effects as tested with the Magnus technique in rabbits. 

HARRY EAGLE (Chem. Abstr.). 


The Toxicity of Pyramidone-barbital Mixtures. (Arch. Exptl. Path. Pharmakol., vol. 
clxxix, Pp. 334-40, 1935.) Saltzer, H., and Fischer, R. 


After poisoning rabbits with mixtures of pyramidone and barbital, the effects 
of the former quickly wear off, leaving the pure barbital effect. Pyramidone 
delays the excretion of the barbital and thus prolongs the narcotic action. 

HARRY EAGLE (Chem. Abstr.). 
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Accentuation and Decrease of the Convulsive Effect of Some Local Anesthetics. 
(Arch. Exptl. Path. Pharmakol., vol. lxxix, pp. 415-19, 1935.) Keil, W., and 
Rühling, I. 


““ Corbasil ” and adrenaline both increase the toxicity of procaine and percaine 
for white rats. Ephedrine causes a similar increase in the toxicity of cocaine. 
Sodium nitrite and adonidine both inhibit the slight convulsions caused by small 
concentrations of procaine. Harry EAGLE (Chem. Abstr.). 


The Effect of Hypnotics Introduced Intracisternally (in Rabbits). (Arch. Exptl. Path. 
Pharmakol., vol. clxxix, pp. 483-97, 1935.) Borbely, F. 


Barbituric acid derivatives (barbital, phenobarbital, sodium evipan, pernocton) 
injected intracisternally cause rapid true hypnosis, and the effective dose is far less 
than the lethal dose. Their site of action is established to be no more than 08 
mm. from the spinal-fluidspace. In marked contrast, urethane and chloral hydrate 
do not cause true hypnosis, as the effective dose is practically the same as the lethal 
dose. Their site of action is probably remote from the spinal fluid. Comparatively 
small doses of chloralose suffice to cause sleep after intracisternal injection, but 
only after a long and as yet unexplained latent period. 

Harry EAGLE (Chem. Abstr.). 


The Effect of Hypnotics in Human Beings on Direct Introduction into the Spinal 
Fliuid by Means of Occipital Puncture. (Arch. Exptl. Path. Pharmakol., vol. 

clxxix, Pp. 498-503, 1935.) Urban, H. 
Hypnotics introduced directly into the cisterna magna are less effective than 
after intravenous injection. Sodium barbital (0-05 grm.) had no demonstrable 
etfect, chloral hydrate and phenobarbital had only slight effect after a latent 


period of 10-30 minutes, and sodium evipan was moderately effective. 
Harry EAGLE (Chem. Abstr.). 


The Antagonism between Cardtazole and Coramine and Narcotics. (Arch. Exptl. 
Path. Pharmakol., vol. clzxx, pp. 258-65, 1936.) Gros, O. 


The rectal administration of cardiazole is as effective as the subcutaneous 
route. Rats or rabbits given lethal doses of cardiazole are protected by the adminis- 
tration of paraldehyde or chloral hydrate. Conversely, cardiazole protects against 
lethal doses of these hypnotics. The antagonism between the hypnotics and 
coramine is much less pronounced. Harry EAGLE (Chem. Abstr.). 


Blood and Spinal-fluid Findings in Barbituric acid Poisoning. (Klin. Wochenschr., 
vol. xv, pp. 126-9, 1936.) Fretwurst, F., and Voss, H. 


In 10 cases of barbital poisoning and 1 case of phenobarbital poisoning, the 
barbituric acid derivatives were found in the plasma, spinal fluid and urine, but 
not in the red blood-cells. Barbital apparently diffuses slowly from the blood into 
the spinal fluid—so slowly as to suggest that this may not be a simple dialysis. 
The spinal-fluid pressure, albumen content, cell-count and colloidal reactions were 
generally normal. Harry EAGLE (Chem. Abstr.). 


Codeine Habituation. (Japan. Journ. Med. Sci., IV, Pharmacol., vol. viii, pp. 
56-7, 1935.) Furu, F. 

Morphine habituation is associated with the partition coefficient of (amount 
in organs): (amount in blood). With dogs, monkeys and men, morphine habitua- 
tion is associated with a decrease in “ organotropie '’ of the central nervous system ; 
in the rabbit habituation is associated with relative decrease in ‘‘ organotropie ”’ 
and also ‘“‘hemotropie’’. The monkey and dog acquire tolerance to codeine in the 
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same manner as to morphine, and more easily than the rabbit. The rabbit slowly 
develops tolerance to codeine. Codeine habituation is also associated with 
alterations in the partition coefficiency. JAMES C. MuNcH (Chem. Abstr.). 


The Distribution of Diethvibarbituric Acid in the Brain. (Arch. Exptl. Path. Phar- 
makol., vol. clxxix, pp. 226-8, 1935.) Keeser, E., and Keeser, I. 


The accumulation of the drug in the diencephalon after intravenous injection 
of small quantities into rabbits was confirmed with an improved method. 
HARRY EAGLE (Chem. Abstr.). 


The Influence of Thyroid Feeding on Nembutal Poisoning. (Journ. Physiol., vol. 
lxxxvi, pp. 183-9, 1936.) Scarborough, E. M. 


It is almost impossible to produce signs of chronic nembutal poisoning in rats, 
apart from a slightly retarded increase in weight in injected animals and a small 
increase in liver weight more marked in animals treated orally. Acute narcosis 
follows subcutaneous, but not oral, administration of nembutal. Thyroid feeding 
does not influence the effects of nembutal, except that thyroid-fed rats require 
an increased minimum narcotic dose. Thyroid feeding may lead to a more rapid 
destruction of nembutal in the body. E. D. WALTER (Chem. Abstr.). 


Unsymmetrical Alkyl Aryl Ureas ; Preparation, Physical Properties and Hypnotic 
Effects. (Journ. Pharmacol., vol. lv, pp. 152-72, 1935.) Hjort, A. M., de 
Beer, E. J., Buck, J. S., and Ide, W. S. 


Conclusions: Hypnotic potencies increase twofold for each addition of a CH, 
group to the aliphatic portions of the secondary amines. The heptane/water 
distribution coefficiencies parallel hypnotic potency and toxicity. 

T. H. Riper (Chem. Abstr.). 


Studies on the Gas Exchange in the Brain of Human Beings in the Waking State and 
During Anaesthesia. (Arch. Exptl. Path. Pharmakol., vol. clxxix, pp. 266-72, 
1935.) Laszlo, D., Urban, H., and Weissenberg, E. 


The difference in oxygen content between the common carotid artery and 
the internal jugular vein in human beings is 3:7 vol.%, indicative of a small 
utilization of oxygen during the passage of blood through the brain. The 
corresponding increase in carbon dioxide content is normally 4:6 vol.%. During 
ether anzsthesia these values fall to 2:2 and 3:9 vol.% respectively. The normal 
R.Q. of 1:3 thus increases to 1-7 during ether anesthesia. These changes are 
ascribed to an inhibition of oxidation, with the accumulation of acid-split products. 
The changes in the peripheral arteriovenous difference during anasthesia, as 
measured in the cubital vein, are qualitatively similar to those observed in the 
brain. HARRY EAGLE (Chem. Abstr.). 


6. Pathology and Biochemistry. 


Influence of Some Food Factors on Pellagra-like Manifestations in the Rat. (Z. 
Vitaminforsch., vol. v, pp. 1-11, 1936.) Gorter, F. J. 


The manifestations and the form of pellagra-like symptoms in the rat are 
influenced by the composition of the basal ration. An anti-pellagric growth- 
promoting agent exists, which may be separated to some extent from casein by 
hydrolysis, and may or may not be identical with or akin to vitamin Bẹ Pellagra 
cannot be used as a criterion for the vitamin B, content of foods ; provisionally, 
growth is a better criterion. Two types of deficiency dermatitis apparently exist. 

J. S. HEPBURN (Chem. Abstr.). 
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Find Cause of One Type of Paralysis in Poultry. (Wis. Agr. Expt. Sta. Bull., vol. 
cceccxxx (Ann. Rept., 1933-4], pp. 140-2, 1935.) Hart, E. B., Keenan, J.A., 
Kline, O. L., and Elvehjem, C. A. 

Feeding tests with chicks showed that dried liver contains at least two factors 
needed in the nutrition of chicks, that are lacking in the synthetic ration 
consisting of casein, dextrin, cod-liver oil, mineral mixture and yeast. Normal 
growth of rats was obtained with this ration. One of the factors is a growth factor 
and the other an antiparalytic factor which is water-soluble. By adding vitamin 
B, concentrate to the ration, the paralysis was prevented, indicating the identity 
of the B, factor and the antiparalytic factor. Vitamin B, is especially plentiful in 
brain-tissue. Hay contains a considerable amount, but it 1S ea lost during 
winter storage. C. R. F. (Chem. Abstr.). 


Nerve and Cord Degeneration Referable to a Vitamin A Deficiency. (Indian Med. 
Gaz., vol. lxx, pp. 550-2, 1935.) Nicholis, L. 

A detailed history of a case of paresis and ataxia of pregnancy is given, together 
with the results (illustrated) of a microscope examination of spinal-cord sections 
from Ceylon children dying with evidence of malnutrition. Nerve-fibre degenera- 
tion was shown, and this, as well as the symptoms accompanying the ataxia of 
pregnancy, is ascribed to diets composed mainly of rice and a few vegetables in 
which vitamin A is the leading deficiency. While other factors are not excluded, 


it is pointed out that beri-beri is uncommon in Ceylon. 
S. B. FosTER (Chem. Abstr.). 


Allergic Reactions in Mental Diseases. (Amer. Journ. Psychiat., vol. xcii, p. 1191, 
March, 1936.) Beauchemin, J. A. 

A large number of psychotic patients were given sixty-four varying skin tests 
for hypersensitivity to food and to bacterial and plant proteins. Of the epileptic 
group, 80% showed positive reactions to meat proteins and fat. There were many 
pseudo- -reactions in 20% ; 64% were sensitive to one or more of the cereal class 
of protein. Among the endocrine and hormone proteins, 82% were positive to 
adrenal, 52°% to thyroid, and 65% to parathyroid. Among the bacterial proteins, 
70°% were positive to the colon bacillus. 

The two types of manic-depressive psychosis differed little from the normals, 
except that some showed evidence of endocrine disturbance, possibly a hyper- 
functioning of the suprarenal and pituitary. The three types of dementia præcox 
showed no definite allergic make-up. There were positive tests to thymic substance 
In 40%. G. W. T. H. FLEMING. 


Relation of Glioma of the Leptomeninges to Neuroglia Nests. (Arch. of Path., vol. 
xxi, p. 584, May, 1936.) Bailey, O. T. 

The writer considers that there exists a small group of tumours of the lepto- 
meninges situated in the subarachnoid space and presenting the histological 
characteristics of gliomas. The presence of neuroglia nests in these locations 
otfers a ready explanation of their histogenesis. These may occur in cases of 
extensive congenital malformations of the central nervous system, and also without 
other anomalies of the brain or spinal cord. True gliomas of the leptomeninges 


make up a small but distinct group of meningeal tumours. 
G. W. T. H. FLEMING. 


Cerebral Neuro-epithelioma. (Arch. of Path., vol. xxi, p. 601, May, 1936.) McLean, 
A. J., and Latiere, S. R. 

The writers describe a rare primitive cerebral tumour. Most of its tissue was 

neuro-epitheliomatous, with a generous admixture of neuroblasts. The tumour 

was difficult to fit into either the schemata of Bailey and Cushing, of Hortega, 
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or of Roussy and Oberling. The tumour might have been regarded as a 
medullo-epithelioma but for the fact that a basement membrane was nowhere 
demonstrable. G. W. T. H. FLEMING. 


Origin of Senile Plaques. (Arch. Neur. and Psychiat., vol. xxxv, p. 827, April, 1936.) 
Hiroisi, S., and Lee, C. C. 


The writers point out that there are twelve theories of the origin of senile plaques. 
The complexity of the histologic appearance of the senile plaque is due to two main 
factors—proliferation of living glial elements along with disintegration of the 
necrotic plaques. Some oligodendroglia cells in cases of senile dementia show a 
specific degeneration and develop into minute senile plaques. Mucicarmine 
stains selectively all senile płaques, and also those small elements corresponding to 
degenerated oligodendroglia cells. The writers come to the final conclusion that 
in cases of senile dementia oligodendroglia cells undergo a specific degeneration. 
They become mucocytes, or mucinization occurs with an accompanying process of 
degeneration and the resultant lesions are the senile plaques. 

G. W. T. H. FLEMING. 


The Association of Chromaffiin Tumours with Neurofibromatosis. (Journ. Paih and 
Bact., vol. xlii, p. 599, May, 1936.) Rosenthal, D. B., and Willis, R. A. 


Both conditions are rare. The authors describe a case of bilateral chromaffin 
tumours of the adrenals associated with cutaneous neurofibromatosis in a man who 
died from pulmonary tuberculosis. 

They found that certain cells in their tumours which appeared to be undoubted 
nerve-cells gave the chromafhn reaction. This discovery of chrome-stained nerve- 
cells in a paraganglioma suggests various interesting problems in the relationship 
of the nervous and chromattin systems. G. W. T. H. FLEMING. 


The Blood-Fat Iodine Number. (Amer. Journ. Psychiat., vol. xcii, p. 1123, March, 
1936.) Brice, A.T. 


The author found a statistically significant difference between the blood-fat 
iodine numbers in schizophrenia and manic-depressive psychoses, and regards the 
determination of the blood-fat iodine number as a valuable procedure for the 
purpose of classifying cases over which there might be disagreement of opinion. In 
schizophrenia the quantity of fat in the blood is significantly lower than normal. 
87% of the schizophrenics’ values fell below the lower manic-depressive limit. 
If the iodine number 122 had been regarded as the differential point, and all values 
above considered as manic and all below as schizophrenic, the manic diagnoses so 
established would have agreed with the clinical diagnoses in 85%, the schizophrenic 
in 87% of cases. G. W. T. H. FLEMING. 


Comparative Dextrose Content of Lumbar and Cisternal Cerebro-spinal Fluid. (Amer. 
Journ. Dis. Child., vol. li, pp. 17-29, 1936.) Levinson, A., and Cohn, D. J. 


The dextrose content of the cisternal fluid in patients showing no evidences of 
pathological changes in the nervous system was equal to or slightly higher than 
that of the lumbar fluid. The average concentration in the cisternal fluid was 6o 
and that of the lumbar fluid 57 mgrm.%. The dextrose content of the lumbar 
fluid was reduced in tuberculous meningitis and in untreated meningococcal menin- 
gitis, and while that of the cisternal fluid was usually lower than normal, it 
remained higher than that of the lumbar fluid. After serum treatment in meningo- 
coccal meningitis the concentrations in both fluids tended to approach the normal 
values and the differences between the two levels were smaller. In a small number 
of fluids from patients with non-meningococcal, purulent meningitis, especially 
of the pneumococcal and streptococcal types, both the cisternal and lumbar fluids 
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contained no dextrose or very small amounts. Determinations of the dextrose 
contents of the lumbar fluids appeared to be more reliable for the diagnosis of 
meningitis, since the lumbar fluid usually showed a greater reduction in dextrose 
content than the cisternal fluid. The Somogyi modification of the Shaffer-Hartman 
method for the determination of “ true dextrose ” was used. 


E. R. Marin (Chem. Abstr.). 


Lactic Acid Content of the Blood and of the Cerebro-spinal Fluid. (Arch. Neur. and 
Psychiat., vol. xxxv, p. 717, April, 1936.) Wortts, S. B., and Marsh, F. 


The writers found an absolute increase (i.e., above 25 mgrm. per 100 c.c.) in 
the lactic acid content of the cerebro-spinal fluid in one catatonic schizophrenic, 
one case of pernicious anemia, with subacute combined sclerosis, two cases of 
tuberculous meningitis and one case of meningo-vascular syphilis. 

There was a relative increase in the ratio of the lactic acid content of the spinal 
fluid to that of the blood in one hebephrenic, one pernicious anemia with combined 
sclerosis, one case of severe cardiac decompensation with dyspnoea, one case of 
uremia with convulsions, two cases of tuberculous meningitis and one case of 
meningo-vascular syphilis. Normal lactic acid content of the spinal fluid occurs 
in epilepsy, hysteria, migraine, multiple sclerosis, most cases of tumour of the brain, 
syphilis of the central nervous system except syphilitic meningitis. 

G. W. T. H. FLEMING. 


Results of Repeated Determinations of the Blood-Cerebro-Spinal Fluid Barrier. (Proc. 


Soc. Exptl. Biol. Med., vol. xxxii, pp. 516-20, 1934.) Lovell, H. W., and 
Brown, J. R. 


A state of equilibrium between the bromide of the blood and that of the cerebro- 
spinal fluid is maintained from the end of a 5-day ingestion period to the oth day, 
and later the permeability quotient progressively rises; this indicates that the 
passage of bromide from the cerebro-spinal fluid is more rapid than the elimination 
of bromide from the blood. When the bromide content of the blood is 150 mgrm. 
per r00 c.c. or greater, toxic symptoms are manifested and the permeability 
quotient is low; evidently at these high concentrations the barrier is damaged 
and the drug passes more readily into the cerebro-spinal fluid. 

C. V. B. (Chem. Abstr.). 


Study of the Permeability of the Hemato-encephalic Barrier of Chinese Patients by 
Waller's Bromide Test. (Journ. Nerv. and Ment. Dis., vol. lxxxiii, p. 43, 
Jan., 1936.) Suh, T. H. 


The permeability of the hxmato-encephalic barrier was studied in Chinese 
patients. The author found that tn schizophrenia the permeability was decreased 
in a large proportion of cases; schizothyme or mixed personality tended to go with 
a low normal or even definitely decreased permeability; syphilis of the central 
nervous system, either parenchymatous or meningo-vascular in type, showed an 
increased permeability, being especially pronounced in the meningo-vascular type 
and running parallel with the acuteness and severity of the accompanying disease 
process ; disease of the spinal tracts showed a uniformly increased permeability ; 
and chronic illness of all body-systems other than the nervous system did not show 
any striking change. i G. W. T. H. FLEMING. 


Relative Values of Caffeine and Hypertonic Dextrose and Saline Solutions in Reducing 
Cerebro-spinal Fluid Pressure. (Arch. Int. Med., vol. lvii, p. 749, April, 
1936.) Blau, A. 


The writer compared the effects on cerebro-spinal fluid pressure of the intra- 
venous administration of hypertonic dextrose (50%) and saline (15°) solution and 
a solution of caffeine sodium benzoate in 51 normal persons and on patients with 
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increased intracranial pressure. Dextrose reduced the pressure in only a few cases. 
In some cases the injection of the dextrose caused an immediate prolonged rise in 
the pressure. The effect of caffeine was greater and was consistent. The injection 
of hypertonic saline solution resulted uniformly in a definite and more persistent 
reduction in the cerebro-spinal fluid pressure. Hypertonic saline is therefore 
indicated in place of dextrose for clinical use. G. W. T. H. FLEMING. 


A Highly Active Pressor Substance from Cerebral Ventricular Fluid of Human Beings. 
(Science, vol. lxxxtt, pp. 550-1, 1935.) Page, 1. H. 


Ventricular fluid was secured at autopsy from patients suffering from essential 
and malignant hypertension and alcoholic extracts were prepared. After removal 
of the alcohol and precipitate they were injected intravenously into cats anesthetized 
with ethylurethane. Arterial pressure fell slightly and rose sharply toa high peak. 
Similar extracts prepared from plasma caused arterial pressure to rise more slowly, 
but the elevated pressure was maintained for much longer periods (10-30 minutes). 
Fluid obtained from cases of hydrocephalus and cerebral tumour yielded extracts 
which were inactive. Ventricular fluid from a patient with normal blood-pressure 
contained but moderate amounts. Spinal fluid but rarely contained it in high 
concentration. FELIX SAUNDERS (Chem. Abstr.). 


Intracranial Endocrine Glands and the Hormones of the Cerebro-spinal Fluid. (Acta 
Med. Scand., vol. lxxxviit, pp. 204-16, 1936.) Papadato, L., and Sapkova, B. 


Several glands of internal secretion are associated with the central nervous 
system, which for the most part receive their innervation directly from the vege- 
tative centres and generally discharge their secretions directly into the cerebro- 
spinal fluid, whereas secretions of the other endocrines do not seem to be able to 
pass through the hemato-encephalic barrier into the cerebro-spinal fluid. The 
cerebro-spinal fluid contains substances which act on the uterus, pupil, melano- 
phores or on the secretion of milk. Human or dog cerebro-spinal fluid exerts a 
vaso-constrictive action on frog vessels, an inotropic and chronotropic effect on 
the frog heart, augments markedly the muscle tonus and decreases the contractions 
of an isolated intestinal segment of the mouse, and promotes the growth in weight 
of frog tadpoles without aftecting the metamorphosis, all of which are probably 
due to the action of secretions from the anterior and posterior lobe of the hypo- 
physis. The cerebro-spinal fluid has no effect ascribable either to adrenal or thyroid 
substances. S. MorGutis (Chem. Abstr.). 


Demonstration in the Spinal Fluid of the Oxvtocic, Pressor and Antidiuretic Com- 
ponents of the Posterior Pituitary Lobe. (Arch. Exptl. Path. Pharmakol., 
vol. clxxx, PP. 135-41, 1936.) Deleonardi, S. 


The spinal fluids obtained on occipital puncture of rabbits, dogs and human 
beings contain posterior pituitary hormone. The oxytocic activity of human 
spinal fluid corresponds to o-4y fresh posterior gland per c.c. fluid. Spinal fluid 
obtained on lumbar puncture only occasionally contains measurable quantities of 
the hormones. HARRY EAGLE (Chem. Abstr.). 


Cerebro-spinal Fluid in Cases of Tumours of the Brain. (Arch. Neur. and Psychiat., 
vol. xxxiv, p. 1175, Dec., 1935.) Merritt, H. H. 


The writer examined the fluids from 182 cases of brain tumours, the diagnosis 
of which was confirmed at autopsy. 

Normal pressures were encountered in cases of tumour of the brain-stem, or 
of the pituitary fossa, in those of a glioma of a cerebral hemisphere with areas of 
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cystic degeneration. -Tumours on the convexity of the hemisphere, especially 
meningiomas, may be accompanied by normal or only slightly elevated pressures. 
In 28% of the cases the fluid was xanthochromic. Xanthochromia was usually 
associated with a high protein content. 

Marked pleocytosis is rare, and is usually found in cases of tumour of the frontal 
lobes involving the corpus callosum. 

The protein content was elevated in cases in which the ventricular walls had 
been involved by the tumour and in cases of tumour in the posterior fossa. The 
determination of the protein content of the fluid of the lateral ventricles and a 
comparison of the results with the protein content of the lumbar fluid are fre- 
quently invaluable in the localization of the tumour. When the protein content 
of the lumbar fluid is high and that of the fluid of both lateral ventricles is normal, 
the tumour is in the posterior fossa. When the protein content of the lumbar 
fluid and of that of both ventricles is high, the tumour is in the third ventricle or 
the corpus callosum, or there are multiple tumours. When the protein content of 
the lumbar fluid and that of the fluid from one lateral ventricle is high and that 
of the fluid from the other lateral ventricle is normal, the tumour is on the side of 
which the ventricular fluid shows the increased protein content, and the tumour 
extends deeply enough in the hemisphere to involve the ventricular wall. 

G. W. T. H. FLEMING. 


Sedimentation-vate of the Red Blood-corpuscles in Expansive Affections of the Brain. 
(Acta Med. Scand., vol. lxxxviti, pp. 283-94, 1936.) Ask-Upmark, E. 


An increase of sedimentation rate above 20 mm. in an hour has been found in 
malignant gliomas of the cerebral hemispheres and in metastatic tumours, tuber- 
culomas, brain abscess and subdural hematoma. A sedimentation-rate not exceed- 
ing 10 mm. in an hour is found in more or less benign conditions (meningiomas, 
astrocytomas, angiomas). Tumours of the pituitary or parapituitary region 
frequently are associated with an increased sedimentation rate in spite of their 
comparatively benign character. In the absence of fever, an increased sedimenta- 
tion-rate is an indication that a tumour of the cerebral hemisphere is definitely 
malignant, although a normal sedimentation does not preclude the existence of a 
similar condition. S. M. (Chem. Abstr.). 


So-called B. coli Catatonia [Sulla cost detta catatonia colibacillare|]. (Riv. dt Neur., 
vol. ix, p. 1, Feb., 1936.) Poppi, U. 


A series of experiments is described in which a neuro-toxin derived from the 
Bacillus coli is injected into dogs and rabbits. A syndrome was induced which 
consisted of cataleptic stupor, immobility, negativism and vegetative disturbances, 
such as vomiting. These signs are çompared with those produced by means of 
bulbocapnine, and their relationship to human schizophrenia is discussed. 

H. W. Eppison. 


Clasmatocytosis and Pseudoclasmatocytosis [Clasmatodendrosi e pseudo-clasmato- 
dendrost]. (Riv. di Patol. Nerv. e Ment., vol. xlvii, p. 1, Jan.—Feb., 1936.) 
Lugaro, E. 


The author describes a colloidal silver staining solution. He shows the different 
staining effects produced by various strengths of solution, and microphotographs 
illustrate how misleading these effects may be. In a study of the degenerative 
and inflammatory conditions in which neural phagocytosis may occur, he maintains 
the view that the phagocytosis itself removes healthy as well as degenerate nerve- 
cells, and that the resulting overgrowth of neuroglial tissue may itself be a cause of 
death to the patient, especially in cases where death is rapid. 

H. W. Eppison, 
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Studies in the Tyrosine Index of Polypeptidemia in Mental Disorders [Recherches sur 
V’index-tyrosine de polypeptidémie dans les maladies mentales]. (Ann. Méd. 
Psych., vol. xv [i], p. 548, April, 1936.) Tomesco, P., Gruia Jonesco, N., and 
Constantinesco, P. 


Hyperpolypeptidæmia is found in uræmia, hepatic insufficiency, post-operative 
shock, burns, etc. In excess it has a definite toxic action, the polypeptide level 
being regulated by the kidneys, liver and by the tissues themselves. 

In the 166 cases studied by the method of Goiffon and Spaey, 66 showed a 
tyrosine index above the normal limit. Of these, 32 cases could be explained by 
extra-neural disorders, renal or hepatic insufficiency, malarial therapy, or pyreto- 
therapy by milk. The other 34 could not be so explained. | 

It is concluded that in certain pathological conditions the nervous system has a 
direct influence on the polypeptidxmic level. STANLEY M. COLEMAN. 


7. Criminology. 


The Neymann-Kohlstedt Diagnostic Test for Introversion-extroversion as Applied 
to Delinquents. (Amer. Journ. Psychiat., vol. xcii, p. 1137, March, 1936.) 
Pescor, M. J. 


Delinquents tend to group themselves in the central or neutral zone, in contrast 
to normal individuals, who tend to show either marked extrovertive or introvertive 
tracts. There were no striking differences between delinquent extroverts and 
introverts. Judging from clinical observation, the Ney nann-Kohlstedt test is 
more selective for extroverts than for introverts. The reliability coefficient as 
determined by the re-test method was -63, with a probable error of -03. The 
score is considerably influenced by transitory moods which obscure temperamental 
traits. G. W. T. H. FLEMING. 


Criminal Behaviour in the Later Period of Life. (Amer. Journ. Psychiat., vol. xcii, 
p. 915, Jan., 1936.) Schroeder, P. L. 


Criminals over 40 tend to commit crimes of violence, such as murder, sex 
crimes or fraud. In the first two they tend to be relatively free from early records 
of delinquency or crime. In the second group their criminal behaviour tends to be 
a continuation of a pattern established at an earlier age. 

The small number whose crime is for gain tend to show extensive earlier criminal 
records. 

Factors within the individual, perhaps constitutional in character, appear to 
determine the distinctive character of the criminal after 40 and, in addition, the 


cessation of criminal activities at about 40 years of age. 
G. W. T. H. FLEMING. 
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HAMILTON CLELLAND MARR. 


SCOTTISH Psychiatry has sustained a great loss through the passing of Dr. 
Hamilton C. Marr, Senior Medical Commissioner of the Scottish Board of 
Control. 


Dr. Hamilton Marr only retired from office last October. He had made 
arrangements to take up his residence in the south of England, and was antici- 
pating that rest from his official duties would allow him to devote time to 
scientific and literary writing, and maintain an active interest in all matters 
that pertained to the care and treatment of the insane. His sudden death, 
on June 3, 1936, came as a great shock to his many friends and colleagues. 
He appeared to be in his usual health and was planting some violets in his 
garden when, without warning, he was seized with a sudden heart attack and 
passed away within a few minutes. 


Dr. Marr was born in Govan in 1870. He was the son of Mr. Hamilton 
Marr, who was well known in Glasgow and district both in his business capacity 
as the head of an important firm of sawmillers and as one who gave much of his 
time to public service in the Burgh and Parish of Govan where, for some years, 
he was an active member and chairman of the Parish Council and District 
Lunacy Board. Dr. Marr received his education in the High School, Glasgow, 
and from there proceeded to Glasgow University, where he graduated 
M.B.,C.M., “ with Distinction’’, and three years later received his M.D. “ with 
Commendation ’’. From the outset of his medical career Dr. Marr was 
attracted to the study of mental and nervous disorders. His first appointment 
was that of assistant to the late Dr. James Rutherford at the Crichton Royal | 
Institution, Dumfries. Subsequently he was appointed Deputy Medical 
Superintendent of the Glasgow District Asylum, Woodilee, Lenzie, and in 
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Igor, on the retirement of Dr. Robert Blair, he was appointed Medical Super- 
intendent of that institution. Whilst occupying that position he was appointed 
Mackintosh Lecturer in Psychological Medicine in St. Mungo’s Medical College, 
Glasgow, and Extra-Mural Lecturer in Mental Diseases in the University of 
Glasgow. Dr. Marr was an excellent teacher. He had the art of imparting 
knowledge in an interesting fashion. His lectures attracted many students, 
not a few of whom fell under his influence, and, like the writer, were privileged 
afterwards to look upon him as guide, counsellor and friend. In 1910, on 
the retirement of Dr. John Fraser, Dr. Marr was appointed H.M. Commissioner 
in Lunacy for Scotland, his senior colleague at that time being Sir John 
MacPherson. Later Dr. Marr became Senior Medical Commissioner of the 
General Board of Control. 


During the Great War he served as Specialist in Mental Diseases to the 
Troops in Malta, and on returning to this country he was made Honorary 
Lieutenant-Colonel R.A.M.C. and Consultant in Neurology to the Scottish 
Command (1916-1919). In 1927-1928 he was President of the Royal Medico- 
Psychological Association. In 1932 he received the C.B. In 1934 the Royal 
Faculty of Physicians and Surgeons of Glasgow appointed him James Watson 
Memorial Lecturer, when he delivered two interesting addresses on “ Madness 
in Literature and Life’’. Dr. Marr also acted as Medical Referee for Dum- 
bartonshire in Mental and Nervous Affections occurring under the Workmen’s 
Compensation Acts. His publications included Psychoses of the War, including 
Neurasthenia and Shell-shock, and various articles on insanity and mental 
deficiency in scientific journals and encyclopedias. He travelled extensively 
abroad, and was a keen student of French and Italian literature. Dante was 
one of his favourite authors, and “ Dante and Rabelais ’’ was the subject of 
his Presidential Address to the Association. 


Of Dr. Marr it can truly be said that, both as Medical Superintendent 
and as Commissioner, his work was characterized by ceaseless energy and 
devotion to the interests, not only of the insane and mentally deficient, but 
also of the medical and nursing staffs in the various institutions throughout 
Scotland. 


Dr. Marr’s period of service as H.M. Commissioner—over twenty-five years 
—was longer than that of any of his predecessors. Throughout his whole 
career he was a keen searcher after truth. He may not always have seen 
_ eye to eye with his colleagues, but he was definite in his opinion and his work 
was characterized by obvious sincerity. Latterly he was keenly interested 
in the development of plans for the establishment of clinics for the treatment 
of early cases of mental disorder. He was intensely hopeful of seeing the 
practical fruition of his schemes. His passing is, indeed, a loss. 


ice ———— m Fe es ee 


1936. | HAMILTON CLELLAND MARR. 477 


Dr. Marr is survived by a widow, a son and a daughter. The interment, 
which took place at the Dean Cemetery, Edinburgh, on June 6, was attended 
by a large number of friends and colleagues. 


Dr. Chambers of the Murray Royal said in his annual report: “ It was 
a matter of severe regret not only to the officials and staff but to some of 
the older patients that this should be Dr. Marr’s last visit as a Commissioner. 
He was invariably most courteous and considerate. Such opinions or 
criticisms as he offered were kindly and thoughtful, and showed his aware- 
ness, as a Physician-Superintendent of many years standing, of the variety 
of factors which attend and sometimes embarrass the administration of a busy 
mental hospital. His broad and liberal views and the feeling of support 
which he was able to give will be greatly missed.”’ J. H. McD. 
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Part I.—Original Articles. 


THE LAW AND THE PRESENT POSITION OF PSYCHIATRY. 


THE PRESIDENTIAL ADDRESS DELIVERED AT THE NINETY-FIFTH ANNUAL 
MEETING OF THE ROYAL MEDICO-PSYCHOLOGICAL ASSOCIATION, 
HELD AT FOLKESTONE, JULY I, 1936. 


By MICHAEL ABDY COLLINS, O.B.E., M.D., 


Medical Inspector to the Ministry of Pensions; late Medical Superintendent, Chartham 
Mental Hospital. 


My first duty is to thank you for the honour you have conferred on me in 
electing me President, and to welcome you all on your visit to East Kent 
and Folkestone for, I think, the first time in the history of the Association. 

As the subject of my address, it seemed to me that it might be well to 
take a review of the history of our Association and consider recent progress 
in the treatment of mental disorder, both from the medical and the legal 
points of view. We live in an age of great change. Many of us are in a world 
differing in almost every way from that in which we first saw the light. In 
addition to the changes, there is an increase in worry and anxiety, a liability 
to rush forward without due thought before action, since owing to the increased 
facilities for communication, greater and quicker results are expected, and we 
cannot react quickly enough to satisfy those who have no knowledge of the 
many difficulties of our work. 

In 1772 Edmund Burke said: “ The ground for a legislative alteration 
of a legal establishment is this: that you find the inclinations of a majority 
of the people (concurring with your own sense of the intolerable nature of the 
abuse) are in favour of a change. If this be the case in the present instance, 
certainly you ought to make the alteration that is proposed to satisfy your 
own consciences and to give content to your people. But if you have no 
evidence of this nature, it ill-becomes your gravity, on the petition of a few 
gentlemen, to listen to anything that tends to shake one of the capital pillars 
of the State and alarm the body of your people upon that one ground, in which 
every hope and fear, every interest, passion and prejudice, everything which 
can affect the human breast, are all involved together ’’. This caution might, 
I think, be very useful to-day. 
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Through the kind help of our Hon. Librarian, Dr. Whitwell, I have obtained 
a short history of the Association, and I thought it would be interesting to 
record this and to consider what problems we have to meet at the present 
time, and how we are equipped to meet them. To do this, we must consider 
the present laws under which we work, together with such changes as are 
projected or have recently come about, and to what extent these latter are 
fulfilling the intentions of those who introduced them. 

On June 19, 1841, a circular notice was sent out to “all Medical Men 
attached to Public Lunatic Asylums ”, signed by Dr. Samuel Hitch, Medical 
Officer, Gloucester County Asylum. This circular suggested the importance 
and desirability of forming some bond of union, seeing that “ these Institutions 
were the true school of mental pathology, and that periodic meetings for 
interchange of experience and opinion were of importance and value ” 

A meeting was held at Dr. Hitch’s house, with Dr. Shute in the chair, and 
thus the Association of Medical Officers of Hospitals for the Insane was founded 
on July 27, 1841. Dr. Hitch was appointed Hon. Secretary and Dr. Shute 
(his colleague at Gloucester) Hon. Treasurer. Dr. Blake, of Nottingham, was 
the first Chairman. 

In the list of original members are to be found many names of note— 
Sir Alexander Morison, Dr. Pritchard of Bristol (afterwards one of the original 
Commissioners in Lunacy), Dr. Conolly and Mr. Gaskell (later also Com- 
missioners), Dr. Munro, Dr. W. A. F. Browne, Dr. Shute, Dr. de Vitré, Dr. 
Charlesworth, Dr. Sutherland, Dr. Kirkman, Dr. Corsellis, Dr. Thurnam, and 
Dr. (later Sir Charles) Hastings, of Worcester, who had already, in 1832, 
founded the ‘‘ Provincial Medical and Surgical Association ’’, which later (in 
1856) became the British Medical Association. The first annual meeting was 
held at Nottingham Asylum in November, 1841, Dr. Blake being in the chair. 

In 1844 the annual meeting was held at the York Retreat, Dr. Thurnam 
being Chairman for that year. It was on this occasion that it was suggested 
that the Association should publish an official journal, and a resolution to 
that effect was unanimously accepted. On July 20, 1852, at the annual 
meeting held at Oxford, Dr. Wintle being Chairman, it was decided on the 
motion of Mr. Ley (Hon. Treasurer), seconded by Dr. Thurnam, that a journal 
to be called The Asylum Journal should be produced, and Dr. Bucknill was 
elected Editor. It first saw light on November 15, 1853—a modest journal of 
16 pages, royal octavo—price 6d. In 1855 it changed its name to The Asylum 
Journal of Mental Science, and in 1858 became The Journal of Mental Science. 

The title of the Association was in 1841, ‘ The Association of Medical 
Officers of Hospitals for the Insane ” ; in 1853, “ The Association of Medical 
Officers of Asylums and Hospitals for the Insane’’; in 1865, “ The Medico- 
Psychological Association ” ; in 1887, ‘‘ The Medico-Psychological Association 
of Great Britain and Ireland’’; and in 1926, “ The Royal Medico-Psycho- 
logical Association ” (Charter dated March 13). 
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It is established, I believe, as an historical fact that this Association in 
point of time takes precedence of any other devoted to psychiatry in the 
world ; its formation was followed closely by a similar Association in France, 
in America in 1844, and in Germany in 1864. 

Up to July, 1855, each number of The Asylum Journal was headed by the 
following caption— 

“ Si quid novists restius istis Candidus imperti, st non his utere mecum.” 
Horace (Epistolae). 
or in English— 
“If you have within your knowledge anything better, sincerity calls 
upon you to impart it, if not join me in taking advantage of 
what is here.”’ 

In 1854 Dr. Browne, of the Crichton Institution, was the first to give a 
definite course of lectures to attendants and nurses. He gave a course of 
thirty lectures. In 1884 Dr. Campbell Clark published a paper in the Journal 
showing that he gave lectures regularly and held examinations, and gave 
first and second class certificates to the successful candidates ; a prize and 
medal for nurses has now been founded in his memory. 

In 1885 the first edition of a Handbook for the Instruction of Attendants on 
the Insane was published by the ‘‘ Medico-Psychological Association ’’, and 
in 1890, in the Journal for October, there appears the Report of the Committee 
on Nursing of the “ Medico-Psychological Association of Great Britain and 
Ireland ” to the 49th Annual Meeting held at Gartnavel on July 24th. At 
this meeting (Dr. David Yellowlees, President), it was decided: 

(1) That a system of training should be instituted. 

(2) That three months’ probation should precede the period of 
training. 

(3) That examinations should be held in May and November, by 
paper and viva voce. 

(4) That certificates should be granted to the successful candidates 
signed by the Examining Superintendent and an Assessor. 

The number of entrants has in recent years grown immensely, so that 
thousands sit yearly for our examinations which have, together with the text- 
books published by us, a recognized standing all over the world. Alas, it is 
true that a prophet is not without honour save in his own country, and it is 
in England itself that the examination and the recognition of the certificate 
are resisted the most ; in spite of this it must be admitted that we very much 
more than hold our own. 

There is a matter which must again be brought up and considered, and 
that is the one-portal system for all nurses. We recognize the value of 
combined training in general and mental nursing, but are we sure that the 
nurse trained in mental hospitals gets an equal chance under the present 
conditions ? What to the general nurse is a matter of daily routine is to the 
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mental hospital trained nurse something that has to be specially learned, not 
through her own fault, but because the majority of our patients enjoy good 
physical health, and do not want to live in a general hospital ward atmosphere. 

Another matter that has been to the fore recently is the relationship of 
physical and mental health. The sphere of the Medical Officer of Health 
has been greatly enlarged by the Local Government Act of 1929, and it is 
now often suggested that mental health should come under his purview also. 
I sincerely hope that such a project, while it is attractive in many ways, 
will not be brought into effect too rapidly, and I think there is much to be 
said against it at present. 

The recent taking over of the municipal hospitals, and the problems arising 
therefrom, especially in backward areas, will need plenty of thought and 
planning before things run smoothly and give the results that all hope 
for and there is more than enough for the Medical Officer of Health 
to do. Meanwhile from the mental health side there is much reason for 
delay. There seems to be a prospect of advance in knowledge and treatment 
which would surely be hindered if any attempt were made to fix things at 
the present time. Do we really know what we want? Mental hospitals in 
the past were placed in the most inaccessible spots, and it is in many districts 
impossible to suggest regular attendance of out-patients there, and yet it is 
surely there that the best results are likely to be attained and the best oppor- 
tunities for medical officers of these hospitals to obtain experience of all 
kinds of mental trouble. We know that treatment by Freudian analysis 
requires attendance by the patient at least five sessions a week and possibly 
for a period of six months. Admittedly in the present state of our knowledge 
Freudian analysis appears to be of little value in the psychoses, but is this 
due to failure on the part of the operator, and are we to cut off all chances of 
experience in this matter ? 

This same location difficulty will always militate against easy co-operation 
between mental and physical health authorities. While it is generally 
considered that a large proportion of the cases attending surgeries of general 
practitioners are purely mental in origin (e.g., gastralgia, debility and 
headache), is it practicable at the present time to treat them otherwise than by 
medical means ? Can either doctor or patient give the time for psycho- 
therapeutic treatment and would the results in general be any better ? 

There appears to be some increase in the public interest in the treatment 
of mental disorder, and more steps are being taken to teach psychology and 
psychiatry to the medical student, but even so it must be admitted that the 
general interest is still very small. How often in talking to a member of the 
lay public does one find him or her initiate the subject of mental disorder 
except that when it is thought one might be able to produce something 
humorous. There is very little endeavour to obtain acquaintance with 
conditions prevailing in mental hospitals, and quite recently in Punch, a 
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picture appeared suggesting that medical officers viewed a crowd of patients 
in a pit from a gallery surrounding the ward. There is a great misunderstanding 
of what patients are like and of the nature of mental disorders. 

The press publication of the verdicts of “ suicide while of unsound mind ” 
and the attempted pleading of insanity as a defence in murder trials lead to 
a very real and increasing fear of those of unsound mind. Ina recent publica- 
tion of memoirs by a well-known detective, an attempt is made to excuse the 
failure of the police to catch all murderers by saying that 7000 “ lunatics ”’ 
are discharged from county asylums annually. He also states that as the 
perpetrator of a particularly brutal murder was known to be “ incarcerated 
for life ” in a county mental hospital, it was decided to take no further action. 
It goes without saying that such misstatements made by one who ought to 
know better do infinite harm. 

Unfortunately in most county councils, mental hospital committee work 
is not popular and is not sought after with the same avidity as is that of other 
committees. Mental hospitals entail expenditure, often very heavy, with 
nothing dramatic to show for it. Owing to fear, many persons are seriously 
upset by visiting wards and patients and cannot bring themselves to talk 
freely at all; consequently they only hear about the things that go wrong 
inevitably, and form an entirely false conception of these matters. In 
some areas centralization is being carried to an extreme degree and the 
difficulties of administration are very much increased—many patients 
because of unsound mind blame their own officers and cannot understand 
the reasons for delay in what appears to them to be a matter of high import- 
ance, but to a centralized officer is only an item in a list of wants he considers 
already much too long. 

I always regret any attempt to run a group of hospitals on exactly similar 
lines, since this baulks all chances of progress and prevents new lines of 
approach to our problems. In his memoirs, Sir James Wilcocks, the eminent 
engineer who was in South Africa towards the end of the Boer War, tells us 
that early in the campaign the Boers used to cut telegraph wires, but 
ultimately they refrained from doing so. Instead they repaired any found 
needing such attention, for experience had shown that the hampering effect 
of central control on local initiative was advantageous to them as enemies. 

Sterilization of the unfit is another subject that has been much to the 
fore recently. We are here beset on one side by those who have no interest 
in the welfare of the individual patient, but whose sole desire is to prevent 
the birth of anyone likely to become chargeable to the rates, and on the other 
side are those who think to benefit the sufferer, his possible progeny and the 
welfare of the race. 

To the first I would say that in this age of increasing comforts “ What 
shall it profit a man if he gain the whole world and lose his own soul?” I 
remember hearing Dr. Goodall say, “ The Ancients had no problem of the 
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chronic insane ”, but where are these nations now? Is it really desirable 
that the weakly should be removed and that nothing that checks luxurious 
indulgence should be permitted? Are we sure that the result will be as 
expected ? 

To the other side I would say, “ Dare we? What do we really know 
about inheritance and heredity ? What do we know about the effect of 
prolonged labour, use of forceps, etc. ? Have we records of families with no 
redeeming feature, with no useful member ? What do we know of regenera- 
tion ?” Had our ancestors practised this sterilization of the unfit, in 1817, 
instead of every effort being made to produce an heir to the throne, steps would 
have been taken to prevent the birth of Queen Victoria. 

The Brock Committee considered both physical and mental ailments and 
also another very important question, namely, the ability of the diseased 
parent to bring up children properly. It was definitely recommended that 
voluntary sterilization should be legalized for the mentally defective and 
those who have suffered from mental disorder, sufferers from or carriers of a 
grave physical disability, and persons likely to transmit mental disorder. 
This is a very careful report ; it emphasizes that sterilization should be regarded 
as a privilege and not a punishment. In regard to those who have suffered 
from mental disorder, unfortunately the children have often been born before 
the parent’s attack occurs. It has been suggested that sterilization is not 
necessary ; that nature is dealing with the matter in accordance with Morel’s 
law of anticipation, and this was supported by Mott’s work. Paterson has 
recently shown that this work is open to criticism owing to the way the 
material was collected. I can only say that my personal experience does - 
not extend beyond seeing three generations affected mentally. 

It is stated in the Brock report that only three of the witnesses were 
definitely against sterilization, but at the time of the inquiry there had not 
been sufficient activity in the matter to lead those against it to seek to give 
evidence. It is notoriously difficult to get anyone to take much active interest 
in maintaining the status quo, and it is because of this that the activities of 
those interested and of cranks often obtain undue recognition, as witness the 
Prohibition Act in the U.S.A. The history of sterilization is too short for 
any deduction yet to be drawn from the experience of foreign countries ; 
27 years is the longest—in California—and it is only in this State that much 
activity has taken place. 

To return to the treatment of those of unsound mind. Recently at the 
Mental Hygiene Congress, the Chairman of a Mental Hospitals Board stated 
that the greater part of the patients for whom his Board was responsible were 
patients because of economic needs. I do not think that anyone with practical 
experience will agree with this, in fact, it is surprising in how few cases admitted 
can poverty be ascribed as a cause. I only wish the matter were so simple. 
The real surprise is the number of those in good circumstances who take 


484 THE LAW AND PRESENT POSITION OF PSYCHIATRY, [Sept., 
advantage of the public mental hospital work. The really “idle” rich are 
much more likely to be mentally affected than the poor. Occupation therapy 
is not new. It has recently been developed (and perhaps over-developed) in 
a way not always suitable to every class of life. It should always aim at 
production of something that is of value to the patient in after life. 

We have worked for many years under the Lunacy Act of 1890, a wonderful 
Act which for many years has run smoothly and has permitted great progress. 
It was passed primarily to protect the liberty of the subject at a time of great 
public agitation against alleged unlawful detention; yet it has greatly 
facilitated the proper medical treatment of patients. The voluntary boarder 
section, at one time managed with great suspicion, began to develop, and 
has led to the Mental Treatment Act and the extension to the public mental 
hospitals the power of admitting voluntary cases. 

The dealing with those of unsound mind by inquisition has nearly died 
out, and it is interesting to note that a very large proportion of cases are 
dealt with under Section 16 as requiring relief for their proper care and main- 
tenance instead of, as was undoubtedly intended, under Section 13, e.g., as 
not under proper care and control. It was enjoined that a magistrate should 
see every case, and in rate-aided cases he must see the patient before 
admission, and in petition cases, if he does not, the hospital authorities must, 
unless under exceptional circumstances, notify and allow the patient to see 
a magistrate; but for those admitted under Section 13, there is no such 
provision. 

It is a matter of surprise to many that while three members of the committee 
may discharge a patient, and two may hand him over to his friends for care, 
yet a patient cannot be allowed out on trial or leave without the authority of 
the medical officer in writing ; but when one comes to consider this carefully, 
it is a very wise provision. It prevents illegal and unjust detention, but 
requires sufficient certainty on the part of those acting and a full sense of 
responsibility for what they are doing before a patient can be allowed facilities 
for damaging himself, dissipating his property or endangering others. 

To me it has always seemed a pity that more use is not made of the 
boarding-out section in England; admittedly it is rather narrow in what it 
permits, but it still has many advantages over the more frequently-used 
Section 79, since it allows supervision to be maintained over the patient, 
financial help to be given, and settles his place of domicile. 

It is very interesting to note that Section 79 works as well as it does. 
The relatives or friends give an undertaking, usually in writing, to look 
after and protect the patient, but as soon as the Committee have signed the 
order of discharge, he is completely free and no one has any right to interfere 
with him in any way; but though this provision works well, it would be 
better that the boarding-out principle with its beneficent supervision should 
be applied. 
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I should now like to consider the Mental Treatment Act of 1930. Everyone 
will admit that this Act makes very considerable progress, but all must regret 
that in some ways it has not quite come up to expectation. 

Sections 1 to 4 deal with voluntary cases. This, on the whole works very 
well, but difficulties arise owing to the chargeability of patients to certain 
areas, since no one can compel a voluntary patient to transfer to his own 
county or borough mental hospital. If that county will not pay for him as an 
out-county patient, there is no course open but to discharge the patient. It 
seems to me that the Board of Control might be given some special powers in 
dealing with such cases. 

Another difficulty is this: A voluntary patient who loses volition cannot 
be retained for more than 28 days. Now many patients who know their 
mental hospital, who know that they are going to have another attack, 
realize that they will probably lose volition for a longer period than this, 
and it seems a pity that they cannot remain voluntary patients, as they 
desire, until they recover or recovery is hopeless. It may be considered 
impossible to allow persons who commit themselves and later lose volition 
to be retained indefinitely, but there could be some form of report on 
voluntary patients to the central authorities from time to time with reasons 
given for maintaining the voluntary status if the patient becomes non- 
volitional, and it seems desirable. The voluntary status is much appreciated 
both by patients and their relatives, and it seems very hard to have to alter 
the classification, perhaps only for a few weeks. 

Section 5 created a new class of patient, but in some ways in county 
mental hospital districts has failed to produce the wished-for results. The 
word temporary seems to convey to the average practitioner an idea that 
the case is of a light, so-called borderland nature, while cases of the severe 
nature intended to be dealt with in this way are regarded as of necessity 
requiring certification. It seems that some other name will have to be found 
indicating more clearly the kind of case to be so dealt with. 

Another difficulty arises, namely the power of sufficient detention provided 
by the extension periods; the medical officer is required to state when 
extension is applied for that the patient is still incapable of volition; now 
many cases recover volition some time before they are fit for discharge ; some 
of course also obtain insight into their condition and are willing to remain 
on a voluntary basis, but a good many are only anxious to get away, develop 
a restless hyperactivity and undo all that has been done for them, and have 
to be certified for a short period. 

Section 6 deals with the powers of local authorities. It seems a pity that 
an option was left as to the carrying out of certain provisions of the Act. 
Accommodation for temporary cases must be provided, but the reception of 
voluntary cases is optional. Treatment of out-patients and provision of 
after-care are also made optional—surely no one can doubt the necessity for 
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making these compulsory. Research is also very indefinitely provided for. 
I should have liked the central authorities to have the power to arrange for 
research in mental disorder, make use of the facilities already provided in 
mental hospital services and to co-ordinate these and prevent overlapping. 

“ Experimental work is entirely outside our province.” This was published 
in the press as the dictum of the chairman of one of the largest mental hospital 
committees in the country. The circumstances with which the committee 
were dealing were certainly exceptional, but it is terrible that those who did 
not know the circumstances might regard this as a guiding principle for 
general use. 

Section 11 deals with the Board of Control. Are we satisfied with it? 
I think not. I hasten to disclaim any disapproval of its members, but I 
deplore the cheapness with which the State has attempted to supply itself 
with co-ordination in the supervision of mental disorder. I think older 
members all feel the want of touch that existed with the original Commis- 
sioners in Lunacy. I feel that there is a loss in the absence of Honorary 
Commissioners from the Board, and in the lack of co-operation with the 
rest of the profession. 

The provision for the protection of certifying medical men under Section 
16 is a great advantage. The urgency orders, while of advantage, do not 
appear to be much required in public authority work. 

Section 20 abolishes among other things the use of the word “lunatic ”’, 
(a beneficent provision in consideration of the popular use of the word), but 
curiously retains the phrase ‘criminal lunatic’’. We are taught by the 
legal profession that a “ sane mind ” is necessary before anyone can be a 
criminal, so that the word lunatic is retained in the one case in which 
its use would appear to be legally unjustifiable. 

This now leads to the question of criminal responsibility. The Atkin 
Committee recommended that the McNaghton rules should be altered to allow 
‘uncontrollable impulse ” to be pleaded as a cause of non-responsibility, but 
I, for one, am very glad that this course has never been adopted. Admitted 
that such impulse does exist, is it capable of proof in open court? I think 
not. Section 2 of the Criminal Lunatics Act gives a way out by quiet careful 
consideration being given by expert advisers to the Secretary of State. 

And now to our Association. Are we to imitate the Royal Society, and 
say, ‘‘ No opinion to be given as a body ”, or are we not bound to assist 
development in the care and treatment of the mentally afflicted? If we 
must advise are we best constituted to do so? Can we benefit all types 
of members, the superintendent, the assistant medical officer, and others 
interested in our speciality ? Should not the Research and Clinical Committee 
and the Mental Deficiency Committee be organized as Sections and be free 
to arrange their own subjects and programmes and, apart from the annual 
meeting, the times of meeting ? 


1936.] BY MICHAEL ABDY COLLINS, 0.B.E., M.D. 487 


Could not the Council, with Educational, Parliamentary and Library 
Sub-Committees, hold quarterly meetings? Are not the divisional meetings 
developing too much into social gatherings, and ought not medical officers 
to be given more freedom and encouragement to attend these meetings? You 
will have noticed with pleasure the formation of an Indian Division, and I 
hope this is a prelude to further such action overseas. 

I think that the necessary developments are taking place. At this meeting 
for the first time, the scientific programme has been arranged by the Research 
and Clinical Committee and the Mental Deficiency Committee. I hope that 
this will be a big step in the direction in which I feel we ought to travel. At 
the same time we cannot shed our responsibilities as advisers to the health 
authorities—this is the function of a council formed from the various sections 
and committees. I would say that no one should give scientific evidence on 
our behalf, though we might nominate members qualified to give such evidence 
when requested, but that on administrative and legislative procedures we 
ought to be prepared to set forth our views. 

I think I can close by saying that we have every right to be proud of 
our Association, its growth and its influence. ` 
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MELANCHOLIA: PROGNOSTIC STUDY AND CASE-MATERIAL. 


By AUBREY Lewis, M.D., M.R.C.P., 


Senior Medical Officer and Clinical Director, Maudsley Hospital, London. 


I HOPE it will not be a waste of time to begin by seeing what can be meant 
by prognosis in this difficult kind of illness. Prognosis is often conceived 
as the natural history of disease—or the course it will follow if it is not 
interfered with. Treatment is valued for the good modification it produces 
in this “ natural ” course of events ; it may hurry up the processes of recovery 
or it may bring about recovery that would not otherwise occur, or it may 
lessen the harm the disease does ; in other words, the efficacy of treatment is 
assessed by the changes produced in the time the illness takes and the shape 
it takes. In the case of such a disease as malaria, this conception of prognosis, 
and this use of it for assessing treatment, can be demonstrated. In psychiatry, 
however, one is not as a rule dealing with parasites, bacteria, or other exogenous 
agents which live and exert their influence in a definite order of time and place. 
Causes of mental illness have no set sequence or constancy. Those external 
to the patient are as variable and manifold as the pattern of daily life around us, 
and those intrinsic in him are seldom capable of forcing their way and becoming 
manifest as illness, no matter what befalls the patient. They are for the 
most part dependent on circumstance, and of their particular transmission 
and manifestation we know little; we infer hereditary and constitutional 
causes with good grounds, but of the details of heredity in any of the individual 
forms of mental illness we cannot be sure. Consequently we cannot find now 
any accuracy of prognosis, in the sense of predictable sequence in an individual, 
based on comparable experience of many others; the variations will be too 
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many ; we may expect such accuracy when we know more of the nature and 
mode of transmission, and of the influence of external circumstances upon 
time and form and degree of manifestation of each kind of mental illness. 
Without accurate knowledge of how the causal and modifying factors act, 
prognosis must be uncertain to a greater extent than in many other illnesses. 
In medicine, it is true, prognosis can hardly ever be exact, but here it is more 
inexact than usual. 

It will be seen that I make a distinction between prognosis pure and simple 
and the prognosis which takes account of treatment. In clinical practice this 
is customary ; ‘‘ follow this treatment ’’, one says to the patient, ‘‘ and such 
and such will happen ; if you donot, then I am afraid . . . ”. Now, in 
psychiatry the number of possibilities is wide, for the reasons I have just 
spoken of—the variety of external circumstances that may act on the patient, 
and the variety of ways in which he may be constitutionally prone to respond 
to them. There is, in short, no such thing as an abstract pure prognosis of 
manic-depressive insanity as it occurs in any single patient ; there are a number 
of chances or prognoses which we may foresee, sometimes clearly, sometimes 
darkly, and with wide conjecture. This I hope to illustrate presently. Such 
simple statements as that the prognosis for recovery from the attack is good 
in correctly-diagnosed cases have to be qualified. We have changed the 
Kraepelinian view as to the prognosis in dementia præcox without revising it in 
manic-depressive psychosis. 

When I speak of prognosis in manic-depressive psychosis, it is necessary 
that I should state whether I have in mind a type, an ideal form, ‘‘ the manic- 
depressive psychosis ’’, or whether I mean the illness of a particular patient 
which approximates to this diagnostic grouping. In the one instance I am 
dealing with an abstraction, or at best with a statistical estimate of the chances 
in a somewhat heterogeneous group, and in the other with an attempt to 
evaluate individual causal and clinical facts which bear on individual prognosis. 
In fact I have both in mind, in that in discussing the literature of the subject 
I shall be dealing mainly with the former, i.e., with a more or less fictitious 
Kraepelinian entity, whereas in discussing a small group of patients whom I 
have followed for some years I shall raise the latter issue, though without 
any pretence at disposing of it. 

Before considering these two matters, viz., the general course and the 
individual prognosis, it is also proper, I think, to recall that the word 
“ prognosis ” sums up a number of questions which should be dealt with 
separately. There is first the genetic prognosis—the chances of a child later 
showing manic-depressive illness because of his inherited predisposition. The 
probability is an actuarial matter, which belongs to another discussion in this 
symposium. Then there is the time of occurrence of the illness; will it 
coincide with adolescence, marriage, pregnancy, menstruation, menopause, 
season, bereavement, infection, promotion, etc ? What will be the duration 


490 MELANCHOLIA : PROGNOSTIC STUDY AND CASE MATERIAL, ([Sept., 


of the attack? And what the probable sequence of events in it? Will the 
patient get worse before he gets better? Will his symptoms become more 
florid ? Will his judgment be impaired ? Will he need hospital treatment or 
certification ? Will he recover suddenly or gradually ? Will he pass into a manic 
or depressive phase ? Will he remain capable of attending to his business ? 
Will he attempt suicide, and, if so, how and when ? There are any number of 
important practical issues which one would like to be able to forecast from one’s 
knowledge of the past clinical form, the causes and psychopathology of the 
condition. There is the question whether the man with cyclothymia must 
fear a severe attack of depression or elation. Also, after recovery from an 
attack, will the patient have another, how long will he remain well before the 
sword falls, what will be its form and duration, how bad will it be, what might 
occasion it? And, a more important question than is commonly thought, 
how will he be after this attack, how complete will be his recovery or how 
satisfactory his improvement? Will his attacks gradually get more severe or 
different ? Will he eventually die of this illness? What physical changes 
may occur in him as he grows older which will be related to his mental disorder ? 
And finally, this all-important question of treatment—what effect will it have 
in ending the attack happily and in staving off further attacks ? I should say, 
here that, as I am not considering the relative value of methods of treatment, 
I shall assume that in other people’s reports, as in my own group of cases, the 
treatment used was that considered orthodox and best in psychiatric clinics 
at the time of the respective inquiries. No doubt different kinds of treatment 
influence the course of the illness differently. I do not think that anyone can 
reasonably sustain the view sometimes hinted at, that people get better of 
manic-depressive illness equally well whatever you do. But as I cannot 
judge the relative value and effects of different methods of treatment, I shall, 
by a convention which I hope may be excused, neglect this factor of different 
treatment. Unfortunately—or fortunately—one cannot get hold of any 
adequate psychiatric reports of manic-depressive cases left entirely to their 
own and their neighbours’ devices ; some sort of treatment there always is, 
even if it be bad treatment. A pure prognosis, independent of circumstances, 
is, aS I said earlier, a figment, a thing of naught. The most important cir- 
cumstances will, of course, be those specially designed to meet the needs of the 
patient’s situation—in other words, therapeutic circumstances. 

In reading through the literature of this subject one is struck by a dis- 
crepancy between the findings of investigators with a Kraepelinian notion of 
the disease and those of the latitudinarian party ; by which I mean those 
psychiatrists who deal with reactions rather than diseases, and to whom the 
term ‘ manic-depressive insanity ’’ implies an arbitrary frontier rather than 
a true division. Thus French psychiatry is less rigid in this respect than the 
Kraepelinian ; Rouart, for example, in the most recent monograph on the 
subject, says: “ La psychose maniaque-deépressive correspond a un trouble 
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générateur léger, paroxystique. En effet, les états maniaques et mélancoliques 
purs supposent une intégrité du fond mental, une absence de déficit intellectuel 
et un retour à l'état normal dans l'intervalle des accès. Ces caractères limitent 
forcément le cadre de cette affection, mais il semble qu’on puisse l'étendre au 
delà de la folie périodique de Falret, à des formes intermittentes et à des formes 
d’apparences moins régulières et simplement intermittentes, et à des formes 
dont les accès comportent des états morbides soit plus comprehensibles (délires 
de caractère paranoïaque) soit legèrement plus dissociés (accès de type plus 
schizoïde). Ces dernières variations dependraient de la personnalité antérieure 
du sujet. Enfin, les états confusionnels peuvent être observés au début, au 
cours ou à la fin des accès.” [Manic-depressive psychosis corresponds to a 
mild paroxysmal causal disturbance. Indeed, pure manic and melancholic 
states imply a fundamental mental integrity, no intellectual defect, and a 
return to normality during the intervals between attacks. These charac- 
teristics necessarily put a limit to what may be included in this disorder ; 
but it seems that one can extend it beyond Falret'’s periodic intensity to 
cover intermittent forms, forms with less regular and simply intermittent 
manifestations, and forms in which the attacks include morbid states of 
a more understandable kind (paranoiac delusional states) or with rather 
more dissociation (more schizoid types of attack). These latter variations 
would depend on the patient’s previous personality, And, finally, con- 
fusional states can be observed at the beginning or the end of the attack | 
or during it.| He recognizes a different evolution for these types from that 
of the Kraepelinian manic-depressive psychosis. Benon, giving the prognosis 
of pure melancholia—pure in Tastevin’s sense—says that before the age 
of 30, 25% recover, 40% develop into a chronic hypothymia (dementia 
przcox), 20% have a periodic dysthenia, 5% chronic asthenia, 5% chronic 
persecutory delusions ; while of patients over 30, 60% recover, 5% pass into 
chronic asthenia, 5% into hypochondria, 5% periodic dysthenia, 5% chronic 
persecutory delusions, 10% are incurable, 10% die. This is very different 
indeed from, say, Gruhle’s categorical statement, ‘‘ Immer geht der einzelne 
Fall in Heilung aus, die Persönlichkeit wird vollkommen wiederhergestellt ”’. 
[The single case always ends in recovery, the personality is completely 
restored. | 

Such conflicts of statement are due in part, it is true, to different circum- 
stances of observation—private practice as against psychiatric clinic—but 
much more, I think, to different conceptions of the illness. Statistics of out- 
come which are based on certified cases in mental hospitals will differ from those 
obtained, like Paskind’s, in private practice or in the psychiatric clinic with a 
big out-patient department ; those based on a distinction between “ true 
manic-depressive psychoses ” and “ reactive depression ” or ‘‘ constitutional or 
neurotic dysthymia’”’ will not be comparable with those which include all 
predominently affective disturbances, whatever their severity or periodicity ; 
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involutional melancholia is included by some, and not by others in their material 
of investigation, and there is to be reckoned with the variation in opinion 
between different observers as to whether a case is to be diagnosed as mainly 
schizophrenic or mainly affective ; finally the possibility that cases of an organic 
or symptomatic psychosis are included, some of which will be incurable and 
progressive, others deceptively speedy in recovery. It would be going too 
far to show how all these factors have actually entered into the data on prognosis 
published by different workers. Perhaps the most striking example is to be 
seen in the interesting paper of Strecker of Philadelphia and his co-workers ; 
they picked 50 recovered and 50 unrecovered cases of manic-depressive psychosis 
from the patients admitted to a mental hospital during a four-year period ; 
they deliberately excluded all uncertain psychotic reactions and the various 
acute affective reactions accompanying toxic-infective-exhaustion processes, 
as well as mixed schizophrenic affective ones, also borderline neuroses and the 
purely situation psychoses ; they then compared the two groups for significant 
differences. One of the most striking points was that in the unrecovered group 
there was very much more cardio-vascular and renal disease, so that they con- 
cluded that the presence of this disease-complex rendered the outlook for 
recovery less favourable. Examination of their material shows, however, that 
of their 50 unrecovered patients only 13 were under the age of 40, as against 
25 in the 50 recovered cases ; of the 50 unrecovered, 23 were over the age of 
50 as against 11 of the other group. It will thus be seen that the apparently 
= unfavourable prognostic significance of vascular disease may be, in part, an 
expression of the greater age of this unrecovered group, and in part an expres- 
sion of the liability of all manic-depressive patients to show vascular disease 
in later life ; vascular disease may, on the face of this evidence, be insignificant 
prognostically except as to mortality risk ; to test its psychiatric significance 
_comparable age-groups should be taken and the presence of dementia due to 
it reckoned separately, since the arterio-sclerotic cerebral conditions will 
notoriously confuse the issue in middle and later life. 

In this single instance one can see how important it is to consider the method 
of collection in any prognostic study. Broadly, the choice lies between apply- 
ing an arbitrary, hard and fast criterion of some diagnostic group, collecting 
a large number of such cases and seeing what becomes of them ; and, on the 
other hand, using a flexible diagnosis, taking a small number of such cases 
fully studied, and seeking to relate what one knows of their development prior 
to the illness and the phenomena of the illness itself to the later course of their 
lives. By the former method one obtains what Bleuler calls the “ Richtungs- 
prognose ” or general drift of the illness ; and by the latter one aims at dis- 
covering what details of form and development throw light on the individual 
prognosis. The former method has great advantages; it can be employed 
and controlled systematically, it must yield some results, and it permits of a 
statement of probabilities, at least for the group so defined. It is the method 
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employed by Kraepelin, and by most of the writers on prognosis in manic- 
depressive insanity. The other method is more in keeping with recent 
tendencies in psychiatry ; it is concerned with the individual patient rather 
than with the fictitious disease or type, and anything established by it could 
immediately be used in practice. But asa method it is open to great objections ; 
it is less controllable, its necessarily small material may be exceptional and, 
therefore, unsuited for clinical application; statistical treatment of it is 
difficult because of the smallness of the sample ; it may be misused to confirm 
false impressions and prejudices, it requires much more time and its results 
may, after all, be nugatory. If, for example, physiological or psychological 
phenomena as yet undiscovered are the most significant prognostically in this 
illness our elaborate study may be fruitless. As my own investigation was of 
the sort whose defects I have just been cataloguing, perhaps it will be best if 
I rapidly review the findings arrived at by the other, or Kraepelinian method 
as one might call it for short, and then pass on to the more detailed, if more 
dubious, investigations. 

The general findings of the German investigators have been these. In 
diagnostically “ pure ” cases the attack always clears up, leaving not a wrack 
behind. If mild dementia seems to follow such an attack the diagnosis was 
wrong, or the effects are those of arterio-sclerosis or of mental hospital life— 
certainly not of the illness itself. The duration of single phases of illness is 
on the average 6-8 months ; gain in weight is a reliable prognostic sign. There 
is no rule as to when another attack will occur, or whether it will occur at all. 
Bumke and Gruhle, to take two outstanding authorities, deny flatly that one 
can venture on any prediction as to this. Gruhle adds, “ auch die Dauer 
des einzelnen Anfalles entzieht sich jeder Voraussage’’. [The duration of 
any single attack entirely defies prediction.] If it is a first attack of 
mania, it will almost certainly not be the only attack; if of melancholia it 
may be. In nearly half the cases of manic-depressive illness the first attack 
is the last. Melancholias are not repeated if they appear for the first time in 
men about the age of 45. Puberty melancholias are sometimes the only 
attack during a lifetime, or are followed only by an involutional melancholia. 
Melancholia ushers in 70-80% of all truly circular cases of manic-depressive 
psychosis. It is rare for an attack of mania to pass into a chronic state with 
occasional flare-ups; this occurs more commonly with depression. Severe 
mania or depression is seldom superimposed on a cyclothymia. The more 
chronic the illness the less severe the manifestations. A transition from mania 
to melancholia, or the reverse, is commonly gradual, by way. of a mixed picture. 
Recovery from an attack is likewise gradual as a rule. Complete insight is by 
no means universal after recovery from manic upsets. In patients who 
have had several attacks one can say that the attacks will get longer and the 
intervals shorter. Kraepelin, however, says that after rather long intervals 
an attack can be very brief. Lange, arriving at higher figures than his master, 


494 MELANCHOLIA : PROGNOSTIC STUDY AND CASE MATERIAL, [Sept. ; 


gives Io years as the average length of the interval after the first attack, 6 
after the second, 4 years after the third and so on; apparently, however, he 
had little more than a hundred cases, and, as I shall presently mention, my 
own observations do not accord with his. The question of ultimate cessation 
of attacks or passage into chronicity is answered to the effect that if truly 
circular, i.e., mania alternating with depression, or if “ mixed ’’, then the 
chances are definitely poor ; with periodic manias, especially those beginning 
in the twenties, however, an end to the attacks may come in the fifth decade 
of life ; it is less often so with periodic depressions. Later attacks will probably 
be of the same kind as earlier ones ; if the mania is severe a later depression 
will be severe; if there have been delusions and hallucinations in the one, 
there will probably be in the other. Melancholia in the so-called involutional 
period tends to a much longer duration. The prognosis is much better in the 
following conditions of “ purity ’’, viz., the “ purer ” the clinical picture, i.e., 
the fewer the heterogeneous pathoplastic elements; the “ purer ’’ the manic- 
depressive heredity ; the ‘“ purer’’ the pyknic habitus and the “ purer’’ the 
syntonic pre-morbid personality ; the last kind of “ purity’ is particularly 
favourable if the subjects have had mentally robust, well-developed, healthy 
personalities. In attacks of depression somatic factors have an unfavourable 
influence ; infections and vascular diseases in particular prolong the illness. 
Death is a rare outcome, apart from suicide and arterio-sclerotic accidents, like 
apoplexy. Defective nutrition is the common cause where death occurs ; 
inexplicable deaths are unknown, unlike those in schizophrenia. 

In the foregoing statement of the findings, which may be found recapitulated 
in Lange’s authoritative monograph or in the most recent work on the subject, 
that of Müller, the facts are derived mainly from the publications of Kraepelin, 
Rehm, von Hoesslin, Reiss and Lange himself. I shall not weary you with 
the figures and material in the original papers (Rehm is not available at first 
-© hand). I would only point out that these findings are contested in some 
particulars by other German writers. Thus, Bumke considers that psychic 
invalidism can follow cases of quickly alternating mania and melancholia, 
or of mania with trief intervals between attacks ; he describes the anomalous 
clinical picture that develops—of apathy or irritable silly unrest, with fan- 
tasies and hallucinations, though even from this the patient may recover. 
Jaspers again lays it down as a general rule that if the weight begins to 
increase regularly, and if in a woman the menstruation starts again without 
there being a pronounced improvement in the mental state, then it means 
that the condition is becoming chronic or hopeless. 

There is one other German writer whose views on prognosis deserve attention 
—Mauz. In his monograph he gives evidence for the view that pyknic habitus, 
with syntonic temperament, is indicative of recovery from the attack, at all 
events; he expresses himself with a cloudiness that defies translation: 
“Wir finden dort die diathetische Proportion in einer tief vitalen Schicht 
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auf der sich das Leben in den Dingen, das Aufgehen in den Dingen, das 
Mitleben, Mitfiihlen und Mitleiden zu einem festen Ringwall der Lebenskraft 
und des Lebensgefiihls fügt. Dies scheint uns fiir die Prognosestellung 
wesentlich ; die Geschlossenheit und Tiefe der diathetischen Proportion, der 
elastische Tonus und Turgor der Schwingungsfahigkeit, der jede Bresche und 
Lücke, jeden Riss im Ringwall des Lebensgefiihls wieder sich schliessen lässt, 
das Getragensein von einer elementaren Frische, die sichere und selbstver- 
standliche Einheit (von Ich. u. Aussenwelt).’’ Other prognostic points he 
mentions bear rather on reactivity and on a distinction between “‘true”’ 
manic-depressive psychosis and the reactive or psychogenic depressions. I 
must confess that his views about the prognostic influence of personality are 
not only hard to understand, but are unsupported by my own observations or 
by those of some other writers. His use of the pyknic habitus has diagnostic 
and perhaps prognostic value, but I have not investigated it because the bulk 
of my cases were women. 

I must refer also to some American studies. In 1918 MacDonald published 
a retrospective study of 451 cases. There are objections to his method, which 
led him to the conclusion that a favourable outcome is more likely in depression 
than in elation, intervals being in general longer and the possibilities of 
non-recurrence greater. A series of careful studies has recently been published 
by Fuller, using the material of the New York State Hospitals ; the cases were 
followed up for 10 years after discharge ; half of the manic-depressive cases 
(excluding involutional melancholia) were living ordinary lives in the community 
at the end of this time, though only a third of them had done so without 
interruption by another attack of psychosis ; over a fifth had died. Malzberg, 
on the same material, found that manic cases had the best outlook for recovery 
when the attack came on between the ages of 20 and 24, and Pollock, again on 
the New York cases, that manic-depressive patients between 20 and 40 years 
of age at the time of first admission had fewer recurrences than those younger 
or older. Steen published a brief inquiry with essentially negative results ; 
the comparison of unrecovered with recovered cases did not bear out the 
customary views as to the importance of body-build, previous personality, 
or heredity, or as to the prognostic harmlessness of hallucinations and delusions. 
Paskind likewise could not confirm the assertion that a “ tainted ” heredity 
was an unfavourable factor as to course or severity. Another American 
worker, Nolan D. C. Lewis, examined cases diagnosed as manic-depressive and 
later regarded as malignantly schizophrenic, and concluded that “ what 
seem to be malignantly destructive features in some patients are eventually 
dealt with in a benign and effective manner by others, but, speaking generally, 
persistent localized feelings of depersonalization, dominating hypochondriacal 
ideas with bizarre delusional elaborations, outspoken hallucinations with 
delusions, fortifications, and odd, disjointed paranoid mechanisms make for a 
comparatively early serious outcome. When the affect (elation or depression) 
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is notably in excess of the schizophrenic components, one is inclined to give a 
favourable prognosis for the present attack, but definite schizophrenic elabo- 
rations appearing during the course of an affect disorder are unfavourable 
signs”. It would be going too far afield to enter into the discussions about 
Claude’s “ schizomania ” or the “ schizo-afftective psychoses ’’. Nolan Lewis's 
paper is noteworthy because it belongs, not to the more or less Kraepelinian 
studies mentioned earlier, but to the more detailed inquiries into a group just 
large enough to be treated statistically, but small enough to be studied fully 
on the clinical side. Strecker’s is another such study: he and his associates 
found, surprisingly, that the outlook in the mixed forms was somewhat better 
than in the other forms—I cannot confirm this with my material—and that 
a cycloid personality did not necessarily indicate a favourable prognosis ; 
dependent and suspicious people had a poorer outlook; and paranoid 
or suicidal trends, stupor and somatic delusions and hallucinations were 
unfavourable,- while frank erotic or psycho-neurotic reactions had no 
significance. 

That there are gaps and contradictions in the literature thus briefly surveyed 
is clear enough. Many of these gaps are not likely to be filled or the doubts 
settled until better ways of limiting and describing the phenomena are available ; 
physiological, genetic and psychological advances will first be necessary. 
Perhaps I am the more ready to believe this because of the meagre fruits of 
my own inquiry. 

The investigation of the after-history of 61 cases of depression, of which 
the immediate clinical features have already been published, has been carried 
out at regular intervals since 1928 and 1929, when the cases first came under 
my care at the Maudsley Hospital. The patients and their relatives have been 
visited at home by social workers, many of the patients have come to see me 
or have been treated at the hospital as out-patients or in-patients, and the 
records of mental hospitals have been seen in the appropriate instances. Of 
the 61 cases, one was lost sight of after a year and a half, and three others 
after three years ; 10 have died since leaving hospital; the rest have been 
followed up satisfactorily. I need not now discuss the grounds of diagnosis 
or selection in these cases, but would only recall that the majority were women, 
a number of them were not certifiable as insane, and that their ages ranged 
from 15 to 63, the majority being between 20 and 40; “involutional ” and 
“ reactive ” cases were included ; early arterio-sclerotic dementias or definite 
schizophrenias with depression were excluded. 

The cases were arranged in order of excellence of outcome, i.e., passing 
from those who had remained perfectly well since discharge to those who had 
never recovered from the attack and were now apparently hopeless cases of 
chronic insanity. This arrangement proved a very difficult business, because 
of the unexpected variety of results, results—of every shape and size, as 
it were ; it was not a simple matter of “ recovered ” or not, any subsequent 
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attacks or not. The order finally was: Completely recovered and con- 
tinuously well since attack (14) ; completely recovered, but subsequent attack 
from which completely recovered (4) ; fairly well since attack, i.e., those who 
have lived ordinary lives working and getting on in the community, but 
have been of a depressive or neurotic temperament since (as many of them 
were before) the attack (19); those who were fairly well until they had 
another attack from which they have emerged (7), or, next in order, in which 
they still are (4); then those who have been in a mental hospital ever 
since discharge from the Maudsley (7, counting 3 who have lately died), and, 
finally, those who have died. The many clinical features recorded in an earlier 
paper were then charted against this order of results, as were also data of 
heredity, previous attacks, personality, physical disease and a number of 
similar particulars, comprising almost all the facts that are commonly 
collected and used by psychiatrists in day-to-day work, though I think I may 
say that they were fuller and had been collected with more care than usual, 
because I was fortunate in being able almost always to fill up any gaps 
in my original records during the course of subsequent inquiries. 

Clearly, in these charts, any data that were heaped up at either end of the 
scale were of prognostic value. I carried out a similar procedure with the 
patients arranged, not in order of result, but in order of duration of attack ; 
the purpose of this is obvious. 

After doing this I was chagrined to find that there were no unequivocal 
prognostic signs, either as to duration of the current attack or as to the sub- 
sequent history. There was no feature of the case, and indeed no combination 
of features, which was found emphatically clustered at one or other end of 
this scale in either of the two arrangements of cases. Certain features there 
were, it is true, which seemed somewhat favourable or unfavourable; thus, 
in respect of subsequent history it emerged that the retardation-disproportion 
(see earlier paper), the doing of tests well, general retardation and stupor were 
favourable, also that puerperal cases did well ; while agitation, incessant talk, 
self-reproach, ideas of influencing others, voracious eating, inexplicable loss 
of weight, vascular and endocrine disease, and, to a slight extent, greater age, 
were unfavourable symptoms. Somewhat similar findings were obtained in 
respect of duration of current attack, viz., retardation—disproportion, response 
to stimulation, adaptation and affectively labile personality were of good omen, 
and agitation, ideas of influencing others, disorder of perception and denial of 
mental nature of illness, voracity, compulsive symptoms and personality, and 
physical, especially vascular, disease were bad. But all these allegedly prog- 
nostic signs might be found, though less frequently, in patients who did the 
opposite. The patients who died illustrate this point strikingly ; almost without 
exception they were hopeless, self-reproachful and unresponsive to any reassur- 
ance ; vascular disease, a history of affective psychosis in a parent or sibling, 
suicidal inclinations anda history of only one previous attack also characterized 
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them ; but this combination of features could be found in other patients who 
did quite well. The explanation I would offer for the rather barren outcome 
of a fairly painstaking inquiry, such as this, is that the single data we usually 
contemplate cannot give us a good answer to our question. There is reason 
for supposing that by looking at the case as a whole and studying the patient’s 
development we arrive at a better prognosis than by considering any single 
details or combination of details. But even if this be true—and there is no 
satisfactory evidence for it beyond personal impression—we probably take 
into account a number of supposedly valuable data which may, in fact, be 
prognostically worthless. Only by testing them as well as testing our general 
estimate can we get the ground clear for better methods. 

I should like to say a few words about the deaths ; 3 of these were suicides. 
The prognosis of suicide alone is a thorny problem, into which I shall not 
enter. These 3 cases went out of hospital before they were well and are of the 
same kind as those investigated by Minski. Of course the number of suicidal 
attempts in this series was high, but not significant prognostically ; under 
other social and medical conditions the number of fatal attempts might have 
been higher. The rather high death-rate in the whole series seems surprising 
in view of Essen Möller’s investigation ; he found the mortality of discharged 
manic-depressives to be only one and a half times higher than in the general 
population ; if, however, one excludes from my series those who committed 
suicide or had valvular disease of the heart, the remainder were all but one 
middle-aged patients; the exception was a young woman who persistently 
refused or vomited her food while in hospital and who was taken home by her 
family, against all common sense ; her death was, I think, a true death from 
melancholia. Obviously larger statistics are necessary if one is concerned with 
time and cause of death in manic-depressives ; previous studies have been 
chiefly on those who died in mental hospitals—obviously not a true sample. 

There are a number of special points on which my findings do not tally with 
those of some other investigators, mentioned earlier. Thus my material 
included 34 who had had one or more previous attacks ; the greater number 
of attacks was Io, another had had ọ, another 5; 5 of the patients had had 3 
attacks, and so on. I did not find, however, that the intervals had grown 
shorter, but found such sequences as 2, 5, 7, 3,3, years; 3, 8, 3; 2, 2, 8; 
6, 10, 4, IO, II; 4, 6,2; 3, 6, 4; 17, 4,12. Moreover, the duration of the 
intervals could often on inspection of the whole case be accounted for by the 
incidence of such environmental factors as pregnancy and puerperium, removal 
of a thyroid adenoma (resulting in 4 years’ freedom from attack in a woman 
who had had Io attacks in the previous 11 years); in other words, external 
as well as intrinsic constitutional factors were playing a considerable part in 
determining the length of intervals. It is such considerations as these that 
prompted my earlier statement that there was reason to believe a study of the 
case as a whole might give better prognostic indications than attention to the 


1936.] BY AUBREY LEWIS, M.D. 499 


details often stressed in prognosis. As regards duration of previous successive 
attacks, they did tend, on the whole, to grow longer, but sometimes showed 
irregular relations, e.g.,,5, 24, 18, 12, 12 months; but what was striking 
was the much greater duration of the attack for which they were in the hospital 
than of previous attacks ; such figures as 7, 16 months; 3, 11; 6, 10; 6, 38; 
13,96; 1,56; 9, I, 56; 1,8; I, 84; I$, 3, 4,14; 3,12; 2, 5, 8; 4, 20; 
I, I, I, 10; 1, 2,3; 2, 4,8,17,4,6, 48; andsoon. This is partly due to the 
actual tendency of later attacks to last a long while, partly to errors of recol- 
lection and report as to attacks long past, but much more, I think, to the care 
that is taken, once a patient has come into a hospital, to ensure that he does 
not go out until he is quite well, and to the strict criteria used in this investi- 
gation for determining when the patient had recovered. There are, in short, 
grounds for concluding, on the one hand, that the previous attacks, measured 
by the same standards as this one, were longer than reported, and also for 
suspecting that we keep patients sometimes longer in hospital than is necessary 
for their safety or their recovery. On this point I have looked into the cases 
that got better after having left the Maudsley while still definitely ill; there 
are 14 such cases, of whom only 6 effected their further improvement in a mental 
hospital. The rest, i.e., non-mental-hospital cases, showed a recovery which 
was in some cases amazingly rapid. The reactivity of such patients was high, 
and one concluded that the hospital situation had an adverse influence on their 
recovery after a certain point; some of them were pronouncedly ‘“ endo- 
genous ” cases who had got into the doldrums in hospital. In other instances 
surgery had been beneficial. A hypochondriac melancholic woman near the 
menopause who believed she had caused a uterine tumour to grow by attempts 
to induce an abortion, recovered promptly after the operation which she had 
long clamoured for vainly ; after she left the Maudsley a gynecologist removed 
her appendix and a small cyst of her ovary (Case 9, L. L. C—). Another, who 
had her teeth removed some months after leaving, immediately lost the 
troublesome vestiges of her depression, which had earlier been accompanied 
by the idea that her breath was foul from venereal disease because of an 
illegitimate pregnancy, etc. (Case 59, C. W—). It is easily seen that such 
individual matters do not lend themselves to systematic treatment in a 
Prognostic inquiry. The patients who are taken home against advice while 
still apparently very ill mentally and who then make rapid recovery call for 
special study ; the number in the series was not large enough, however, to 
attempt any generalization. 

Among other special points may be mentioned the influence of the puer- 
perlum ; g such cases were included and all but 2 did surprisingly well, in view 
of the poor outlook in puerperal cases of schizophrenia. 

Heredity, moreover, had no special significance, so far as my data went. 
I divided the cases into those who had a parent or sibling with affective disorder 
and those whose relatives had been otherwise ill mentally. 
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I have spoken of the disappointing aspects of this investigation. It has, 
however, had for me at any rate some positive value, some gain as well. For 
one thing it has shown, if any demonstration was needed, that short cuts and 
clear sign-posts do not exist in this disorder, and that one’s impressions about 
prognostic signs may be deceptive. I had, for example, a strong impression 
that previous pelvic operations, especially hysterectomy, were an unfavourable 
indication ; it turned out that this was based on four cases only, which all 
did badly, it is true, but such a number is statistically unreliable, to say the 
least ; the same proved to be true regarding thyroid disease. 

The other thing that emerged from the inquiry was the wide range of 
results in the disorder. Psychiatrists have tended to continue the error with 
manic-depressive psychosis, which, in its converse, we have given up in schizo- 
phrenia. It proved extraordinarily difficult to classify the patients in order 
of favourable result, or of duration of attack. Some were perfectly well 
for a while and then passed into a severe psychosis, which has in some cases 
not cleared up; or mania supervened upon the depression and has been 
followed by years of normal life, though the patient has persistent auditory 
hallucinations all along ; or the illness has died down into a chronic depressive 
outlook upon life, compatible with daily work and varied by brief periods of 
cheerfulness or of increased depression ; two- or three-day depressions, either 
at the menstrual periods or occurring at regular intervals, are found in many 
patients otherwise well ; neurotic symptoms—anxiety, obsessions, irritability, 
self-consciousness—may make the recovery a dubious matter, especially if 
these psychopathic features were present before the attack occurred ; sometimes 
the patients are worse after the attack (e.g., A. H—, Case 34); or again there 
has been a slight deterioration of personality after the manic phase, a verv 
definite deterioration according to relatives, although the patient can still 
earn her living and is regarded as normal; in others who are still in mental 
hospitals a settled apathy seems to be as much a reaction to their environment 
as a residue of their illness; or they are kept in hospital because they still 
express vague ideas of self-reproach and gloom which seem to have lost their 
affective basis ; or after a year or more of apparent deterioration in the mental 
hospital they rapidly recover either there or at home. Others—actually only two 
of this series—are diagnosed now, after a considerable stay in a mental hospital, 
as ‘‘ dementia præcox ’’, though in one case one could question the diagnosis— 
a case of recurrent stupor with bizarre somatic delusions—and in the other a 
whining contentless apathy is her present condition ; she had not been regarded 
as showing any schizophrenic symptoms during her illness at the Maudsley 
Hospital ; she had a reactive psychosis, which came on during her honeymoon. 
A review of the cases which had exhibited schizophrenic symptoms did not reveal 
that these had any prognostic value. I question whether a good deal of the 
literature on the subject is not vitiated by an unintentional bias, through 
knowledge of the final issue. Some of the patients are better than they were 
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before the illness, not, I think, because of any virtue in the illness as such, 
but because their experiences during treatment in hospital have taught them 
to order their lives better. Whether they are sheltered or not also affects 
the outcome; some live quiet but useful lives who, in more exacting or 
different social circumstances, would inevitably have to go into a mental 
hospital. A patient with mild hypomania is often not regarded as ill or 
‘‘ nervous ”? by his associates, so that in some instances a misleading after- 
history is obtained. Whether mental hospital treatment is deemed necessary 
will reasonably turn on whether the attack is manic or depressive in form. 
Thus, a patient who had for years had attacks of gastric neurosis, associated 
with depression, has lately been readmitted to a mental hospital in a state of 
acute mania; one sees how empty would be a dispute as to whether hers is 
a neurosis or a psychosis. In several cases where the blood-pressure had been 
high, with some anxiety and irritability, there has been a persistence of the 
character anomalies, without any dementia. 

There are finally some comments to be made on the collection of the facts 
for such an inquiry. One reads prognostic studies which use after-histories 
based on letters, and on opinions formed by the doctor who is treating the 
patient. My collection of data in this inquiry contains some striking instances 
of the untrustworthiness of such information. Letters from psychotherapists, 
for example, reporting that the patient is well or otherwise must be checked 
by additional information from near relatives and the patient herself, for such 
statements may sometimes be misleading, because of the therapist’s limited - 
means of ascertaining the true state of affairs. Similarly the patient himself 
may give a partial and even false account of his adjustment to daily life, or 
a relative may be unaware of various subjective discomforts the patient 
suffers ; in the accounts of personality which I have, these discrepancies 
become exceptionally prominent. l 

There are also practical difficulties of ascertainment. A few patients have 
an abiding dislike of the place and the people associated in their memories 
with ashorrible illness; they do not welcome inquiries. If I had not been 
exceptionally fortunate in social work helpers, especially Mrs. Werth and Miss 
Galloway, I should have been at a loss for adequate information and contacts 
in some of the cases. In others, of course, the attachment to the hospital or 
the doctor who looked after them is considerable, and there is no such difficulty. 
On the whole, however, it is striking how few avail themselves of the opportunity 
of further treatment offered them after they have got over the acute attack ; 
where there were persistent neurotic or mild depressive symptoms the patients 
preferred to put up with them, and a willingness to have treatment as a prophy- 
lactic against further illness or for residual symptoms was rare. When another 
attack threatens they are usually prompt in coming again for help. I have, 
however, as I said at the beginning, deliberately assumed treatment to be a 
constant factor. Of course it was not, but one cannot deal with such an 
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abstraction as ‘‘ prognosis in manic-depressive psychosis ” without begging 
a lot of questions or assuming some constants. Prognosis is the most severe 
test of our clinical judgment, no matter in what branch of medicine it be asked 
for. Manic-depressive psychosis is a provisional group of heterogeneous 
disorders. It is not surprising or disconcerting if we have to confess that we 
cannot find a clear and easy answer to our questions about the future in such 
an illness. 


Case Material. 


The cases are numbered as in the earlier paper (Journ. Ment. Sct., 1934). 
The epitomes are not set forth as formulations, but as bare factual accounts of 
the order of events. i 


CasE 1.—E. A—, a married woman, æt. 42, was first admitted to hospital on 
July 16, 1923. She had been the youngest of eleven children ; her mother died when 
the patient was 3 years old. The rest of her childhood was miserable because of 
harsh treatment by a stepmother. One of her sisters had had nervous prostration, 
with fears of dying, for two and a half years. 

At 12 years the patient left home for domestic service, and married at 19, 
though not in love with her husband. One child was born eighteen months later ; 
thereafter coitus interruptus was practised for four years and then abandoned. 
Another child was born fifteen years after the first; she nursed this child at the 
breast and was conscious of a feeling of sexual pleasure during suckling. She had 
had her first breakdown at the age of 28, with anxiety attacks during which she 
thought she would die. These occurred frequently for five months, and then passed 
off ; they had recurred on five occasions since, generally in the spring, accompanied 
by depression and a feeling that she herself or her youngest child had changed. 
After weaning her baby she became depressed and anxious. The child had a 
series of fits when he was three years old, which caused her to be apprehensive. 
Definite attacks of depression had occurred at the age of 28, at 30 and at 35. 

The attack for which she was admitted had begun six months before; she 
became depressed, apprehensive, afraid of hurting her child. She was agitated 
and restless, roamed about the house at night, and was unable to do her housework, 
to which she became indifferent. She ate little at home. She had vague fears 
and worries about the little boy. 

On admission she was found to be a sallow, heavily-built woman with tremulous 
hands and throbbing aorta, in good general health. She gave a clear account of her 
illness, which she said had begun suddenly one afternoon while with her son. Her 
depressed thoughts, “ almost obsessional in character ”, centred round her little 
boy ; she also felt dissatisfied with herself for having “ let herself go ’’, though she 
believed no one had been able to see from her conduct that she felt unequal to doing 
her work. 

She soon settled down in hospital, but continued to dwell on possible harm to 
her little boy. She gained weight. Her condition fluctuated somewhat. By 
October she was still rather worried about some boots she had bought for him. 
At her own suggestion she left hospital, October 16, 1923. She got on quite well 
until February, 1925. 

She was seen again in the out-patient department in March, 1926. Following 
influenza in 1925 she had felt exhausted, but a fortnight before admission she had 
suddenly felt queer and worried about what she ought to have done. Three days 
later she had felt different, changed—“ she kept thinking her little boy was not the 
same and yet she knew it was herself that was changed ’’. When she was seen here 
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she looked bright, in contrast to her complaints of depression. She was afraid she 
might harm herson. One doctor who saw her thought she had obsessions, another 
described it as a melancholic attack. She was readmitted in May. She felt 
hopeless, and was distressed by her feeling that her son had become changed. She 
thought her food did not digest properly ; she said she could not help herself. She 
was again worried about her son. She said that she had lost her will-power ; 
she “‘ must think right ” the things she heard. 

She complained that she did not sleep, though she did, and her condition having 
been stationary for some time she was discharged in July, 1926. She appeared 
again at the hospital on February 20, 1929. She had been well in the interval; 
had looked after her home until four months before. Her only trouble had 
been severe pains in the head at the end of each period. Four months before, 
however, she began to feel that she no longer wanted to go out, she feared that she 
would lose the use of her legs because of some boils she had on her buttock. She 
began to think that her son had altered and she worried particularly about his 
hair. She said something must happen to her and that she would die. She did 
not want her food. On admission she looked placid, though she heaved deep sighs ; 
she wept a little occasionally ; once she vomited. During interviews she looked 
more depressed. She returned constantly to the same form of words, saying that 
she had lost control, and her nerves had the upper hand of her and would drive her 
mad ; she said she had “ an awful nervous feeling in her head and chest ”. She 
said that she was sure she would never be happy again, that her little boy was 
changed and that she was responsible for it ; she had lost all feeling and interest. 
She was sure her food would never digest. She felt that something dreadful must 
happen. Her skin was sallow and greasy, and her hands were tremulous. 

Her worry about her son’s reality, especially his hair, continued. She also 
complained that she did not sleep, though she did; and she believed she would 
never recover. She gradually improved and was discharged on June 19, 1929. 
She reappeared at the out-patient department in October, 1929, still somewhat 
depressed and worrying as to whether her son was real or changed, and feeling 
apprehensive. She has attended the out-patient department since and is still 
(June 12, 1936) tense and apprehensive ; she no longer worries about her son, but 
she has many hypochondriacal symptoms. She is mildly depressed as a rule, but 
has intermissions of cheerfulness lasting about three months. 


Case 2.—M. A—, a married woman, æt. 39, was admitted to hospital on March 
2, 1929. Her previous life had been uneventful. She had been a reserved though 
fairly equable woman, and had looked after her home and brought up her son, 
now aged 8 years, quite well. On December 22, 1928, she had another normal 
confinement. She had been quite well during the pregnancy and puerperium 
until three weeks after the birth of the baby, when she became depressed and thought 
people were accusing her of starving her baby. She became agitated, and had 
ideas that people wanted to steal her money. It was possible that she had been 
drinking alcohol to excess, though she denied this. Her husband was a licensed 
victualler. When admitted to hospital she was taciturn and gloomy, slow to grasp 
what one said to her and rather frightened and dry-mouthed. She worried about 
the condition of her baby, but showed no evidence of delusions about being 
slandered or attacked. Orientation was correct, but she was very slow in answer- 
ing questions to test her memory and grasp. She continued depressed, worried and 
mildly self-reproachful for the next month. She would weep when talking of her 
supposed neglect of her home. She varied somewhat from day to day, and by the 
end of July was more active and less lacrimose, though still mournful. She 
improved steadily, and left hospital September 7, 1929. A week earlier she had 
heard of her sister's sudden death ; this agitated rather than depressed her and did 
not affect her conduct. Since then the patient has remained quite well; she gets 
on well with her neighbours, and is rather more energetic and methodical than she 
was before her illness. 
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Case 3.—E. M. B—, a student, æt. 22, female, was admitted to hospital on 
December 17, 1928, because she had been sent down from Oxford, had been sleeping 
badly and felt rather miserable. 

Her father was a reserved, seclusive, sensitive man, drank heavily at intervals ; 
her mother ‘‘ was jumpy ”’, excitable and irritable. Her youngest sister was rather 
excitable and had rare spells of depression. Her parents quarrelled ; she sided 
with her father, and did not get on well with her mother. 

She had frequent attacks of rheumatism up to the age of 10, night terrors 
and tantrums. She had bitten her nails, and for the last three years had 
stammered. She did very well at school, went to Oxford with a scholarship and 
in the previous term sat for her final examination. She had not done well in this. 
Her periods had been regular ; latterly she had had a good deal of pain during her 
period, and felt irritable and depressed. Her sexual life had been devoid of 
incident ; she said she had never felt sexual desire, nor fallen in love. She had 
been devoted to two girl friends, most unhappy when parted from them. She 
has always been reserved, moderately cheerful, quiet and somewhat seclusive, 
though she got on well with a small circle at Oxford. She experienced the keenest 
pleasure, almost ecstasy, when listening to oratorios. She had indulged in fantasies 
of having children or teaching many girls. Very self-conscious, she dreaded enter- 
ing crowded tram-cars and felt as if she could burst out crying. She had alwavs 
been “ serious ’’, never went to dances or theatres, but satat home and read modern 
poetry or blue-books and works on constitutional history. 

Her present illness had begun in the middle of 1927, after she had been working 
hard, although she had been cheerful for a considerable period before this. She 
had begun to feel ‘‘ fed-up ’’ and very miserable. She found she could not get on 
with her work. She became gradually more miserable, was disinclined to associate 
with people and did poorly in her examination. 

On admission she was very quiet and showed scarcely any emotion save that 
she gnawed her knuckles and picked at her fingers. She jumped at any slight 
noise. She became very pale when some blood was taken from her vein. She 
talked clearly and to the point. She said she was indifferent and saw no purpose 
in life; she saw things now as they really were and not as illusions. She had 
lost all feelings for her friends. She thought she should have made an effort and 
denied that she was ill. She was rather obese and pale. 

She had two anxiety attacks soon after admission, on seeing another patient 
become upset. She continued to be miserable, and unable to see how people could 
find any pleasure in living. She said at times that for a brief interval she was feeling 
happy and energetic. Mostly she did not feel inclined to eat anything. During 
the rest of her stay in hospital she remained in the same condition, though occa- 
sionally she seemed more hopeful. She left hospital on June 29, 1929, still resigned 
and miserable. 

In September, 1929, she took a job in a private school, at which she has done 
well. She has remained reserved and quiet, but has become more cheerful, except 
when she is at home. In the judgment of her family she has been quite well since 
taking up work again. She is reticent, intolerant of noise, and ‘‘ snappy ” at the 
time of her menstrual periods. All her friends are women. 

In 1933 she returned to the University for a year and took her teaching diploma 
easily. She professes to be contented and well. 


CASE 4.—M. B—, a single woman, et. 49, was admitted to hospital on September 
9, 1928. Apart from her mother, who had been insane for a year before her death 
at the age of 76, there was no history of mental or nervous disorder in her family. 
Her early life had been uneventful. At the age of 18 she became a telephonist : 
seven years later she became supervisor and had remained in that position until 
her illness. In July, 1928, she became “ nervous ”’, she had diarrhoea and vomiting, 
but recovered after a fortnight. Her periods had been regular until six months 
before admission, when they began to come on every week with, occasional floodings. 
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During the last month, however, there had been no loss; no change in her dis- 
position had been observed during the six months of disordered menstruation. 
She had been engaged to be married twenty-five years before, but it had come to 
nothing. She had been self-conscious and energetic and rather determined. She 
was constant in her mood, usually cheerful, but rather quiet and reserved, especially 
amongst strangers. She was sensitive, distressed by unkind remarks. 

Her present illness had begun three weeks before admission. She came home 
from work very depressed and said she could not think ; she wept. She cheered up, 
however ; next day she went on leave from business. She remained at home, but 
seemed rather forgetful and inclined to brood. She said she had not the energy to 
pull herself together. She ate well, however, and slept well. At the end of a 
fortnight she had become more depressed, her sleep was poor, and a week 
before admission she walked about all night. She began to refuse her food, and 
said that she had done something wicked. 

On admission she looked apprehensive and would not answer questions; she 
tended to resist any medical examination. From her expression it was clear that 
she followed what was going on round her. She was disinclined to take her food. 
She was cleanly as regards micturition and defecation. She was thin; there was 
a slight enlargement of the thyroid gland and slight exophthalmos ; her tongue 
was coated with yellow fur. 

She began to speak a little and seemed less apprehensive ; she said there was 
nothing wrong with her and she should not be in hospital. She asserted that 
she had no clothes, no money and no home, and that she would never get well. 
She became more agitated, especially at night; she seldom answered questions, 
except with a word or two; she often moved her pelvis rhythmically under the 
bed-clothes, possibly masturbating. She often showed tremor of the head and 
arms, even when she was not cold. She talked spontaneously towards the end of 
the year, and later, declaring that everything was wrong, and quoting remarks 
made by other patients which she applied to herself. In February, she attempted 
to set herself on fire. She would comment on her own behaviour, and give at times 
a mirthless, desperate smile. She would walk about wringing her hands, and declare 
that everything was wrong. Towards the middle of the year she worried a great 
deal, some days getting out of bed continually, and on others remaining quiet, 
saying that she felt better, and less agitated. She continued much like this until 
her discharge on September 3, 1929, when she declared she had ruined the whole 
world ; she pulled at her hair constantly, making bald patches. 

She was admitted on September 7 to a mental hospital in the same condition, 
declaring that she had bombed London, and caused the ruin of thousands. Her 
remorse became greater and she tried hard to strangle, choke and poison herself. 
She sat for long periods rocking to and fro. By 1931 she had become tremulous, 
and her constant agitation and exophthalmos were still prominent. The thyroid 
enlargement did not progress. She believed she would be killed for her crime, 
i.e., for having destroyed the world. By 1934 she had become quieter, and was 
described in the notes as a “ forlorn and very dull melancholic, with occasional 
agitation ”. In May, 1935, she died. 


Cast 5.—E. B—, a single girl, æt. 25, was admitted to hospital on October 12, 
1928, because of moroseness and refusal to eat. The family history included a 
statement that her paternal grandfather was bad tempered and “‘ nervous ”. Her 
father had committed suicide after having been in a mental hospital for five years ; 
he had had several previous attacks. Three of her sisters are easily upset and have 
nervous fears. The patient was devoted to her father, and was very distressed 
when he was in the mental hospital. 

She walked in her sleep once or twice ; had always been afraid of the dark, and 
at the time of puberty had several attacks of the “ giggles”. She had had 
nocturnal enuresis until the age of 7. She did well at school, played the usual games, 
and got on with the other girls. She went to work as an insurance clerk, but after 
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a year had to leave because of a ‘‘ mental breakdown ”. On recovery she went to 
another firm, with whom she had been working as a clerk for five years, that is, 
until August, 1928, when her holidays and her illness supervened. She had had 
diphtheria at the age of 10, had been told she had a goitre at the age of 16, and at 
21 had had tonsillitis. At the age of 19 she had had a breakdown of a similar 
kind to the present one. Menstruation had been regular until her illness six years 
before, during which her periods stopped completely ; since then they had been 
regular. She had pain on the first day and felt very miserable before the onset of 
each period. Sexual instruction had been haphazard and incomplete ; numerous 
sexual experiences—of a man exhibiting himself, another man manipulating her at 
19, and recently mutual masturbation were told of. This last incident had played 
a part in the precipitation of her illness (and was frequently referred to in a disguised 
form in her utterances while ill). She had been given to reading books upon the 
“ science of thought ’’ and had been interested in spiritualism ; she day-dreamed 
a good deal. She was not, however, seclusive ; she was usually cheerful and fond 
of games. 

Her present illness had begun five weeks before, while she was on her holiday. 
She suddenly felt sick in the train and thought that evervbody was staring at her. 
This was two or three days after the sexual experience above referred to ; during 
the preceding three days she had been disinclined for food. She went for her 
holiday and became much more distressed, felt tired, thought she saw terrible 
animals, and was disturbed by obscene words and ideas. She felt she had ‘‘ gone 
all wrong ’’, she could not apply her mind to easy tasks and had dreams that her 
mother was dead. She felt changed. 

On admission she was quiet and rather abstracted, complaining of a constant 
tumult in her head and of her hopeless condition. She spoke in a level voice, 
waiting some time before answering, giving clear answers, but occasionally beside 
the point when her preoccupations intervened. She wept at times, talked a lot 
spontaneously. She said that when she spoke to anyone she felt better, but when 
alone she felt dreadful and would have longed to have been out of the world. She 
felt “ hard ” in her body and excited. Her chief topics were her own dirtiness and 
the changes in appearance of people about her. She did not appear to have any 
visual hallucinations on admission, but she mistook the nurse for her mother : 
she did have auditory, gustatory and olfactory hallucinations, as well as somatic 
ones. Her orientation was good, as was also her repetition of stories, memory 
for remote and recent events, grasp of general information and calculation. 

She was sometimes noisy at night, and restless ; she said that she was no better 
and would not eat spontaneously. She said she was very miserable and talked 
in an almost inaudible very low voice. She passed into a mild stupor, and had to 
be fed by hand. Her blood-pressure fell to 80 mm. Hg. systolic and 60 mm. 
diastolic. Her pulmonary ventilation was found in the laboratory to be only half 
that of healthy people. She became pigmented about the face; her blood-pressure 
fell further to 65 mm. systolic and 40 mm. diastolic. She spoke a little, saving 
she no longer wanted to live and asking to be killed. She said she was a dirty, 
worthless thing and that no one could understand how unhappy she was. She 
said that her thoughts affected others, and in April, 1929, she rushed to the fire 
and set her nightdress alight. For the next two months she remained in the same 
stuporose state, moaning, occasionally screaming, saying she was very miserable. 
She continued distressed and self-reproachful. There was, however, an improve- 
ment in her general health ; then she became voluble and somewhat noisy, shouting 
that she wanted to go home. She also became angry, and would throw crockery 
about while still depressed and saying she wished to die. Her appetite increased 
remarkably. At an interview in October she talked freely ; she said that everything 
worried her, that she thought she was changing the world through having done 
something awfully wrong. She said that her life kept coming back to her in minute 
detail and that she could not believe that there were twelve hours in the waking 
day ; it was as though she had lived twenty-five years in one year. She felt that 
she would never die, and would never rest. She commented upon her own behaviour. 
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She complained that her eyes seemed to stare at people. She was discharged from 
hospital on October 15, 1929, in this state. She was taken home, where she rapidly 
improved, at first having crying spells and remaining somewhat depressed, but 
almost well within a month. She put on weight rapidly. She came up to the 
hospital to see the physician, and a careful examination of her mental state and 
prolonged conversation showed no residual impairment. She had clear recognition 
of the abnormality of her previous experiences. She was working and happy. 

She remained well until April, 1934, when she began to sleep badly and to worry 
over her work. She lost weight, became irritable and querulously loquacious. 
She wept a lot and presently was admitted to a mental hospital. There she was 
very active and excitable; she shouted and was destructive of her clothing. At 
times, however, she was depressed, and had ideas that she was unworthy and would 
be better dead. For the first two months the hospital notes record her as maniacal 
or inaccessible. In August, 1934, she was almost in a stupor. She emerged from 
this, to declare herself wicked, saying also that her body was unreal and artificial. 
Her outbursts of noisy violence continued, but her relatives were able to take her 
out occasionally into the town for tea without mishap. This state of affairs con- 
tinued into 1936, and although the nurses found it necessary to feed and dress the 
patient and could not get any intelligible conversation from her, her family insisted 
upon taking her home in May, 1936. Now, a month later, she is well-conducted 
and looks after her simpler needs, such as feeding, dressing and excretion. She 
is quiet and listless, but sensible. Menstruation began again in May, 1936, after 
two years’ amenorrhea. 


Case 6.—M.C—, a married woman, æt. 51, admitted to hospital on November 5, 
1928, was sent chiefly because she had been agitated and had attempted suicide. 
In the family history there was nothing noteworthy except a brief depressive 
illness of one sister. She had been brought up by her maternal grandmother. 
She had been married at 21, and had three children, all grown up. Since the birth 
of the third child in 1906 coitus interruptus had been practised. She had inflam- 
mation of the kidney in r919 and varicose ulcer at the age of 40 and since. She 
had always been retiring, disinclined for company or going out, whether to the 
pictures or the theatre. She had been rather anxious, particularly when her eldest 
son joined the army. 

Her son had been married in September, 1928. She had been distressed about 
this during the time of his engagement, and was supposed to have pined for him 
after he left the house for his honeymoon. She fretted, became worse, and for five 
weeks before admission had to go to bed because of phlebitis in her varicose veins. 
She could not walk, but one night she was found crawling to the gas oven. She 
said she wished to be dead. 

On admission she expressed fears that she would be shut up in a lunatic asylum 
and that she would never get better; she said that a woman had been placed 
specially in the ward to keep watch on her. Her tone of voice was level and 
monotonous. She was agitated. She complained of a feeling that her head would 
burst. There was no evidence of intellectual defect. She had some cedema of 
the left leg, varicose veins and a healed ulcer. Her blood-pressure on several 
occasions was 155 mm. systolic and 80-90 mm. diastolic. There was a systolic 
mitral murmur audible. 

She made frequent references to the calamities which she feared for her relatives, 
and this remained the subject of her thoughts for many months. Everything 
she mentioned about them was interpreted as indicating some misfortune. No 
drugs proved of value in relieving her anxiety. She commented on her con- 
dition, saying, ‘‘ I keep on worrying so; I wish I could stop it’’. She was able to 
get up and do leather and raffia work fairly well. Towards the end of August, 
1929, she showed some improvement and made occasional visits to her home, at 
which, in the general opinion of her family, she appeared normal. In accordance 
with their wishes she left hospital on August 13, 1929. 
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She improved steadily but very slowly at home. By the middle of 1930 she 
was fairly active and able to talk easily on various topics. She has remained well 
until the present, with the exception of a few weeks of sleeplessness and worry in 
1934, When her husband was out of work. She leads a full life, running her house 
herself and visiting her children. Her hands are restless during a conversation, 
but she shows no other sign of anxiety or depression. 


CasE 7.—L.C—,a married woman, et. 33, was admitted to hospital on December 
21, 1928. There was nothing noteworthy in the family history save that her grand- 
father had been insane. She had done well at school; was subsequently a telephone 
girl, until her marriage at the age of 26. She had been engaged for two years 
before. She had never become pregnant. Coitus occurred twice a week, with 
no contraceptive measures; there was dyspareunia soon after marriage and no 
gratification until recently. Her periods had always been irregular and she had 
been depressed just before the onset. Ten years before (1918) she had a ‘‘ nervous 
breakdown '’, during which she was depressed and thought she was going mad. 
Since then she had been well and fond of amusement, though shy and somewhat 
reserved. 

Her present illness had begun three months before with pains at the back of her 
head and increasing listlessness. She gave up her usual activities and did not eat 
properly. She felt very frightened of rats, and thought she was not looking after 
the cat properly. She tried to take poison. She believed she was wicked and to 
blame for worrying others ; she was “ plotting against her husband’s life and would 
be hanged for it’’. She thought that her husband would die of consumption. 
She attempted to drown herself on the day of admission. 

On admission she was restless and agitated, insisting that it was all her fault 
and that she must ‘“‘ go somewhere ’’. She scratched her gums until they bled, 
saying, “ I think I must do it”. She asked where she had to go to. She said 
she was worried because of the disgrace on the family through her. She said she 
was utterly miserable and that she was the cause of the trouble with the other 
patients. Her skin was sallow ard greasy, there was an acniform rash on her 
face and back, her thyroid gland was slightly enlarged. There was fine, rapid 
tremor of both hands, her tongue was tremulous and she had alveolar pyorrha@a. 
She continued very restless ; she made slight attempts to commit suicide and kept 
asking what she should do, saying it was “ all her fault ”. By April, 1929, she was 
less agitated, though she always looked bewildered and kept asking, ‘‘ What shall 
we do for the best ?’’ She would wander about wringing her hands; she said she 
ought not to take her food. Her physical and mental condition improved, and 
by the time she left hospital, August 29, 1929, she seemed quite well. Subse- 
quently she had very brief spells, lasting perhaps a day, of mild depression and, now 
and then, she would get a little too excited over some happening she was looking 
forward to. For the most part, however, she has been lively and cheerful. In 
1931 she adopted the orphaned baby of a relative and has brought it up quite 
well. She has somewhat altered her way of life since the illness, e.g., she always 
rests completely now for half an hour after lunch. During the six years since her 
illness she has not had any depression of the kind she remembers in her illness. 


Case 8.—J. C—, a single woman, æt. 30, a domestic servant, was admitted to 
hospital on April 12, 1929, because she had been refusing her food and was agitated. 

She was one of dissimilar twins. An elder sister had a mental disorder and had 
committed suicide January, 1929. The twin sister had remained in good health. 

Between the ages of 2 and 3 years the patient had three convulsions with 
vomiting, lasting about ten minutes each. At the age of 7 the doctor thought her 
in danger of chorea and kept her away from school for a month. Her periods were 
regular; she had pain on the first day and depression. She left school at 14 and 
was occupied in various families, holding her last position for two years. She had 
been reserved and quiet, and disliked men. In 1918 she had a mental illness, with 
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depression, weeping and amenorrhcea. She recovered after six months. She also 
temporarily lost the use of her right arm ; it was considered to be due to a cervical 
rib and she was operated on in 1928. 

Her present illness had begun in February, 1929. She had wept a good deal 
after her sister's death. On February g she heard that her employer’s son, a boy 
æt. 15, had had an accident; she immediately clapped her hand to her heart and 
fell down. She said she was very ill, that there was something wrong with the left 
side of her chest. She stayed in bed, and often called for her mother during the 
night. She said she had been wicked. After a week she got up, but said she could 
not walk and asked for an invalid’s chair. She took no interest in her surroundings ; 
said she would never want her clothes again. She gradually became worse, would 
not eat properly, and worried for fear she might have swallowed egg shell or 
orange pips. 

On admission she was woebegone and self-pitying. She was restless, but the 
actual movements she made were slow. If she walked, she tottered and lurched. 
She held out her arms beseechingly. She spoke in a low, repetitive nagging whine. 
She paid small heed to questions, but continually asked for her mother and com- 
plained of various pains and difficulty of breathing ; she often asked to be examined. 
She said she felt queer all over, that her heart was bad, that it was terrible, and 
that the nurses ill-treated her. She was apprehensive that she would be hurt. 
She was thin, with sallow muddy complexion, but otherwise in good physical 
condition. She would not permit her abdomen to be examined or blood to be 
taken from a vein. 

She continued agitated and apprehensive. She refused her food and reiterated 
constantly that she wanted her mother. She was tube-fed, struggling violently 
and vomiting afterwards. She wandered about, complaining of a stiff feeling in 
her right side. She declared she was not long for this world. She looked miserable, 
frightened and pale. She talked incessantly in a low monotone. There was no 
improvement in her condition during her stay in hospital; her mother decided 
to take her home on July 15, 1929. 

She went home for three weeks, but would not eat, and was admitted to a mental 
hospital. There she was tube-fed. When she learnt of her father’s death, in 
September, 1929, she said, ‘‘ That will be three of us in one year”, and discussed 
the arrangements for her own funeral. Three weeks later she died. 


CasE 9.—L. L. C—, a married woman, et. 48, was admitted to hospital July 20, 
1928. Her father had been a drunkard and had died when she was 12 years old, 
possibly by suicide. The patient was the fifth of eight children ; three of her sisters 
were excitable and irritable. 

She left school at 14, and worked for drapers in various cities until her marriage 
at the age of 29. She had well-paid employment and was in most of the jobs for 
periods of five or six years. She had been engaged to her husband for five years ; 
he was a dissolute man and a ne’er-do-well. Coitus was painful to her and 
unwelcome ; she seldom experienced orgasm. She bore a child, now 17 years of 
age. Since then coitus interruptus had been practised. She was afraid of further 
pregnancy ; she had a miscarriage in 1914. The dread of pregnancy became 
stronger, and in October, 1927, after coitus (which had not taken place previously 
for many months), she feared she had conceived. Her periods, which had previously 
been regular, ceased in October. She had been of a * nervous ”, highly-strung, 
emotional temperament; she fainted on a few occasions. She was reserved and 
had few friends; she was not fond of company. She was very fastidious and 
precise, and given to repeating things “ to make sure’’. She washed excessively. 

Her present illness had begun after the events recorded above, in October, 1927. 
She went to a woman who confirmed her fears of being pregnant, and who gave her 
an injection to bring about abortion. This woman told her that unless she had 
further injections the baby would be deformed or a monster. After several such 
injections of soapy water the patient consulted her family doctor, who treated her 
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for seven months. She remained convinced that there was still a foetus in her 
womb, and was admitted to a hospital, where her uterus was curetted. There was 
no evidence of pregnancy or other pelvic change. She continued to believe that 
she had something inside her, the result of the interference. She was very depressed, 
but at times became angry and once hit her husband. She had fainted while out 
shopping. She neglected her appearance and her home. She made an attempt to 
drown herself in the bath. 

On admission she was insistent on her illness being due to some uterine disorder ; 
she wept occasionally, was most anxious to be examined. She was appealing and 
intimate in her manner, grasping one’s arm and looking imploringly into one's 
eyes. She said she was miserable and heart-broken, that she had suffered for her 
misdeeds, but that she was sure something could be done for her. She dwelt 
continually on her supposed pregnancy and the woman's interference. It was 
impossible to convince her that she was not pregnant. She was a tall, attractive 
woman, well en vapport with her surroundings. She had a fine tremor of the 
outstretched hands; watery secretion could be expressed from the breasts. A 
consulting gynzcologist found nothing abnormal in the pelvic organs. 

She was restless and discontented, demanded surgical treatment, pointed out 
swelling of her abdomen, and declared there must be a dead foetus or perhaps a 
tumour there. She wrote appealing letters to the physician and to her husband ; 
she often asked for interviews, in which she reiterated her conviction and insisted 
that only an operation would benefit her. She applied for her discharge from 
hospital on September 12, 1928. 

She continued in the same condition at home until December, 1928. She then 
went into hospital and had an operation, in which a slightly cystic ovary and some 
other pelvic structures were removed. She improved rapidly after this. Her 
husband deserted her and she went to work again to support herself and 
her son. She was working and cheerful, but emotional when last seen in June, 
1930. She then changed her address, and it has not been possible to discover her 
whereabouts or her later history. - 


CASE 10.—H.C—, a clerk, et. 42, was admitted to hospital on June 6, 1929. His 
father was said to be “ nervous ” and prone to worry unduly. Of his three 
surviving sisters, all were single, as was also his brother, æt. 36. 

His early life had been uneventful. When he left school he went into his father’s 
machinery shop, and has been there since as bookkeeper. In 1914 he had an attack 
of melancholia lasting nine months, during which he felt restless and could not work. 
He then enlisted and, while he was abroad on service, he occasionally became 
depressed for a day or two. After the armistice he corresponded with a girl, and 
was almost engaged to her; when he was demobilized and he returned to her he 
again became depressed ; this gradually passed off. Three years before admission 
he had a “ nervous breakdown ”, was worried and upset and could not work : 
after several months he recovered. This attack had coincided with his becoming 
engaged to be married. After the illness he broke off the engagement, which was, 
however, resumed four months before admission. From that time he had been 
distressed. There had been coitus on one occasion in December, 1928, with a 
married woman whom he had known all his life. During adolescence he had been 
very distressed by nocturnal emissions. He was a jovial man, fond of company ; 
he played golf and tennis, was conscientious, worked hard, sat on a number of 
committees in the town, and taught in the Sunday school, of which he was 
superintendent. He was cleanly, even fastidious. 

His illness had been noticed first by his family two months before admission, 
though he had been a little depressed since the engagement in February, 1929. 
He began to be excited, worried a great deal about details, but seemed fairly happy. 
On the day after his wedding he was observed to be restless and talked a great 
deal, especially about money matters. He was able to disguise his distress from 
the other people in the hotel where he was staying, but not from his wife. They 
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came home after thirteen days; he was fidgety and restless, slept badly, and made 
an attempt to commit suicide by gas. , 

On admission he was alert and amiable, but persisted in diverting all his 
conversation into self-criticism. 

He appeared at his ease and talked without constraint. His look was mostly 
inward. His appearance was serious, but not dejected ; he discussed himself with 
interest and spoke constantly of his own demerits, saying he now saw himself as he 
really was, viz., worthless. He said he had married only for lust and could not 
face the prospect of married life. There were no delusions or hallucinations, but 
some misrepresentation, as it seemed, on his own motives. His physical condition 
was good. He continued outwardly cheerful and active, but he said that he 
continued to worry after he had visits from his wife; he would then get down- 
hearted and would feel he was a cad and blackguard, and the situation was hopeless. 
He spoke also of his over-sensitiveness and of his indecision. His wife stayed away 
for three months and he remained continually cheerful; he was discharged on 
November 28, 1929. He was then feeling well, proposing to take up different work 
and to live with his wife’s people. He left London. It has been learned since that 
he started work three days after leaving hospital and was getting on quite well. 


CASE 11.—A. C—, a married woman, æt. 31, was admitted to hospital on August 
31, 1928. Her mother was a ‘“‘ nervous’’ woman who became upset over trivial 
things: her father was always ailing and was excitable and irritable ; so were her 
two brothers. The patient had never got on well with her mother. She had been 
a delicate baby, had been afraid of going out alone, or of being in a room by herself. 
She had worked as a tailoress until 1917, and then worked for her future husband. 
Her periods had been regular until the birth of her baby; of late her periods had 
been irregular, occurring every week or so. She had sickening pain on the first 
day and wasirritable throughout the period. She married at the age of 22; there was 
dyspareunia for a month. Coitus interruptus was practised, without gratification, 
twice a week. Her first child, a boy, æt. 5, was ‘‘ nervous’; her other child was a 
girl, et. 11 months. In 1920, eighteen months after her marriage, she was admitted 
to a mental hospital very depressed, sleepless and restless. A record from the 
mental hospital showed that she had been depressed, depersonalized, stuporose, 
tube-fed. She had been discharged quite well after four months. She remained 
well after her discharge until the second pregnancy. She was reserved and quiet 
as a rule, fond of housework and very cleanly. She was fond of the company 
of people whom she knew well. 

Her present illness had been first noticed on her return home after the confine- 
ment eleven months before; she was miserable and could not get on with her 
housework. She slept badly, could not become interested in her surroundings, 
and was restless. After two months in an infirmary she tried again to look after 
her home, but could not. She said that she was wicked for not caring for her 
baby. 

On admission she was downcast, her eyes full of tears, though she did not weep. 
She took little interest in her surroundings and seldom looked at the person she 
was addressing. She said very little spontaneously. She said that she felt upset 
and worried, particularly about her family ; her head “ seemed all in a muddle ©. 
She could give only the barest outline of the ‘‘ Bee and Pigeon ” story, and was 
generally dull in answering questions designed to test her grasp of general informa- 
tion, etc. Her field of vision was limited in every direction because of retinitis 
pigmentosa. 

She continued depressed and convinced that she would not get well. She said 
that her thoughts were getting ‘‘ louder and louder’. At the beginning of October 
she became stuporose, staring about her, refusing to take her food and seeming 
perplexed and apprehensive. She would occasionally move her lips to reply to a 
question. After a short time she improved, but still felt muddled. She vomited 
after having been given a hypodermic injection of omnopon, and after another 
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injection she became very much upset and almost collapsed. At times she was 
truculent and said, ‘‘ How can I get out of this place ?’’ Though told she could 
apply for her discharge, she did not avail herself of this. She said that she could 
hear her baby calling her and that the food here was filthy, that everything was 
dirty. By February, 1929, she was getting up all day, going to drill, etc., but 
reluctantly. She still looked bothered and undecided. Then towards the end of 
June she said that there seemed to be a murmuring inside her, and then she wept 
loudly. She said that she could hear voices and bells round her all day. She 
said even the stars talked to her, but that she knew that the voices really came from 
within her own head. She became more active, ceased to look puzzled and com- 
plained a great deal of all these noises; she said that most of the voices talked to 
her in Yiddish and she was surprised that other people could not hear them ; 
at other times she said that they were in her head. By the end of July she was 
still more cheerful and would crack jokes, though she said that the voices disturbed 
her head. She started singing loudly, and talked incessantly. She said that 
her sisters-in-law were intriguing against her, but she seemed very cheerful on the 
whole. She spent the rest of her stay in this hospital laughing, singing, active 
and always gay. Attimes she was abusive. She was discharged on September 7, 
1929. She was then admitted to a mental hospital with what was regarded as 
typical mania, ‘with flight of ideas and much laughter and elation. She had 
auditory hallucinations, telling her what to do. She improved gradually, her 
menstruation was re-established, she gained weight and was able to leave hospital 
in December, 1930. 

Since then she has been outwardly well; she has looked after her home and 
children satisfactorily and is on good terms with her neighbours. She talks a 
lot, and in a consistently euphoric strain; her behaviour likewise is hypomanic, 
slipshod in unimportant details, she is busy but easily tired. She has continued to 
have auditory hallucinations during all the years since her last attack ; it is chiefly 
the voice of a man who encourages, praises and makes love to her. Only when 
she is tired or ill with tonsillitis does she object to the voices; mostly they please 
and entertain her. Now and then, instead of the noises, she has a buzzing in her 
head ; neither drugs nor aural disease account for this. The retinitis pigmentosa 
has not progressed. 


CASE 12.—A. C—, a married woman, xt. 39, was admitted on August 31, 1928. 
She had been seen in May at the out-patients’ department with similar symptoms. 
There was nothing noteworthy in the family history, save that one sister had had 
a depressive attack after being jilted; she recovered after several months. The 
patient had been born in Poland. She had been a delicate child, went to school 
in Poland, and then learnt dressmaking, coming to England when she was 24. 
She continued to work as a dressmaker for three years and then got married. It 
was Stated in the history that she had been found to have sugar in her urine ata 
hospital three years before. A letter from that hospital, however, reported that 
she was treated there for a pain in the loins and was regarded as neurasthenic ; 
she had not had glycosuria. She married at the age of 27. Her first child was born 
a year later, her second three and a half years after that. Coitus interruptus was 
practised after the birth of the first child and since the birth of the second, without 
gratification. Her periods ceased in Deceinber, 1927, for six months, but had 
subsequently, i.e., for the last two, been regular. She was a jolly, lively woman, 
fond of dances and music-halls. Her husband complained, with cause, about her 
incessant talking; she had always been a loquacious woman. 

Her present illness had begun about December, 1927, with weakness and diffi- 
culty in getting to sleep. She felt afraid that she would die. After a few weeks 
at a convalescent home she came back to her house; she was rather forgetful and 
could not sleep. She worried a great deal and took little interest in her surround - 
ings; she felt a sensation of weight on her head and felt unequal to work, though 
she carried on with it; she was very miserable; sleeplessness persisted. She felt 


19036.) BY AUBREY LEWIS, M.D. 513 


weaker and lost sexual feeling, and also her appetite for food; she felt pains 
occasionally in various parts of her body. 

On admission she was quiet, ingratiating, but at times weeping loudly, wailing 
and lamenting her absence from her children. She was extremely garrulous, her 
talk being circumstantial and relevant, but very difficult to interrupt. She 
changed rapidly in her facial expression. She said she felt miserable and that she 
could cry all day long. She showed poor effort in doing the various tests, and 
gave up calculations without much attempt to do them ; she continually put forward 
her ignorance of English as an excuse for errors or inadequate attempts. Her teeth 
were carious, her gums pvorrheeic. She had no glycosuria. 

She continued worrying, thought she ought not to be here and said she could not 
think properly. She wept less, but continued to worry about her children and 
complained of inability to concentrate. By November she was up all day helping 
actively in the ward, but disinclined to start on her own housekeeping. She was 
discharged on January 5, 1929, and has been getting on well since. She has now been 
for years a voluble, energetic, cheerful housewife, exuberant in gratitude for her 
treatment and, according to her husband, more balanced, placid and contented 
than before her illness. 


CASE 13.—H. C—, a widow, æt. 53, was admitted to hospital on September 25, 
1928. Her mother had had attacks of melancholia for which she received hospital 
treatment. The patient on leaving school had become a domestic servant until 
her marriage. After her husband’s death, twenty-five years before, she worked 
in Belgium and then in England until her second marriage. Her second husband 
died two years before her present illness. During the last eight years she had 
been working as a housekeeper. Her periods ceased when she was 45. By her 
first marriage she had two children and by her second marriage three children. 
After the birth of the first child she had had puerperal fever accompanied by mental 
symptoms, for which she was treated for six months in a mental hospital. After 
the death of her first husband, when she was 25, she became very miserable, was 
unable to work, and took several months to recover. In 1927 she was treated 
in the out-patient department of a general hospital for indigestion. She had been 
a sociable woman, fond of amusement, very tidy and “ particular’’, also 
conscientious. 

Her present illness had begun three months before. She had, however, for 
the last two years felt “ nervous’’; she always did things in a hurry. In July, 
1428, she felt run-down and ‘‘ queer’’; she could not get up and had pains in the 
middle of her back. She became worse, and tried to get out of a window to commit 
suicide. She felt that her soul had died. She would not eat and lost weight. She 
had become worse. 

On admission she was restless and made aimless movements of agitation. It 
was difficult to get her to take her food. She gave relevant answers and was in 
touch with her surroundings, but thought the other patients were talking about 
her and that she was being blamed and slighted. She felt very wicked and believed 
that she contaminated the washing basins, and that through her all the other 
patients were made worse. She was emaciated, with dry atrophic skin and very 
pale mucous membranes. Her blood-pressure was 150 mm. Hg. systolic, 85 mm. 
diastolic. 

She continued restless and agitated and unwilling to take her food. She said 
that she caused all the harm, that she had put the sun out by looking at it and 
that the others talked about her. Her answers were often inaudible. In December 
she began to eat voraciously and would take other patients’ food from them. 
She talked to herself constantly in a low voice, commenting on her own behaviour 
and on what was going on round her. During February and March she would 
rush about, shutting and opening doors, worrying whether everyone could get out 
and saying that there was no food here and no water, even while both were before 
her. After banging a door and holding it shut, she would say that she did not 
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know why she had done it. She would also interject rude remarks and then look 
abashed. She improved slightly during April and May, but was still worried and 
apprehensive. During the rest of her stay in hospital she was quieter, but dis- 
tressed and occasionally insistent on leaving the hospital. She was discharged 
on September 3, 1929. 

After leaving here she was admitted to a mental hospital in October, 1929, 
where she improved. 

She was discharged from hospital in May, 1931. She then seemed quite well, 
though voluble and somewhat excitable and touchy. She gradually, however, 
became difficult to live with, and varied between minatory excitement and depres- 
sion. She began to buy houses and enter on other schemes which she could not 
afford, but would brook no interference. She once made a long railway journey 
dressed in a coat and nightdress, and behaved in other extravagant ways. In 
1933 she was sent to an observation ward, but was not regarded as in need of 
institutional care; she was discharged from there after a week. She became more 
quarrelsome, violent and accusatory, especially towards her daughter, and began 
wandering about at night. In April, 1934, she was admitted to a mental hospital, 
where she still is. She is becoming demented, imagines her daughter is in the 
hospital and is violent when restrained from joining her. Her physical health is 
still (June, 1936) fairly good. 


CASE 14.—D. C—, a single woman, æt. 28, was admitted to hospital on January 
15, 1929, having threatened and attempted suicide. 

Her mother had had “ neuritis ’’ for years, and had shown mental disorder 
prior to her death; she had threatened to throw herself out of the window 
and was certified. She died in the mental hospital in February, 1928. The 
patient's father, to whom she was very much attached (she was the only child), died 
in November, 1927. The patient had not gone to school until she was 14, having 
been taught by her mother and father. As her father was a captain in the Navy 
they had lived in several places during the patient’s childhood. After one term 
in a convent she was sent to a private school, which she left after two terms, and 
went to a high school, where she stayed until she was 17. She had not had much 
to do with the other girls, as neither she nor her mother approved of them socially. 
She was shy, and did not play in school games. On leaving school she went to 
live at home until the age of 25. Fora year and a half she had a visiting teacher in 
music and French, and did a little housework and cooking. She also did V.A.D. 
work. Since the war she had started many things—learning Spanish, shorthand, 
etc.—but had not persisted with them. For six months in 1925 she took a commer- 
cial course, but gave it up because her back became painful. Then she was ill 
for two years and rested. She tried further activity, but her father fell ill and she 
nursed him. After his death she looked after her mother. Her periods had not 
been regular until she was 21; they were painful, and became more so when she 
had the pains in her back in r921. Then in 1925 regularity was established with 
a three weeks’ interval. Her periods were no longer painful, but she felt very 
miserable at that time. She denied all sexual experiences and said, “ I always 
wanted to get married because I wanted to be loved; I want to be understood ; 
I was always lonely ”. She said that she had never actually fallen in love because 
she had never had the chance. She had had diphtheria and measles at puberty, 
whooping-cough and chicken-pox earlier, sore throats and colds since the age of 7. 
In 1920 she had begun to have pains in her back after exertion at cycling. These 
pains got worse and delayed her commercial training, got better, then worse again. 
She was told that she should lie on a special bed, and that she had a dropped 
stomach. She saw many specialists ; some thought that her uterus was at fault. 
She had been fond of company, but actually went about very little. She said 
she could never find anybody who had the same tastes as herself, and that there 
was no one who had sympathized with her. She had read a great deal, chiefly 
writers of the Victorian period. She had often said that modern writers like Hardy 
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and Galsworthy were immoral, beastly, and made things seem right that were 
really wrong. Her taste in moving pictures and theatres was of the same sort. 
She was not religious. 

Her present illness had begun soon after her father’s death ; she became depressed. 
A week before her mother’s death she became giddy, and wanted to get away from 
everybody. She felt there was nobody who understood her and could help her. 
After her mother’s death she went for a holiday and felt better; was less disturbed 
by noise. She went to live with her maternal aunt. She then got severe pains in 
the face for eight weeks, was miserable, and had a feeling in her head that she was 
not real. She became more distressed, she felt she could not write letters, and the 
more she tried to straighten things out the worse it got. She went to stay with 
another friend, who told her she was a nuisance. She spent a few days in Bethlem 
and then went back to her aunt, troubled chiefly by the feeling in her head. At 
one time she cut her wrist with scissors, with suicidal intention. On the morning 
of the day of admission to this hospital she had taken lysol, because she considered 

“ that people who are no use to the world have no right to live in it”. She had 
been restless, wandering about her room at night and ee ina rather histrionic 
manner, going up to her aunt and whispering, “I am mad”. She said she would 
never get better and that she could not concentrate. 

On admission she looked depressed, and referred often to the supposed lack of 
interest in her and to the torture which she endured from noise. She said she was 
afraid she would become like the other patients and that she felt dreadful. She 
said, ‘‘ I feel I am not real; I am talking to you, though it does not seem as if it is I 
talking”. She had a sallow complexion, slight hair on her face and profuse on her 
arms and legs ; the hair on her head was grey. She had acne vulgaris on her face 
and back. There were small scratch-marks on her left wrist. She was thin and 
haggard. 

For some time she was discontented. She felt that she was going mad. She 
often said that her illness was due to her not having rested sufficiently. In February 
she said that she was only acting and pretending. She said that she was tortured 
by numerous thoughts. She still felt unreal. It was difficult to persuade her 
to do any work ; she said it made her head sore. During the whole of March she 
insisted that she would not get well and that no one understood her, that she was 
mad. She would say every morning, “ This is dreadful; everything is wrong ” 
She walked about in a stiff, affected way and her conversation was stilted. She 
slept rather badly. She left hospital on April 12, 1929, in much the same condition, 
and went to a convalescent home. She subsequently wrote letters of a very 
aftectionate cast to one of the physicians. 

She left this home in October, 1929, and went to live with her aunt. She had 
not improved. She sang and otherwise disturbed the neighbours at night. In 
December, 1929, she ran a pair of scissors into her aunt’s neck, and certification 
was advised by a doctor. The aunt, however, objected to this, and she and the 
patient continued to live in two rooms in a village. 

In May, 1930, she committed suicide by drowning. 


CasE 15.—M. C—, an unmarried cook, xt. 32, was admitted to hospital 
on January I, 1929. 

Her father had died when she was 2} years old and she had been brought up in 
a convent in Ireland, away from her mother and sisters. After leaving school she 
kept house for a bachelor brother until 1928. She then came to England and took 
employment as a cook; she held this position for seven years. Her employer 
died and she went to another house, whére she remained for six months ; she became 
ill there; and felt that the kitchen affected her head. Her next situation she held 
until the present illness. In May, 1928, she had an attack of influenza, during 
which she thought she was dying, became very depressed and would not talk. 
She got better of this after four weeks. She had been a devout Roman Catholic ; 
very easily shocked, very prim. She was of a sad disposition, quiet and never 
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going out, unless to her devotions. She was superstitious, shy, sensitive and self- 
conscious. Her periods had been regular. 

After the illness associated with influenza she had gone for a holiday to the 
seaside. On her return in September, 1928, she was well and remained so for a 
fortnight ; then she said she felt melancholy because of the dark kitchen she worked 
in. She was terrified that she would go mad. She became more miserable, and 
said she was going to hell and could hear the devil roaring for her; she was 
responsible for all the harm that was coming to her employer and her family. 
She kept eructating noisily ; this she said was due to wasting away in her left 
side. 

On admission she was very taciturn, apprehensive and downcast. On a few 
occasions she struck a nurse. She was afraid she would be killed; she did not 
believe this was a hospital. She wept occasionally. She stayed quietly in bed. 
The right lobe of her thyroid gland was enlarged, smooth, soft ; otherwise there 
was no noteworthy physical anomaly. 

She continued to look apprehensive, sitting up in bed, constantly expecting some 
harm. Occasionally she became very agitated and asked for the priest, because 
of her great wickedness, which she must confess. She did not show any definite 
improvement during the six months of her stay in this hospital; she remained 
agitated, scared and self-reproachful. She was transferred to another hospital 
on June 22, 1929. 

By June, 1930, she had improved so much that her sister was told that the 
patient might be fit for discharge if a home could be made for her. As the 
sister could not do this, the patient remained in hospital. In a mental hospital 
to which she was then removed she was, however, described as morose, taciturn 
and indifferent to her surroundings. In her letters she said she wanted to die. 
She hid herself in the gardens and made attempts to run away. She became more 
sullen for a time, but in 1934 much of this passed off, and she was relatively cheerful, 
though still apathetic. She talked fairly sensibly about herself and wanted to go 
out of hospital. She was by now, however, judged incapable of fending for herself. 
She has gradually become adjusted to mental hospital life and is described as 
“now (June, 1936) onty very mildly depressed. She is, however, extremely 
apathetic, is perfectly content with her present situation and seems to have no 
desires beyond the daily routine of her life. She occupies herself willingly in the 
sewing-room and is quite institutionalized ”’. 


CASE 16.—R. D—, a married woman, æt. 24, was admitted to hospital on 
January 15, 1929. 

Her father had a “ nervous ” illness which began at the age of 50, chiefly self- 
reproachful depression with agitation ; he had formerly been ill-tempered and cruel. 
A paternal aunt was eccentric. An elder sister of the patient had a depressive 
illness lasting two vears, and another sister was ‘‘ neurasthenic ”’. 

Apart from biting her nails she had no neurotic traits in childhood. After 
leaving school she lived at home until her marriage at the age of 23. Her periods 
had been regular until her pregnancy in 1928. During the three months since 
then she has had two periods. Coitus had left her unsatisfied. During her 
pregnancy she felt worried and lonely. In October, 1928, she was delivered of 
twins; both died. She had been quiet, reserved and uncomfortable in London, as 
her birthplace and home were in Wales. She had been sensitive and easily upset. 

Her present illness had begun three months before, after her confinement. She 
became miserable, wept, and tried to commit suicide. She reproached herself for 
not having treated her family properly. She slept badly and ate little. She 
became gradually worse. 

On admission she was tearful, and insisted that she was not fit to be among 
the other patients ; she ought to be put in a cell. She said she was selfish. She 
would talk at first of nothing else but this. It was difficult to persuade her to leave 
the room or to terminate an interview. There was a slight moustache on her upper 
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lip. An aortic systolic murmur, not associated with any evidence of cardiac 
inadequacy, was audible, traceable into the root of the neck. 

She became more cheerful in appearance, though she denied that she was any 
better. She ceased to speak ill of herself. She declared she would never get well 
here. Her husband took her out of hospital; she became more agitated and 
wanted her husband to commit suicide with her. She was in a mental hospital 
for two months and then went to her home in Wales in May, 1929. She slowly 
improved, and by January, 1930, she was quite well; since August, 1929, she had 
been back with her husband in London, where he had continued to work as a 
school-teacher. Since then she has remained well, though she is still reserved ; 
she 1s self-reliant and looks after her home well. She has had two children, one 
born in 1931, the other in 1934. She has some difficulty in swallowing, due 
to a corrosive which she took with suicidal intention while at home in 1929. 
Operation has been suggested as advisable. Neither this suggestion nor her 
pregnancies were accompanied by mental illness. 


CasE 17.—E. W. D—, a tramway ganger, æt. 51, was first admitted to hospital 
in May, 1927. His father had been a drunkard and was a patient in a hospital 
for criminal lunatics, where he died. A paternal uncle who died in a mental 
hospital and an aunt were also drunkards. The patient worked as electrician 
until the war and subsequently as cable foreman. He had married and his wife 
had one child when he was 32. He had always been a serious man, somewhat 
grumpy; he was occasionally intemperate as to alcohol, but not often. After the 
strike in 1926 he was reduced in rank and also in wages. In September, 1926, he 
was operated on for hernia. 

His present illness had begun just before his operation for hernia and had 
become gradually more evident. He had not been able to sleep and had felt low- 
spirited. He said that his inside was not working properly. On admission he was 
depressed, rather discontented, though without precise grounds, and complained 
that his bowels were not working because of the operation for hernia. He 
said that some of his clothes were being worn by some of the other patients. 
He complained sometimes of trivial slights which he thought had been put upon 
him, and said that he had been put in the worst bed in the ward. He improved 
steadily, became cheerful and amiable, and was discharged in July, 1927. He 
was admitted to the hospital again on June 3, 1929. He had returned to his work 
as a ganger, and continued at it until May, 1929. At the end of March, however, he 
had felt depressed and tired, and worried about a recurrence of his hernia. He had 
been promised an operation at St. Thomas’s Hospital, where he was to enter as 
an in-patient on May 30. As this time approached he became more depressed, 
and found that he could not put his mind to anything; he could not account for 
this and did not regard it as his own fault. He became grumpy and disagreeable 
at times and wandered off to Southend one night and came home next morning. 
He had been getting on fairly well with his wife, who was, however, twenty years 
older than himself. There had been no coitus since his operation in 1926. He 
had lost all sexual desire for the last three years, and had previously been afraid 
to attempt coitus for fear of causing a recurrence of his hernia. 

On admission he looked depressed, with wrinkled forehead and serious face; 
he looked also slightly discontented. His answers were terse and to the point. 
He said that the others disturbed him, that he felt low-spirited, and he had been 
worrying a great deal about his job. He did not think that he was ill except in 
the physical sense; he was run down, and had congestion at the bottom of his 
stomach. 

He became a little more cheerful, but was disinclined to get up because of 
rheumatism, which he said he had. He struck another patient and occasionally 
swore without provocation. He worried because he thought that his temperature 
was raised. At times he was restless and agitated, but at other times quiet and 
cheerful. He improved further and admitted that he had been unduly irritable. 
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On August 25 he was transferred to another hospital for operation on his 
hernia. 

He reappeared at the out-patient department on January 7, 1930. He had 
resumed work, but had continued depressed and irritable after the operation and 
had thrown up his job a week earlier. He was unwilling to return to hospital, and 
as he had been swearing at his wife, and threatening her, with intervals of showing 
excessive affection, he was taken to the local observation ward. He had been 
talking constantly about his having lost his job; he became argumentative over 
trifles and blamed the world in general for his failure. He had ceased to worry 
about his hernia. He was admitted to a mental hospital in May, 1930, saving 
that his bones were drying up and were hollow. He said that everything round 
him was lousy and dirty. He said he would be better dead, out of the way; he 
muttered to himself and was occasionally blasphemous. He had threatened to 
drown himself and had attacked his wife and his daughter. On admission to the 
mental hospital there was no intellectual impairment. He said that he was now 
fit for nothing. He continued to believe that his bowels were stopped up and his 
bones hollow. But by May he said he thought his hollow bones were filling out, 
and two months later said he thought these ideas had been imaginary. 

He improved further and did clerical work in the hospital. In January, 1931, 
his depression and hypochondriacal ideas returned in a milder form. He muttered 
to himself, ground his teeth and was disinclined to do work of any kind. The 
following year he worked in the stores and was free from gross delusions, though 
he worried about his physical health, deploring his loss of energy. He had 
nothing to do with the other patients, and never wrote to his wife or daughter. 
He is now (April, 1936) doing work quite well in the stores, is on good terms 
with the other patients, playing billiards and chess with them, and seems content 
to stay in hospital. He has pulmonary emphysema and some arterio-sclerosis. 


Case 18.—E. G. D—, a salesman, æt. 39, was admitted to hospital on June 28, 
1928. 

In the family history there were no neuropathic traits. He had been brought 
up with half-brothers and sisters. 

He had been born in London in 1888. He was a fair scholar, not very good 
at games. Since leaving school he has worked his way to a position of sales- 
man. His general health had been good. Masturbation occurred between the 
ages of 14 and 19. He married his wife just before the birth of their only child. 
She left him after four years, and now wants to return, but he uses all his money 
to support his mother. Very infrequent extra-marital intercourse ; no inclination 
now. 

He was a cheerful, sociable individual, fond of the company of men ; impetuous, 
temperate in his habits. He had had a previous attack after his wife left him ; 
he was depressed, but recovered in three weeks. His present illness had started 
in May, 1928. He became nervous, fidgety, scared that people would get ahead 
of him, oust him at work; was afraid to cross the road. He became so depressed 
that he attempted to cut his throat. 

On admission he was restless, fidgety, off-hand; at times hearty, at others 
suspicious or truculent. He complained of minor grievances, raised his voice and 
repeated questions. He suggested that the noises in the ward were designed for 
his annoyance, and was resentful. He heard stamping and banging at night. 
He believed that this was an organized gang against him, and that he was being 
doped. Grasp of general information was fair, orientation and memory not 
impaired. The right maxillary antrum was found to be full of pus. This was 
drained. 

He became more restless ; he said his bowels were stuffed up, later that they 
were ‘“‘gone’’. He refused his food for this reason and said the food ‘ sweated 
out ” all over him. He was continually preoccupied over his bowels; he said at 
times he had none. He then improved under the influence of somnifen, seeming 
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to lose his somatic delusions and being less depressed. He was discharged, much 
improved, on January 30, 1929. 

He was readmitted on February 26, 1929. He had relapsed after discharge, and 
after an attempt to poison himself, came back into hospital depressed and with 
the same somatic delusions as before. He said he would never be well. He did 
not improve, but remained very depressed. He was discharged in this condition 
on December 24, 1929, and then admitted to a mental hospital, where he remained 
until March, 1933. 

During the last eighteen months of his stay there he was cheerful and active, 
working in the stores. He gradually got rid of his hypochondriacal beliefs, and as 
soon as he was discharged he tried to get work. After a short trial of his old job 
he bought a small business and showed much enterprise and energy in running it. 
He now lives happily with his wife. He still comes to the hospital on friendly 
visits, and talks with unaffected amusement about his queer ideas regarding his 
bowels, etc., when he was ill; he considers his illness was entirely a toxic one, and 
is not in the least uncomfortable when it is referred to. 


CasE 19.—R. D—, a schoolboy, et. 16, was admitted on July 2, 1928. His 
family history was clear except with regard to his mother, who occasionally had 
periods of depression lasting about a week. He had two brothers and one sister, 
who were all healthy. There were no neurotic traits in the patient. He had 
played the usual games at school and had got on well with the other boys. He 
received no sexual instruction from his parents. He had begun to masturbate 
when he was 14, but only occasionally, having last done so a month ago; he 
believed it would cause loss of will-power and manliness. A scout-master had made 
a homosexual attack on him two years before. The patient had thought that it 
was wrong, but still liked this scout-master very much. He had had measles and 
diphtheria at the age of 7. He was a good-natured boy, intelligent, with mechanical 
proclivities, desirous of becoming an architect. He occasionally felt suddenly 
“ nervous ° in church. He had had this feeling during a number of years. For 
the last two years, i.e., since the homosexual assault, it had been noticed in school 
that he was not getting on as well as he had previously ; he looked worried and 
tense. 

Three weeks before admission he had suddenly had a dizzy feeling while doing 
home-work ; he thought he was going to faint and that this was a stroke. During 
that night it came on again; he felt more frightened and he called his mother. 
He said that this feeling made him think of all the wrong things he had done ; 
the wrong-doings concerned the stealing of a pen and masturbation. He had 
thought people were against him and that he was going to be taken away. He 
told his father about his masturbation and about the scout-master who had 
committed pederasty. He began to think that some harm would happen to his 
family. He tried to kill himself with gas because he felt so miserable. 

On admission he looked confused, sad and frightened. He became very appre- 
hensive at one time, seeking for an assurance that his father and other relatives 
were all right. He gave correct and direct answers to questions. He was correctly 
oriented and there was no intellectual defect. He said he had been wicked, and that 
he was frightened because of the noises he could hear. He thought his father was 
calling him. His skin was greasy, his feet and hands clammy ; his hands tremulous; 
he flushed readily. 

He was at first in a mild stupor, answering very little and seldom making any 
movements that called for initiative. He looked bewildered, and was afraid of 
being punished by permanent illness or of some harm coming to his parents. He 
gradually improved, and was discharged apparently well in January, 1929. 

He went home and soon obtained employment, at which he remained until 
December, 1933. In his father’s opinion he was too argumentative and fussy, but 
his mother thought him perfectly well, and the boy himself seemed happy and active, 
without evidence of mental disturbance when one talked to him. 
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Before long, however, he began to have attacks of acute anxiety, e.g., at dances 
or in ’buses and trains. At the end of 1933 he began to have pains in the back of 
his neck, his mouth felt parched, his head and mouth trembled and he felt that 
people stared at him. He was restless at night and wept a lot. After six weeks 
he improved, but was unable to carry on with his work. When seen in May, 
1934, he complained chiefly of attacks of palpitation and of a “dead feeling all 
over’’; he also felt depressed. He was treated in the out-patient department 
until April, 1935, when he commenced work again; during this time hypochon- 
driasis was prominent. In November, 1935, he again began to feel conspicuous, 
miserable and unable to work, and returned to the out-patient department. 


Case 20.—M. F—, a married woman, æt. 33, was admitted to hospital on 
December 24, 1928, because she was very miserable. 

One sister had had a depressive attack in 1920, and two more such attacks 
since. 

After leaving school, where she had been very sensitive, she learned button-hole 
making and remained at that work until her marriage at the age of 20. Ten years 
later she returned to work and had been occupied until a week before admission. 
She had had several illnesses, including a miscarriage two years before, following 
a period of depression during which she was disinclined to eat ; she was six weeks 
pregnant at the time of miscarriage. Since the age of 16 she had had piles, external 
and internal, which bled copiously at times. During her first pregnancy she had 
had pain in her back, so that she was in bed for a fortnight. Her periods had never 
been quite regular; recently they had been five to eight days late. She had two 
children, a girl of 12 and a boy of 8. Coitus interruptus had been practised for 
the last twelve years, once or twice a week; two months before admission sexual 
desire had become less and had not been felt for the last fortnight. She was hastv- 
tempered, but friendly, amiable and talkative. She had had some habits of a 
compulsive nature, e.g., going back to make sure that the gas had been turned 
down. She varied a good deal in her mood, passing from elation to depression. 
She was a very religious Jewess. 

Three months before admission she had begun to worry about money affairs 
and the lack of room in her home. Gradually she became worse, and during the 
last week she had not slept unless she was given some hypnotic. She neglected her 
housework, cried a great deal and then laughed or sang. She said that she was 
sick of life. On admission she was quiet and depressed, and wept a little, but was 
well in touch with what went on about her. She blamed herself for her present 
condition, saying that she should have pulled herself together. There were no 
delusions or hallucinations discovered, and no intellectual impairment. 

She improved fairly quickly, being depressed in the morning, chiefly Just after 
waking up. She was active in the ward, rather inclined to be self-pitying. Her piles 
began to bleed again. She was operated on for this, and returned after nineteen 
days in a surgical ward rather listless and worried. This rapidly cleared up and she 
was discharged on May 4, 1929. 

Since then she has been getting on well, working as caretaker of some baths, 
and satisfied. She has remained voluble and somewhat introspective. She is 
extremely cleanly. When her work is heavy and tires her she becomes depressed 
for about a week; she then sleeps badly and worries about her future. Otherwise 
she is well adjusted to her daily life. 


CasE 21.—A. M. F—, a widow, et. 60, was admitted to hospital on September 
II, 1928. 

The patient was the youngest of a family of nine, three of whom died in infancy. 
There was no history of nervous or mental disorder in the family, no alcoholism 
or other peculiarity. The patient got on well with her family. She did moderately 
well at school, and on leaving helped in the home. Twenty-three years prior to 


1936. | BY AUBREY LEWIS, M.D. 521 


admission she had a uterine hemorrhage, regarded as due to a displacement, for 
which she was treated and recovered. In April, 1928, hysterotomy was performed 
for fibroid, and her right ovary, which was cystic, was removed. She was married 
at 28 and had one son. Her husband died of cancer in 1923. Their married life 
was happy. She was of an easy-going disposition, but was “ nervous’’ about 
physical pain. She was fond of company, and spent a fair amount of time calling 
on friends. She employed her time, apart from this, in reading, gardening, domestic 
duties and going to the theatre. 

About a month before going into hospital for her operation, i.e., about four 
months prior to admission, she felt a pain in her stomach, thought to be due to the 
fibroid ; this pain, however, persisted after the operation and was present on 
admission. She became miserable, and ceased to find any pleasure in life. 

On admission she was fairly quiet, but continually called the nurses or doctor 
to her, even when it was quite impossible for the latter to go. She was absorbed 
in her condition and the likelihood of recovery: “ I am miserable about myself, 
because I’m in pain all the time.” Complained of pain in abdomen and rectum, 
but nothing abnormal was discovered on examination. She was agitated and 
sometimes wept. 

In a month a slight improvement was noted, but following a slight accident in 
the ward she became again more worried and preoccupied with her state, developed 
the conviction that her backbone was displaced and asked the doctor to give her 
something to kill her. On October 22, 1928, she was transferred to another hospital. 
There she became worse, constantly declared that everything was unreal and that 
her past life was only a dream. She was very depressed and agitated. She died 
of broncho-pneumonia in March, 1930. 


CASE 22.—E. R. F—,a single woman, æt. 48, was admitted to hospital on April 
13, 1929. Her mother had died of paralysis following influenza. Her sister had 
been admitted to a mental hospital at the age of 25, in 1901, with emaciation and 
in a stupor; she had, in the course of years, become spiteful and aggressive, with 
hallucinations, mannerisms, delusions of amatory persecution ; she is still there. 

The patient had been a healthy child. She was a children’s nurse for fourteen 
years; she then nursed her mother, after which she herself became depressed, could 
not sleep and thought of suicide; she also had fears that she would endanger 
children ; she was severely 111 for six months and did not recover for nine months. 
After her mother’s death she was a lady’s maid, and then a secretary to a doctor 
in New York. She had had an accident, falling downstairs, in 1909, and was 
rather *‘ nervous ” after this for a month. She had been interested in religion; 
had high ideals. She was on the whole cheerful and jolly, but subject to moods of 
depression and irritability. Her menstruation had been regular until 1921, when 
she had menorrhagia. In 1927 this recurred, a uterine cyst was diagnosed, and 
eighteen months ago radium had been applied, causing an artificial menopause. 
She had masturbated since she was 18. 

Her present illness had begun in June, 1928, when she began to feel that the 
housekeeper did not like her; she became miserable, and said she was not doing 
her work satisfactorily. She came to England in July and gained weight, and was 
able to return to New York in September. She resumed work, but in November 
she said that people were talking about her and that she was neglecting her work. 
She thought that her mistress suspected her, and she became very easily offended. 
In January, 1929, she said that she was being accused of sexual misconduct with a 
child. In February she thought that detectives were following her, and she 
attempted suicide by swallowing cocaine. She said that people accused her of 
having sexual feelings, and was afraid she would be tortured. She blamed herself 
for her past life, and felt that people were being killed because of her. 

On admission she was restless, frequently got out of bed and was unwilling to 
take her food; she looked apprehensive and distressed, and reverted constantly 
in her talk to some form of delusion. She thought she heard people torturing her 
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sister and her sister’s child ; she complained that she could not cry. She said that 
she had been followed about, and that after she ate, someone would be killed ; 
she declared that she was not insane and that she was being tortured, and wanted 
to know why she was being treated so. She said that people thought her wicked 
and knew of sexual sensations which she had. She said that these were evident 
to casual passers-by. She reproached herself for a trivial sexual incident which had 
occurred when she was 21. She said she had seen people buried alive. She was 
mildly confused, and uncertain as to whether the month was April or May; in all 
other respects she was correctly oriented and was able to do most of the tests. 
She was thin, her hair was grey, there was hair on her upper lip and on her chin ; 
her hands were tremulous as well as the muscles of her face, the extremities were 
cold and bluish, her tongue was coated. 

She remained very agitated; she occasionally made attempts at suicide, e.g., 
grabbing at a knife. She believed she or her relatives were to be tortured and she 
was convinced that she had syphilis. When she was shown at a clinical meeting 
she seemed to give up this idea when she was assured of its falsity, but it soon 
returned. She believed she was shunned on account of it. She showed little 
change during the remainder of her stay in hospital. She gave in her notice of 
discharge, which she could not be induced to withdraw, on August 29, 1929. 
She was subsequently admitted to a mental hospital. 

In October her appetite improved: she ate ravenously for six weeks. She 
improved sufficiently to get up and help in the ward work and in the linen-room, 
but worried a great deal about her relatives and the dangers she felt coming to 
them, partly on her account. In the spring she relapsed and would not eat. In 
August she developed a carbuncle, which was followed by others, and she died on 
September 17, 1930, of pyemia. 


CASE 23.—E. J. F—, asingle woman, æt. 33, was admitted to hospital on October 
30, 1928. Her family was healthy as far as could be ascertained. She had been 
in domestic service until 1915. During the war she did munition work, and then 
returned to domestic service and remained in one family for seven years until her 
present illness. Her periods had been regular, but with pre-menstrual leucorrheea. 
She had been twice engaged, but had refused marriage for financial reasons. She 
had had intercourse about two years before her illness, and had occasionally 
masturbated. She had usually been cheerful, but not fond of entertainments, 
except dances. 

At Christmas, 1927, she became friendly with the chauffeur of the house where 
she worked. In April, 1928, intercourse occurred on several occasions, and early in 
August she thought she might be pregnant, and took some medicine expecting that 
it would terminate the pregnancy. She was told by a doctor that she was not 
pregnant. Towards the end of August, she felt peculiar sensations in her inside and 
felt frightened. She went home and stayed in bed; she screamed at night and 
waved her hand in the direction of the cemetery where her father was buried. 
She thought that people were after her and that passers-by talked about her. She 
could not work, and was admitted to hospital. Three weeks before admission 
she still thought that people talked about her because of her wrongdoings. She 
believed she had some venereal disease, and that she emitted an unpleasant smell. 

On admission she was quiet and confused, but wept occasionally when telling of 
her relations with the chauffeur. She looked at times preoccupied, staring straight 
in front of her. She said that the food had a peculiar taste and that she heard 
people screaming at night and whistles blowing. She thought people were afraid 
of her and disliked her because of her disease. She said that she could not under- 
stand all that was going on, and felt a little ‘‘ muddled ”’ ; the other patients here had 
changed, becoming like herself, i.e., grey, since she had been here. She was self- 
reproachful, and thought that people had a right to be disgusted with her. She said 
that it was her conscience which made her feel that she was not wanted. She felt 
decayed and as though there were worms inside her. Her hair was grey, her tongue 
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furred, and there was a copious purulent discharge from the vagina ; in this discharge 
there were diplococci, decided to be gonococci. 

She was treated for gonorrhea. She improved during her stay in hospital. 
Stammering appeared in January, 1929, but disappeared after a week. At 
another time, for a few days, she had a mannerism of shaking her head constantly. 
She was worried and at first hopeless. 

She was discharged on March 20, 1929, by which time she was quite quiet and 
composed, free from depression and from her previous ideas. On leaving hospital 
she took another job as parlour-maid, where she got on well, but left after six months 
in order to nurse her mother. Her home was visited by a social worker, and the 
mother said the patient was cheerful and as well as she had ever been, except for 
increasing irritability at times; a quarrel with a sister-in-law was regarded by the 
mother as a result of the sister-in-law’s scandal-mongering. After her mother’s 
death in August, 1930, she quarrelled still further with this sister-in-law. The 
patient, when seen at the hospital, was found to be talkative and resentful; 
she said that she had been ill-treated by her sister-in-law ; her story was inherently 
probable. It was concluded that the affair was a family quarrel, in which the 
patient had shown undue sensitiveness. Since then she has left home, and has 
earned her living without quarrelling with strangers or having further mental 
disorder, though she is still unduly sensitive. Her brother regards her as quite well. 


CASE 24.—A. G—, a bank clerk, æt. 27, was admitted to hospital March 12, 
1928. 

His father had had a brief mental illness. The patient was the youngest of six 
children. He left school at the age of 16, having had a scholarship. He became a 
bank clerk and received fairly rapid promotion. He had masturbated between the 
ages of 16 and 17. He became engaged in 1925 to a girl he had known since he 
was 18; partial intercourse and mutual masturbation had occurred during the 
twelve months preceding his admission to hospital. He also went out with another 
girl who, when she learnt in March, 1928, of his intention to marry in June, 
threatened to ruin his life. He was not fond of company, but reserved, self- 
opinionated, and felt either superior or inferior to his associates. 

His present illness had begun during December, 1927, with worry about his 
amatory difficulties. His father’s death in February, 1928, added to his worry. He 
became depressed, could not sleep and was disinclined to eat. He began to think 
he made mistakes at his work, and that detectives were after him. 

On admission he was gloomy and disinclined to talk. He said he did not feel 
clear in his head and could not concentrate. He reproached himself for his behaviour 
towards the two girls. He seemed disposed to dismiss his former beliefs about 
detectives and mistakes at the bank as foolish and imaginary. He thought, how- 
ever, that the other patients made depreciatory remarks about him, some of which 
he thought he deserved. His physical health was good. 

He became more suspicious, and although still depressed and self-reproachful, 
became slightly resentful because he believed he heard it said that he had poisoned 
his father. He was gloomy, and talked little to the other patients. He neglected 
to keep himself tidy. He continued to believe that he had made mistakes in his 
work. He became more suspicious and more solitary and depressed during June 
and July; in August he improved a little, talked more to the other patients, but 
believed he was kept in hospital as a prisoner and was going to be punished. Hewas 
irresolute. During the latter months of the year he improved, became more sociable 
with the other patients and more alert in conversation and general conduct. He 
continued to improve and was discharged on February 5, 1929. At the time of 
discharge he was still convinced that in the earlier part of his illness people had 
talked about him disparagingly. 

He married in September, 1929. He took up work as a newspaper reporter 
and has done well. He is cheerful and alert and in the opinion of his relatives 
perfectly well, but disinclined to talk about his former beliefs. 
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CASE 25.—J. M. G—, a single woman, zt. 56, a housekeeper, was admitted to 
hospital on March 18, 1929. 

A paternal aunt had a psychosis from which she recovered, but of which no 
details are obtainable, and the patient’s father is described as “nervous”, and in 
the last two years of his life depressed: A brother who died of nephritis was also 
depressed. The patient was the third of six children by the father’s second marriage. 
She was brought up strictly, but the home was harmonious. She did well at school, 
on leaving which she lived at home and tater kept house for her brother. For 
many years she was subject to bilious attacks (headache and vomiting), which 
lasted one day and occurred at intervals of months. Adequate details were not 
obtainable in regard to her sexual life, but no love affairs were known. She was 
always of a retiring disposition, with strict religious views (her family were Plymouth 
Brethren), and she taught in the Sunday-school. She disapproved of such worldly 
pleasures as the theatre and cinema. She was a good and orderly housekeeper. 
Her mood was even. She was rather sensitive and took things to heart. 

Three weeks prior to admission she had an attack of influenza, for which she 
remained in bed two days. She had very severe headache and could not rise. 
She got up, but did not feel well ; could not eat and had severe headache. Her 
temperature rose and reached 103° F., but after a few days it fell, whereupon she 
again rose, feeling very energetic, but had to give in, lying about on a couch. That 
evening she commenced to talk rapidly, declaring she was no good for anything, 
with other self-reproachful ideas ; she said also that she couldn't collect her thoughts. 

On admission she was restless; she talked incessantly, but coherently, and 
would stop for a little while if asked to. She said she felt “ utterly miserable 

beyond description ’’, she was a “lost soul’’, “in Hell”, etc. She 
believed she had no money. 

Two months after admission she tried to set herself on fire. She still called 
herself wicked, and said she deserved punishment. About seven months after 
admission she became somewhat quieter. She was discharged to another hospital 
on January 24, 1930. For the first year her family thought she was improving, but 
actually as her depression and agitation became less obvious she became more 
detached from her surroundings. She believed she had killed and eaten everyone in 
the world. There was no definite dementia. She died in hospital on January 1, 1934. 


CaSE 26.—W. G—, a butler, æt. 27, was admitted to hospital on October 12, 1929. 
His mother had had a nervous breakdown just after his birth, in which she was 
depressed and dyspeptic and feared she had cancer. She recovered after a year. The 
patient was an only child. He had shown terror during the air-raids, and had 
bitten his nails. He had been an unusually cleanly child. After two years with an 
electrical firm he had gone to the United States and worked as a footman in a 
wealthy fanuly. After five and a half years he had returned to England and taken 
up a similar position, at which he had remained until July, 1929. Six years before, 
while in the United States, he had a nervous breakdown, in which he was depressed 
and felt weak, and worried about masturbation; the illness had lasted for five 
months. Three years after this he had a similar illness, with palpitation. He 
recovered from this in a month. He had been engaged since Christmas, 1928, but 
the girl jilted him in July, 1929. He had been very conscientious about his work 
and usually cheerful and even-tempered. He was very clean. 

His illness had begun in July, 1929, but he had been worried for some weeks 
before this; at that time the relation between him and his fiancée was still good. 
In July he felt depressed and gave up his job. He went for a short holiday to 
the home of his fiancée. When he returned to his own home he said he felt worn 
out, and wept. He slept badly; he did not improve and said that he knew he 
would never get better ; he thought he would die. 

On admission he looked dejected and gloomy ; now and then his manner was 
a trifle resentful ; on one occasion he got out of bed and prayed at the bedside of 
another patient. He was muddled, and reverted constantly to a small number of 


1936. | BY AUBREY LEWIS, M.D. 525 


indefinite topics of self-reproach. He would say spontaneously ‘‘I am a damn 
coward ’’ in a loud voice. He said he found it difficult to think and that people 
wanted him away; he said he caused all the commotion here; he worried about 
seminal losses. He gave at first incorrect answers to various tests, but if pressed 
corrected them. Apart from slight enlargement of his thyroid gland and fine 
tremor of his fingers, and of the muscles about his mouth, there were no abnormal 
physical findings. 

For some time he was rather assertive and even aggressive ; once he struck a 
male nurse. He would thump the table and say he had always thought too much 
about himself. He was convinced that he was being watched ; and said that he 
had not deserved to be made fun of. He made many petty complaints, and 
declared that there were freemasons who ridiculed and spied on him. He thought 
his people did not look quite the same. At times he said that he deserved all that 
people did to him. In December he had follicular tonsillitis with fever ; it cleared 
up in five days. His general condition remained the same. At the end of January 
his tonsils were removed. During February he seemed a little better, though still 
believing that other patients watched him and that there were references to him in 
the newspaper. During March also he said he was being spied on and ridiculed, and 
that his medicine was harming him. From the end of March, however, he improved 
steadily, and there was by June no expression of his former beliefs. He spoke of 
them with reluctance and ridiculed them. He remained well, though now and then 
he showed a little irritability. He was discharged on July 1, 1930. After discharge 
he remained quite well and cheerful, and returned to work. 

In June, 1933, however, he came again to the out-patient department because 
he felt tired and slept badly. He gave up the job he then had, in which he had had 
to work for very long hours, and after a fortnight was well again, although any 
interference with his sleep, e.g., when changing from day to night duty, would 
temporarily depress him. In May, 1934, he married. Then in October, 1934, 
after the extraction of nearly all his teeth, he became tired and depressed again. 
He worried because he had seminal emissions during defecation. After two months’ 
treatment as an out-patient he was admitted to hospital again. He could not 
concentrate; he dwelt constantly on his bodily symptoms. He became more 
energetic and slept well, but was still hypochondriacal when he left hospital, 
August 17, 1935. He was fairly well for two months, though preoccupied with his 
body ; then he became more overtly depressed, did not eat properly and thought 
constantly of death. He wept a lot, and was hopeless. He was admitted as a 
voluntary patient to a mental hospital, where he remains. 


CASE 27.—A. H—, an unmarried woman architect, æt. 50, was admitted to 
hospital on November 30, 1928. 

Of a healthy family—though a maternal grandfather drank heavily—she had 
received a good education and with some difficulty had passed the necessary 
examinations to qualify as an architect. She had not been successful in her pro- 
fession. She had always been of adifficult temper. Sbe had many minor ailments 
and a valvular lesion of the heart, which did not, however, incommode her. 
She had had a complete hysterectomy performed upon her eleven years before. 
During the last two years she had been worrying a good deal about her house, 
fearing dry-rot; she had also become somewhat less cleanly. 

To her present illness it was difficult to assign a definite time of onset. For the 
last three months before admission her concern about dry-rot had become exces- 
sive; she began to send urgent messages to her sister about it, and sent once 
for the fire-brigade because she thought the house was being set on fire. She said 
she was going to be imprisoned. She became more agitated and said she had 
betrayed her trust. She slept badly. Prior to the onset of the above symptoms 
she had behaved reasonably and had no definite signs of mental disorder. 

On admission she was restless ; she would not stay in bed. She said it was all 
her fault ; she had done wrong; others were being punished on her account. She 
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stripped herself frequently. She was disinclined to take her food. There was an 
aortic to-and-fro murmur ; blood-pressure 190 mm. Hg. systolic, 160 mm. diastolic ; 
the peripheral arteries slightly thickened, but not calcified or tortuous. 

She varied, sometimes very agitated and unwilling to remain in a continuous 
bath, at other times quiet, staying in bed. Her pulse was steady, and there was 
no evidence of cardiac failure. She believed the other patients disliked her and 
that she was to be brought to trial. She doubted her own identity. She insisted 
that her sister’s letters were really from an impostor. During her quieter periods 
she would sketch and paint; at other times she paid no attention to what was said 
to her, but struggled blindly and repeated the same phrases over and over. Drugs, 
such as somnifen, would make her drunk, but did not lead to her staying in bed. 
She declared during April that the hospital was her responsibility and that the beds 
were all wrongly arranged. There was no essential improvement in her condition, 
and at the time of her discharge in September, 1929, she was still agitated, resistive 
and incapable of carrying on any consecutive conversation. 

She then went to another hospital, where she was for a long time agitated and 
distressed, without any hallucinations, but convinced that things were wrong 
and that she was responsible. There was very slow improvement. By 1934 she 
was occupying herself with various interests, although still expressing doubt as to 
whether she would get better. She improved further, and at the end of 1935 
left hospital to enter a private home “ under single care’’. She is said now (June, 
1936) to talk sensibly on a wide range of topics and to read and sew actively, so 
that her day is well filled and her conduct normal except in her slovenliness about 
dress. She is so careless in this respect that she will put a dress on inside out or 
put on three or four garments of one kind. She is too far away from London to 
be seen personally now to assess any residual changes; from the report these 
would not appear to be progressive or gross. 


Case 28.—H. D. H—, a tailoress, æt. 29, was admitted to hospital on September 
7, 1928. 

Her father had been dissolute; he died when the patient was five years old. 
One brother had been a cruel child and had forced her and her sister to have 
incestuous relations with him. 

She had played with dolls until she was 14, and preferred playing with girls 
younger than herself at school. Later she worked as a dressmaker and had a good 
position as manageress until a fortnight before admission. Her periods had been 
regular, without pain or psychic change. From the age of 6 until she was 12 her 
brother forced her to permit some sexual relations. She had never masturbated. 
She had slight leucorrhoea, which she ascribed to the relations with her brother. 
Once, four years ago, when alone with this brother, she felt a sudden feeling of 
horror and desire. She had been friendly during the last year with a young man, 
but was uncertain if she wanted to marry him. She was reserved and usually 
cheerful, but worried about the responsibilities of her work. 

Her present illness had begun a fortnight before admission. She became rest- 
less and miserable, and had nightmares of being run over; she did not sleep well. 
She had, however, been worrving for a long time before this, though it had not 
interfered with her work. She was distressed about her sexual experiences. She 
was obliged to leave her work; she could not apply herself to any task and sat 
about at home, brooding. 

On admission she was quiet and depressed, occasionally weeping and agitated. 
She spoke with ordinary rapidity, and to the point. She said she had no courage 
or will-power, that she was too lazy to work, that she could not enjoy anything ; 
she said she had given herself to the devil. Her physical health was good. 

She remained much the same for many months. Once, soon after admission, 
she got out of bed and knelt down, weeping and praying. She said she would 
never get well, she was not normal. She felt a dull weight at the back of her head. 
She did not associate much with the other patients, and always looked dejected. 
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She thought that the other patients knew of herincest. Improvement was manifest, 
though slow, from February onwards. She left hospital, well, on May 16, 1929. 

She obtained employment as a dressmaker, which she has kept ever since. She 
is always cheerful and, in the opinion of her mother and herself, better than she was 
before her illness, less reserved and more self-reliant. She says, however, that she 
gets more tired than formerly. She is sociable, but has had no close friendships 
or intimacy with men since her illness. She does not show embarrassment or fear 
when speaking of her attack. 


Case 29.—M. H—, a married woman, æt. 37, was admitted to hospital on March 
I9, 1929. Her father, a bricklayer, had been irritable and given to drinking 
heavily. A paternal cousin had been in a mental hospital for two years. The 
patient’s mother was an anxious, fretful woman. One of her brothers had been 
‘“ nervous ”, refusing to go out when he was a boy, and one of her sisters had 
insomnia and depression, from which she recovered. The patient had been rather 
backward at school; she then worked in a brush factory and later became a house- 
maid. She was unduly conscientious, and gave up her job on this account. At 17 
she had had quinsy, and had become ‘‘ light-headed’ for one or two nights. At 
23 she had a “‘ nervous breakdown ” which began with sleeplessness and vomiting. 
She was restless and could not do her work. She got better gradually after about 
two months. Four years ago, i.e., at the age of 33, she worried a great deal about 
her mother, who was ill; she could not sleep and was apprehensive, but recovered 
in five months. Her periods had not been regular until the last year, the intervals 
varying from five or six weeks to two months. She would have pain in her back 
and stomach-ache before the onset, followed by headache or vomiting. She had 
been married ten years, and had one child, æt. 9, born by Cesarean section. She 
had had dyspareunia the first few months of marriage. Since the birth of the child 
her husband had used a condom. She said she had never experienced orgasm. She 
had never been fond of company or entertainment. She had been of an anxious 
and worrying disposition, doubtful of her ability to cope with her tasks, easily 
upset by a tale of woe, or by any remarks which she construed as a rebuke; she 
would brood. She had been very tidy ; she cleaned up so much that her husband 
complained of it, and during the last four years, since her breakdown, everything 
had to be done just at the same time. She had been serious, and occasionally 
calm, seldom cheerful. Her present illness had begun in September, 1928, 
with sleeplessness and cold in her head ; she began retching every morning and felt 
she could not sit still. She was very depressed, and kept going out of doors without 
any clear purpose. Nothing seemed the same to her, neither herself nor her sur- 
roundings. She went to an optician, who prescribed glasses for her, saying that she 
should have had them at the age of 7; she worried over this. She was excitable 
and would not stay in bed; she was afraid she would do herself harm because she 
had nothing to live for. She was uneasy because she was not doing what she 
should for her daughter. She cried more easily. Her house looked darker to her 
and dirtier. She began washing her hands constantly, doubted if the food was 
clean ; the least bit of black in the water worried her. She felt dissatisfied and 
agitated. Some days she wanted to talk a lot, other days not at all. She became 
more agitated, felt she wanted to leave everything; her thoughts were all of the 
past. She felt that everything was her fault, particularly because she had not got 
glasses. She felt she could not live through each day. She lost all sexual desire 
and appetite for food, felt she would never be the same and that if she had a baby 
it would be abnormal. On admission she was slightly restless and scared ; she rubbed 
her chin and was fidgety ; she looked dejected and perturbed. She coughed fre- 
quently ; she answered slowly but appropriately and said very little spontaneously. 
She was slow, but correct, in carrying out tests. There was a slight moustache 
of the upper lip, pyorrhcea of the gums, and her complexion was sallow. 

She was depressed for the first few weeks, and dubious as to whether she would 
get well. In May she had tonsillitis; in June she was less depressed and more 
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placid. She began to feel better and to smile more, but was afraid to return to 
her household duties. In July she had an attack of vomiting, headache and depres- 
sion, which coincided with her period. She went home for a week-end in August, 
but could not cook the dinner, etc., and again felt afraid that she might throw 
herself out of the window. Sometimes she became flushed and tremulous, her 
pulse-rate 90. This was accompanied by a fear of death. From September 
she had no more such anxiety attacks and was less depressed except first thing 
in the morning. After several ups and downs, associated with noise in the head, 
rashes due to “ Scott’s dressing ’’’ and other minor ailments she was discharged, 
apparently well, in November, 1929. 

She has been seen at intervals since and so has her husband. She is now 
invariably cheerful, and in the opinion of both of them brighter and calmer than she 
has been for several years prior to her illness. She does not now pay any particular 
attention to her health, nor is she so fastidious about order and cleanliness, though 
still tidy. 

In 1932 she had quinsy, but it did not disturb her mental health. She savs 
that she has been a different woman since her period of hospital treatment ; she 
is less tense, more able to relax, less ‘‘ driven ”’. 


CasE 30.—F. H—, a married woman, æt. 29, admitted to hospital on September 
18, 1928. Her mother was disposed to worry and was “ highly strung’’. Beyond 
this there was no nervous or mental trouble in the family. The patient was the 
fifth of seven children. The domestic relations were not smooth, as the parents 
did not get on well together. The patient was fonder of her mother than of her 
father. She had had a hard childhood, with very little leisure, and on coming home 
from school sewed with her mother to make money. At school she did fairly well 
and left at 14. Till 16 she kept house for her family, and then worked at tailoring, 
earning £3 a week. She held various situations until her marriage at 21. She 
frequently suffered from tonsillitis. Her periods began at 14 and were regular. 
About a week before they were due she became depressed. Her married life was 
happy, one child, æt. 7. Intercourse rarely gave her satisfaction. 

She had always been good-natured and fond of company, liked the theatre and 
cinema and read for amusement. She had long had a desire to be free and untram- 
melled, but could never attain it. She was sensitive, but not particularly touchy. 
Occasionally she would have days of depression for which there was no evident 
reason. 

Eight weeks prior to admission she found one morning that she could not stand. 
A short time before she and her husband had decided to have another baby and 
she rather worried ; she wept and felt depressed. Everything seemed black and 
miserable; she felt exhausted. Something seemed to be tearing inside her; she felt 
changed; felt the walls would fallin on her. She was taken to the seaside for a 
change, where she remained for a week, but got no better. She had thought of 
killing herself, but had made no attempt. 

On admission she looked straight ahead and never smiled. She made move- 
ments of despair, and at times spoke in a theatrical manner. She said, “ I am 
utterly miserable and I wish I was dead’’. ‘I’m an utter failure.” 

She made a little progress, but decided to leave hospital on October 29, 1928. 

She went to another hospital for three months; there she improved further, 
and has since looked after her home well. She still occasionally has brief spells of 
depression, especially before her periods ; for the most part she is quite happy and 
well. 

Towards the end of 1933 quarrels with her mother-in-law distressed her, but the 
departure of the mother-in-law put an end to the upset. She gets on very well 
with her husband and daughter. 


CASE 31.—R. H—, an electrical engineer, æt. 63, was admitted to hospital 
on July 24, 1928. 
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The patient was of mixed Polish-Jewish and Scotch descent. His father had 
died of a cerebral abscess. 

The patient was the third of four children. He had been educated at an English 
preparatory school and in Switzerland; he played in county hockey. He was 
slow at making friends, ‘‘ up and down ” in mood, interested in thoughts of a 
mystical trend. He led a roving life, getting jobs, usually connected with 
electrical engineering, all over the world. He served in the South African War. 

Previous attacks have been numerous, eight or nine at least, usually they 
followed some trouble or disappointment; on one occasion he took an overdose 
of sulphonal. He was optimistic in the intervals. Sexually, he said he had 
been ‘‘ corrupted by immoral servants at seven”. He married at 55 and 
had one son. The patient has had no coitus since this son’s birth, abstaining on 
account of his wife’s principles. He has masturbated all his life. He has had 
blackwater, enteric and rheumatic fevers. 

The present illness began five weeks before admission. He became depressed, 
irritable, surly and concerned with the financial straits of his family; he felt 
as though he were someone else, “ neither God, man nor devil’’. He got gradually 
worse and slept badly. 

On admission he was quiet in bed, restless and railing when up. He was 
irritable, and reproached himself for his failure. He said cowardice prevented his 
suicide, and that he was utterly miserable. An aortic systolic murmur was present ; 
otherwise his physical state was good. 

He improved gradually and was apparently quite well by February, 1929, when 
he left hospital. A few weeks later, however, he again became depressed and was 
admitted to a mental hospital. He recovered again after six months, but his 
subsequent history is not available, as he cannot be traced. 


CasE 32.—L. A. H—, a married woman, æt. 33, was admitted to hospital on 
July 12, 1928. 

She was a member of a healthy family, free from mental disorder. She had 
done well at school ; had then worked for five years in a laundry, and later in another 
similar firm until she became pregnant. She married at the age of 23; for two 
years prior to this she had been having intercourse with her employer. She got 
on well with her husband; she had one child, now aged 8 years. After his birth 
her right ovary, which was cystic, was removed. Coitus interruptus had been 
practised for the last eight years. In December, 1925, she became ‘‘ jumpy " and 
**nervous’’; began to think that something dreadful would happen to her husband 
and that she was being watched. She recovered after three months. She was a 
rather reserved woman, cheerful, but serious and given to sulking. 

Her present illness had begun in April, 1927; she became irritable and did not 
do her house-work well. She became gradually worse ; began to fear that something 
would happen to her husband. She slept poorly. She felt sure that she and her 
husband and son were going to die. She said people in the street pointed at her. 
She felt she was now suffering for having said unkind things about one of his 
relations. Then she confessed to her husband the sexual relations with her employer 
before her marriage. She said she felt muddled. She became more depressed, 
and after two attempts at suicide she threw herself from a window on the second 
story ; she broke her forearm and some of her ribs. 

On admission she was depressed, and worried about the way people stared at 
her, as it seemed to her. She said she did not understand it all and that she felt 
muddled. She was miserable and did not want to stay in hospital. Apart from 
the bruises, abrasions and fractures due to her fall, she was in good physical health. 

She became more agitated, depressed and apprehensive ; she could not under- 
stand why everybody seemed to be looking at her and making remarks that applied 
to her. She was sure everybody thought she was lazy. She wanted to know what 
it was that she had done to make people treat her so. She did not improve, but 
became very unwilling to remain here, and resentful. She was transferred to 
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another hospital on October 20, 1928. She improved after a time, and was 
discharged well on March 28, 1929. 

She remained quite well, free from apprehension or suspicion until it was neces- 
sary for her and her husband to remove to Stafford in the beginning of 1931. She 
then became depressed, anergic and somewhat lacrymose. Delusions of perse- 
cution again became prominent, and she came to believe that her husband was 
going about with other women. She was readmitted to the hospital she had left 
in 1929. She improved a little and went home in July, 1931. She was not well, 
however, and was in a mental hospital from March to September, 1932. She has 
not been seen since then, as she lives at Stafford, but her husband reports that she 
is very well indeed, happy, active, sociable and free from suspicious doubts; she 
is, however, rather short-tempered. At all events, she has been outwardly well now 
for nearly four years. 


CasE 33.—E. H. H—, a single girl, æt. 18, a typist, was admitted to hospital 
on January 8, 1929. Beyond the fact that her mother was fussy and has had a 
depressive attack, and her sister and brother are both hypersensitive and “ nervous ”’, 
her family history is negative. She was brought up in a good home and the 
family relations were harmonious. She had enuresis until the age of 10. As she 
used to weep a lot she was not popular with her school-mates. After leaving 
school she obtained a post as typist, but soon after left because she could not do 
the work satisfactorily. From then on she stayed at home. Her periods, which 
had begun at 13, were regular until October, 1929; she had pain, giddiness and 
slight depression with them. She had masturbated a little at puberty. She had 
been a lonely, shy girl. 

In December, 1926, she became miserable and believed she was worrying her 
family. Then, in 1928, she also found that she could not keep her thoughts long 
from dwelling on her genitalia ; she thought people knew of this and despised her. 
She thought she was going insane. On admission to hospital she wept a little and 
said she felt miserable, but could not cry. She said she worried people and had 
immoral thoughts. She said she had a terrible effect on the other patients and made 
them miserable. Her hands and feet were cyanosed and she had chilblains, but was 
otherwise physically healthy. She gradually became less depressed, and towards the 
end of April was almost free of the depression and the ideas that she distressed the 
other patients or that they thought she was bad. She then contracted scarlet fever 
from a visitor and was transferred to an isolation hospital, from which she went home. 
She improved steadily and is now free from any ideas of unworthiness. She is 
disinclined to discuss her former beliefs, but, in the opinion of her parents, she 
is now quite well. She has not obtained any employment, however, and is still 
rather shy and reserved. She helps her mother in household work. In the six 
years since her illness she does not seem to have matured ; she is still a mixture of 
inexperienced youth with conventional ‘ old-fashioned ” sentiments, such as 
would be appropriate in a middle-aged spinster. She talks without constraint of 
her illness. She still becomes depressed for two days before and during her 
menstrual periods. Her hands are still heavy and red, and she gets chilblains. 


CasE 34.—A. H—, a male nurse, æt. 35, was admitted to hospital on July 5, 1928. 

All his four grandparents were heavy drinkers. His father was highly strung 
and sensitive ; his mother suffered from depression, but had never required treat- 
ment in a mental hospital. His youngest sister was ‘‘ nervous’’ and had mild 
exophthalmic goitre, and in earlier life had had chorea. The patient was the 
eldest of three. He was fussed over and indulged as a child. The relations between 
his parents were not happy. He appears to have been a “ model child ”. He was 
somewhat late in walking and talking and was not weaned until 16 months. At 
the age of 6 months he had enlarged glands in his neck—probably tubercular ; 
these were removed at 4. He displayed temper tantrums and talked in his 
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sleep, and as long as he could remember he had stammered ; he was left-handed. 
At 11 he would buy patent nerve tonics. He did fairly well at school, but was 
away much because of his health. He did not get on well with the other boys; 
they made fun of him. He played no games, but after leaving school played cricket. 
He was unhappy at school. At 11 he had more glands removed, and at 15 had 
an inflamed mastoid; prior to the operation for this he had a fit. He had 
“ neurasthenia ” in 1919 and was in hospital seven weeks with this. His symptoms 
were chiefly somnolence and weakness. 

On leaving school he held a number of jobs, but lost them on account of his 
stammer. At first a messenger boy, he later went into domestic service as a hall- 
boy and became a footman. Then he held various jobs and ultimately became a 
male nurse, at the suggestion of his fiancée, who was herself a nurse; he did well 
at this until a month prior to admission, when he fell ill with insomnia. 

His sexual history was eventful for him. He was always rather prudish. He 
did not associate with girls until the age of 23; he was shy in their company and 
would blush. He met a music teacher about this time, to whom he was attached ; 
she was at least fifteen years his senior. At 25, when slightly intoxicated, a woman 
persuaded him to have coitus with her; he was afraid he would develop venereal 
disease. Two months later he had coitus with a prostitute and the fears of venereal 
disease recurred. He knew (from his nursing lectures later) that it was quite 
possible to contract syphilis without knowing it, and he developed the belief, which 
he expressed on admission, that he was ‘‘ done for”. He admitted masturbation, 
first at 13, and developed the usual popular health-book ideas about it. 

His present illness began about a month before admission with insomnia and 
ideas of his unworthiness because of sexual intercourse. He had thought he was 
syphilitic and this thought grew stronger whenever he met his fiancée. Just before 
the insomnia began he had stopped masturbating. Then he had to give up his 
work because he felt exhausted. He lost appetite and weight. He wanted to be 
away by himself, as he felt unworthy—“ an absolute cad’’. His mood showed a 
diurnal change; he was more depressed at night. 

On admission he looked anxious and depressed, and at times wept. He talked 
with frequent hesitation, but no stammer. He asked whether syphilis could be 
present without showing in the blood, and so on. He believed he had lost his 
‘* sexual strength which is the manhood of a man’’. He believed he had brought 
it all on by his sexual conduct, and also that he had syphilis. He felt profoundly 
unhappy. He was pale and sallow. His thyroid was rather full. There were 
no signs of syphilis whatever; laboratory findings confirmed the clinical ones. 
He continued to be worried and self-reproachful, and to have the idea he had syphilis. 
He expressed gross hypochondriacal ideas, especially about his spine, and had 
accesses of acute anxiety and hopelessness. Heslowly improved and was discharged 
in a much less morbid state, though not quite well, on November 17, 1928. He went 
away for a holiday, but was still concerned about the possibility of syphilis. He 
became more depressed, wept, and went to a police-station because he was afraid 
he would do himself harm. He was admitted to a mental hospital on September 1, 
1929, where he remained until April, 1931. Although outwardly well, he was still 
convinced that masturbation had caused his illness and was doubtful about being 
quite free from venereal disease. He worked hard in various temporary positions 
until in January, 1933, he obtained a permanent job, which he still has. He has 
passed fairly exacting examinations in medical electricity and massage. He has 
become a Roman Catholic, and is active in a men’s guild; his attachments are all 
for men, and he shuns women since his engagement was broken off in 1930. He 
pays many friendly visits to the hospital to tell of his successes and little troubles, 
but for actual treatment he prefers to rely on patent medicines, the advice of 
handwriting experts and the performance of physical exercises in solitude. He 
has false ideas about health such as are widespread among the illiterate public, but 
are bizarre in view of his training; mostly they are the cranky views of quacks 
which he has read in fugitive papers. He is cheerful, and does not dwell on 
masturbation or related sexual topics. 
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Case 35.—R. J—, a married woman, æt. 28, was admitted to hospital on 
November 19, 1928. 

Her mother was an excitable, anxious woman; her brother had shell-shock 
during the war. She was born in Poland, and came to England at the age of 
10. She left school at 14 and worked as a tailoress. Her periods had been 
regular, but since the birth of her first baby they had come on every three weeks. 
She had been married for seven years; she has three children, one aged 6, another 
5, and the third a year old. She quarrelled with her husband, and in October, 
1928, she sued him for maintenance. She had been a cheerful woman, fond of 
company, a great talker. She was very particular about cleanliness. 

Her present illness had begun in March, 1928. She felt tired, sat about, became 
miserable and took a dislike to her baby. She felt lonely. She also began to feel 
that she looked different from other people. She could not think clearly. She 
slept poorly. The symptoms had not become much worse for several months 
before admission. She had been in various hospitals. 

On admission she was forlorn, quiet and wept readily. She was garrulous and 
self-pitying. She said she was miserable; she could not think properly, she had 
neglected her home, she was helpless. There was no evidence of bodily illness. 

She complained frequently of her inability to picture her children or to feel that 
they were alive. She complained of not sleeping, though actually she slept well. 
She continued lacrimose and easily upset, but said she felt better. She went out 
of hospital March 2, 1929. 

She had a reconciliation with her husband, but as she still felt tired and depressed, 
she attended at the out-patient department of another hospital. She complained 
of weakness in her legs, and occasionally took to her bed on account of this. She 
still quarrelled with her husband. 

She later went to a hospital, where she was advised to have an operation for 
prolapse of the uterus. She could not persuade herself to undergo it. She dwells 
on the question and has now for years been troubled by abdominal discomfort and 
preoccupation. She is restless and dolorous. Her marital bickering goes on 
year in, year out. She is still (June, 1936) receiving physical treatment for her 
pelvic trouble. 


Case 36.—B. J—, a postmaster, æt. 55, was admitted to hospital on August 9, 
1928. 

Except two cousins on his father’s side who had been insane, there was no 
family history of mental disorder. The patient had been a healthy child, playing 
the usual games. He entered the Post Office when he left school and had been a 
postmaster for the last twenty years. He had been married for the last thirty 
years and had one child, a son, æt. 28, who was healthy. He had had no 
sexual desire for many months before admission. He masturbated from the age 
of 16 until his marriage. He had had rheumatic fever at the age of 39, and his 
heart had been affected; he had asthmatic attacks during the last four years. 
He was a cheerful man, religious, strict and very conscientious. 

His present illness began in May, 1928, following an attack of asthma, pre- 
sumably cardiac in origin, which necessitated his lying up for three weeks. He 
began to worry about his work ; he felt he could not cope with it. He feared that 
he would be involved in a law-suit about his house, which he had sold. He began 
to think the police were watching him. He slept badly. He became more depressed 
and worried. 

On admission he was depressed but quiet, complaining of sleeplessness, and 
worried ‘about the sale of his house. He felt he could not concentrate. He was 
well-oriented ; his memory and grasp of general information were good. He hada 
presystolic mitral murmur and other evidence of mitral stenosis. Blood-pressure 
140 mm. Hg. systolic, roo diastolic. There was also pulmonary emphysema. 
His pulse was regular and not rapid. 

He became agitated soon after admission and said he must confess. He said 
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he had been masturbating, that he was wicked and would have to go to gaol. He 
improved again, but had another such period of agitation in September. He 
recovered from this also, but remained suspicious, depressed, and convinced that 
the police were after him. He was inclined to think his food was tampered with. 
He left the hospital for financial reasons in November, 1928. 

After returning home he was apparently well for four months ; then he became 
agitated, self-reproachful and apprehensive ; heart failure supervened, and of this 
he died in November, 1929. 


CASE 37.—E. J—, a single woman, æt. 36, was admitted to hospital on October 
17, 1928. 

Her mother had had three attacks of mental disorder, during which she was 
excited and very religious ; she was twice in a mental hospital for periods of about 
three months. One of her brothers had had a depressive illness, from which he 
recovered. A sister, æt. 40, had been in a mental hospital since January, 1926 ; 
at first in a depressive phase she had become maniacal, then again depressed, 
and, after a brief interval of good health, maniacal again. (This sister was still 
a certified patient in August, 1930.) 

As a child the patient bit her finger-nails a lot. She left school at the age of 
20, and after a year at home she did some school-teaching and then entered a 
bank, where she had been working for the last twelve years as a clerk. She had 
been very depressed during her mother’s illness, but got well without medical treat- 
ment. At the age of 19 she was treated for a year for some renal disorder. Her 
periods had been irregular latterly. She had received no sexual information from 
her parents ; she had been fond of spanking her sister, and had masturbated, with 
fantasies of being spanked by a favourite music mistress. She had also hurt herself 
deliberately with knitting-needles. Masturbation continued from the age of 10 
until a year before admission. She had never fallen in love, nor been engaged. 
She was fond of company, games and the theatre ; she was of equable mood, and 
etficient. 

Her illness had begun in the early part of August. She had been to Lourdes 
in May (she was a devout Roman Catholic), and was slightly upset by the 
shuddering of a girl whom she supposed to be possessed. She lost interest in 
her work, became depressed and vomited soon after her meals. After a fort- 
night of this she took a holiday, but returned weeping at the end of ten days, 
saying she had the same complaint as her sister in the mental hospital, and that 
she had impure thoughts and had lost her soul; she said she was not fit for 
Communion because she had sexual feelings at it. She had treatment of various 
kinds, but grew worse; said she was frightened of herself and would not go anywhere 
alone. 

On admission she was quiet, tearful, and well in touch with her surroundings. 
She was disinclined to talk, especially about the matters which she reproached 
herself for. She was worried about not having made proper confession to the 
priest, though she had been reassured by him on this score. She recounted various 
sexual fantasies she had. She felt hopeless, and was afraid of going to sleep because 
she would have terrifying dreams. Apart from hirsuties and somewhat masculine 
habitus, there were no abnormal physical findings. 

She made little improvement until August, 1929; she made some attempts at 
suicide. From August onwards, however, she showed considerable improvement, 
and was discharged quite well in December, 1929. She returned to her former 
occupation early in the New Year, and had remained well and in employment 
when last seen (July, 1931). She then changed her address, and it has not been 
possible to get in touch with her since. 


Case 38.—M. L—, an unmarried student, xt. 21, was admitted to hospital 
on August I0, 1928. 
Apart from a maternal uncle who was treated in a mental hospital, there was 
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little history of mental disorder in her family. Her father had had ‘“‘ meningitis ’’. 
The patient's elder sister had had to stay away from work for a few weeks at the 
age of 18 because she was depressed. 

She had been a sociable, healthy child, given to biting her nails and rather 
obstinate. She did well at school and obtained a scholarship, with which she had 
prepared to be a school-teacher. She had begun to masturbate at the age of 8, 
but ceased when she was 10. She had had homosexual inclinations, but no overt 
relations. She had been very conscientious and scrupulous, prudish and altruistic ; 
she was rather erratic in her work and lacked persistence. 

Her present illness had begun five months before ; she began to sleep badly 
and to worry over religious difhculties. She pondered on sexual matters also. 
She gradually became worse; she said she had done wrong and had fallen 
below her own ideals. She declared she had committed the unpardonable sin. 
She wanted to confess to her head-mistress. She became more depressed, said there 
was no hope for her and that she was demoralizing to other people. She failed in 
her examinations. She had wanted to commit suicide. 

On admission she was embarrassed and depressed; she gave brief answers, 
with much hesitation. She said she felt muddled and depressed, and that she felt 
she had defrauded the institution which paid for her scholarship. She made a 
feeble attempt at suicide. She was in good physical health. 

She gradually became more active, and insisted on writing letters of confession 
and atonement to various people whom she declared she had wronged ; the offences 
were all very trivial and remote actually. She was still depressed, but less agitated 
by October and said she was less muddled. At times she was irritable and would 
say, ‘‘ Go away or I'll hit you ”. She became rather argumentative about various 
moral scruples. In December she asked to be put in a room by herself and to be 
allowed to go without food. The depression largely cleared up during the next 
six months, but she remained very scrupulous and argumentative on these points. 
She was induced to do various kinds of work and became less concerned about the 
moral implications of her behaviour. She was discharged from hospital on 
November 9, 1929. 

She then worked in the house of a doctor; she thought less about herself 
and morality, but was still disinclined to start studying again. She made amatory 
advances to one of the male physicians of the hospital and wrote him frequent 
letters. She changed her religion and became difhcult to live with. 

' She refused to work, and said God would provide for her. By November, 
1931, she had become depressed and frightened again; and was admitted as a 
voluntary patient to a mental hospital, where she remained for over two years. 
During her stay she was scrupulous, depressed, self-examining, uncompromising 
and amatory in an impulsive verbal way. She improved, and after leaving went 
as housekeeper to a Barnardo’s Home. She has since tried five jobs—as cashier, 
waitress, nurse-housemaid—but throws them up or is dismissed for rudeness, the 
result of some moral principle she is upholding. Her aspirations are towards 
social work. She is tidy and pleasant in casual interviews and there is no evidence 
of schizophrenic thought-disorder ; her moral rigidity and scruples persist, but 
without self-reproach. 


CASE 39.—G. M—, a married woman, et. 30, was admitted on June 25, 1928, 
because she felt depressed and had swallowed some poison. 

Her mother was living, xt. 55, healthy and cheerful. Her father, et. 74, had 
eight years before had a breakdown—agitation, forgetfulness, inability to work. 
He had not completely recovered. The patient is the daughter of his second 
marriage. She is the third of seven children, two brothers and five sisters. Three 
of the sisters died of pulmonary tuberculosis. After leaving school at the age of 
13, having twice had to do the same class over again, she worked as housemaid, 
and later as waitress in numerous places until she married. After marriage she 
went to Canada with her husband, but they soon returned to England and she went 
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back to work after about six months’ idleness. Sixteen months before admission 
she met with an accident in which she fell and broke nine ribs. She was in hospital 
for eight weeks and two months in bed at home; except for one brief unsuccessful 
attempt at work she remained at home from then on. She married her husband a 
week after they first met; a baby was born three months before admission to 
hospital. She had a miscarriage three years before, when two months pregnant. 
She was even-tempered, sociable and cheerful, but occasionally depressed. In 
April, 1928, after returning home from the place in which she had been confined, 
she had difficulty in sleeping. She worried about taking the baby off the breast ; 
she could not get on with her work; ‘‘gotin a muddle”. The first symptoms of 
pain and sleeplessness had been noticed a fortnight after the baby’s birth. She was 
troubled also by spots moving in front of her eyes. She began to think of doing 
away with herself, became more depressed and, after writing her husband three 
letters, she took camphorated chloroform and twenty tablets of aspirin. She 
then walked about with the baby and was discovered by her sister, who caused 
her to be taken to hospital. 

On admission to hospital she was pleasant, quiet, subdued, frequently breaking 
into tears, especially when her baby was mentioned. She answered questions to 
the point, speaking frequently of the spots in front of her eyes and of her sleepless- 
ness. She said that everything seemed different, that she had a dead feeling, that 
she felt depressed, that she did not feel that she would get well, and that she felt 
done for in the mornings, but that she no longer had any intention of harming 
herself—‘‘ I mean never to take any more stuff”. No delusions discovered, 
except, perhaps, belief that she does not sleep. Orientation good, memory fair; 
grasp of general information poor; evident inability to concentrate. Judgment 
and insight fair. 

Physical state was good. Blood-pressure 150/95. Bone-conduction better than 
air-conduction in left ear. Pain on taking deep breath; no local cause found. 

She improved, but continued to be troubled by spots in front of her eyes, and by 
a conviction that she did not sleep (which was not 1n accordance with the actual 
state of affairs). She became outwardly cheerful and was about to be discharged, 
but in August, 1928, she made a suicide pact with another patient; both took large 
quantities of aspirin, and the other woman died. She made numerous subsequent 
attempts at suicide, and was admitted to a mental hospital in January, 1930. 

She described feelings of intense depression just before her suicidal impulses. 
In the hospital she seemed happy and showed no self-reproach, but at irregular 
intervals she would become downcast and hopeless for a few days. Once she wanted 
to cut her throat. At her menstrual periods headache and depression were the 
rule. After three months of cheerfulness, tempered only by irritability, she left 
hospital apparently quite well in August, 1931. Since then she has changed her 
address, and drifted out of the knowledge of the various doctors and social workers 
who had dealings with her. 


CasE 40.—I. M—, a single woman, æt. 21, was admitted to hospital January 
22, 1929. She had previously attended the out-patient department in May, 1926, 
complaining of inability to concentrate and a feeling that the world was changed 
and unreal. The attack was then ascribed to a recent love affair. The patient 
attended on two subsequent occasions in the out-patient department; on the 
second visit she was troubled by a feeling that she must stare at people. She also 
had amenorrhea. At the last visit she seemed better, though still prone to weep. 
At the end of April, 1926, she went to a convalescent home. 

Her life had been socially unsatisfactory. Her father had died when she was 8 
months old, the patient being the only child. When she was 11 her mother married 
again. She had done well at school, then became a confectioner’s assistant and 
filled various other positions, the last having been from January, 1928, to January, 
1929, as a bookkeeper. Prior to that she had been discharged from several jobs. 
Her periods had been irregular, coming on about every two months. At the age 
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of 14 she first had coitus, since then on many occasions with many people, also 
mutual masturbation. She had commenced to masturbate at the age of 13, and 
had continued until a fortnight before admission. At the age of 12 she had had 
an illness, characterized by fever and pains’; she had also several illnesses, for which 
she was treated at the out-patients’ department, and another similar one in 1928, 
during which she felt as if she were in a dream. She had always been fond of 
company, and had been regular at church. She varied somewhat in her moods, 
sometimes very happy, again miserable. She was sensitive. Her present illness 
had begun on Christmas Eve, 1928. She found she could take no interest in 
daily atfairs, and at work she forgot things. She became depressed, and did not 
want to be left alone because she felt she might harm herself. Nothing seemed 
real; she could not concentrate; she felt it was wicked to be a nuisance to other 
people and she thought people looked at her. She cried a good deal and complained 
of headache. 

On admission she was quiet, but wept a great deal. She was very amiable and 
polite, and would smile at a jest; she seemed simple. She said her mind felt 
dazed and low-spirited. She thought that people talked about her. Apart from 
slight tremor of the hands, there were no abnormal physical findings. 

During the next four months she was worried by her “ dreadful thoughts ’’, 
and she frequently asked for an interview. She constantly said she felt she would 
never be well again, that she had lost her reason. Feelings of unreality troubled 
her. She said that her thoughts ran into one another, and she often became 
irritable. From the beginning of June she began to improve and complained of 
pains in various parts of her body; if her going out at the week-end was made 
contingent on the disappearance of these pains, they would disappear. She left 
hospitalin August. By this time she felt better, was able to take interest in things, 
her thoughts being no longer wholly occupied with herself, but she was not quite 
free from the feelings of unreality. 

A fortnight after returning home she obtained occupation. 

She continued quite well until September, 1931, when she again became depressed 
and had strong feelings of unreality. She threatened to commit suicide. The 
illness was closely similar to the previous one in 1929. She gradually improved, 
and when she went home from hospital in September, 1932, she was in a state of 
rather silly, constant mild elation. In 1933 she married a man four years vounger 
than herself. She had a baby in January, 1935, without any untoward etfects on 
her mental health. She is now again pregnant (June, 1936). She has remained 
well since she left hospital in 1932. 


CasE 41.—D. N—, an unmarried woman, et. 28, a typist, was admitted 
to hospital in December, 1928. She had previously attended the out-patient 
department for two months. 

Her mother was a highly-strung, ‘‘ nervous’’ woman. The patient had one 
brother, æt. 24, who was quite well. She had had a convulsion once when a baby. 
On leaving school she had gone as a ticket-sorter to the railway, and had been 
occupied at the head office of the company until the present time. She had had 
scarlet fever and measles in childhood. Two years before admission she had had 
a pain in her side, which she was convinced was due to appendicitis ; it took a 
long time for her doctor to persuade her to the contrary. Her periods had been 
regular ; she had pain on the first day and became depressed just before the onset. 
She had been “going out’’ with a young man for eight years. She had been fond of 
him until the last four or five months, when she had felt rather antagonistic towards 
him. There had been mutual masturbation once or twice a week for four or five 
years until four months before admission, when she had become averse to it. At 
first she had been shocked at it, but not latterly. She had also practised masturba- 
tion occasionally with fantasies of coitus. She had always been fond of company, a 
jolly, voluble, good-natured girl. She was not prone to take offence, or think 
people were talking about her. She was, however, prone to worry about trivial 
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matters. She was fastidious and orderly, and was in the habit of making sure that 
things were satisfactory, e.g., going back to try doors before going to bed. 

Her present illness had begun, in its obvious manifestations, about June, 1928, 
previously. For two or three years she had felt worried and incapable. Her 
chief at the office had a termagant wife, who came in on one occasion and loudly 
abused the patient, accusing her of “ carrying on ” with him. Subsequently this 
woman wrote an apology to the patient, who nevertheless was perturbed about the 
matter. Then in June, 1928, she found it difficult to continue with her work ; 
she became muddled, and could not remember what things she was to do. She 
stopped work and helped her mother about the house. She went for a holiday 
to the seaside, but was very lacrimose. She became worse, felt more miserable, 
and said she had ‘ something over her mind ”’. 

Her appetite fell away; she said that she feared that she would go mad. A 
fortnight before admission she had gone back to work, but had done it inefficiently, 
and gave it up on the day of admission. 

On admission she was dejected, but fairly well in touch with her surroundings ; 
she stayed quietly in bed. She spoke slowly, answering only after a pause. She 
said she was miserable ; had ruined her life; she had done wrong since July and 
would never be any better. She said she ought to be punished for having done 
wrong; she felt that people talked about her. She flushed readily. 

She became somewhat agitated, frequently asking for an interview, and would 
then repeat over and over that she wanted to be sure that she had been forgiven 
by everybody and had not to go to jail. She often said that she had been a good 
girl really, but had brought ruin on her home. She paid scarcely any heed to what 
was said to her. On February 25 she insisted on discharging herself from hospital. 

She was readmitted on March 15, 1929. During the interval she had been very 
miserable, nagging constantly at her family, asking to be reassured, and declaring 
that the police were after her, and that it should not be allowed to goon. Wherever 
she went she believed she was followed by detectives. 

On readmission she was agitated and weeping, declaring in one breath that she 
knew it was all her own fault, but that she was really a good girl, and that she was 
sure she did not deserve allthis. Her fears of imprisonment continued. She talked 
constantly about her wrongdoings, during the frequent interviews she asked for 
and about the surveillance she was subject to; she could actually point to the man 
who was spying on her. By July she had improved somewhat, though still voluble, 
and convinced that everything she said here had been repeated to the police ; she 
said that she did not bear any grudge. By August she had given up her beliefs 
that the police watched her, but was talkative and inclined to protest her innocence. 
She left hospital on September 26, apparently well. Since discharge she has returned 
to her former occupation, and has cheerfully resumed her ordinary way of life 
although the same manager was at the office, as well as the young man with whom 
she had been intimate; she ceased to bother about either of them. She became 
friendly with another man, whom she does not propose to marry because of his bad 
physical health. She has been energetic and equable; according to her mother, 
as well as herself, she sees things in proportion now, better than before her illness, 
and does not worry or get upset as she used to. 


CASE 42.—A. E. N—, a married woman, et. 42, was first admitted to hospital 
on May 28, 1923. 

From the age of 5 she lived with her grandparents, as her parents were very poor. 
Her father was an irritable man, and when she was 15 he had a mental illness, 
with agitation and moodiness, for which he was treated in a mental hospital until 
his death. She was treated for gastric ulcer in 1918, and had had attacks of pain 
since, the last in 1921. She also had headaches. Her periods were regular, but 
latterly at intervals of six weeks; she was depressed at the end of each period. 
She married at the age of 27. Her first child was stillborn; two children have 
survived. She had never made many friends, but had not been retiring. She had 
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felt easily tired for many years, and got headaches if excited. In November, 1918, 
she had suddenly become depressed, some months after the termination of treatment 
for her gastric ulcer, and everything seemed too much for her. She tried to strangle 
herself. Since then she was said by her husband to have had seven or eight attacks 
of depression at least, lasting generally three or four weeks. Her present illness 
had commenced about three weeks before. She had pain in the back of her head, 
felt miserable and feared that she would harm her children. She felt hopeless. 
On admission she was worried and had anxiety dreams. Her thyroid gland was 
enlarged on the right side; there was fine tremor of the hands. Blood-pressure 
140 mm. Hg. systolic, 90 diastolic. She improved, the depression being most 
evident in the morning. She was shaky and easily upset. She was discharged 
on August 14, 1923. 

She continued well until May, 1924, when she again felt tired and depressed 
and wanted to lie down all the time. Her thyroid gland had become larger. She did 
not improve ; she felt more listless and exhausted and was readmitted on June 24, 
1924. She had suicidal inclinations and was very miserable. She soon improved 
in hospital, but was easily upset and fatigued. She was discharged on September 
14,1924. Similarsymptoms continued during October and November, and she was 
readmitted on December 9, 1924. She improved again, but as there were signs of 
a toxic thyroid adenoma she was seen by a surgeon, who advised operation. This 
was done. She remained well after it until February, 1928. Then she had her 
remaining teeth removed, and a few weeks later she became depressed, tired and 
just as before. This continued; in May she felt pain in her abdomen and was 
again treated for gastric ulcer. She grew more dejected and thought of suicide. 
She felt it was her fault that she did not exercise her will-power and look after the 
house. She was readmitted on June 26, 1928. | 

She was then rather restless, but moderately interested in what was going on 
around her. She was worried about whether she would ever get well. She said 
she felt at times that she was one of the worst people; she was so wicked she was 
ashamed to look at her husband or children. Her thyroid gland was not enlarged, 
nor was she particularly tremulous. 

She improved again, and the only symptom at the time of her discharge on 
August 9, 1928, was indigestion. A fractional test-meal had not indicated the 
existence of a gastric ulcer. She attended the out-patient department, and by the 
beginning of October her depression and tiredness were again conspicuous symptoms ; 
she professed herself wicked, and said she wanted to go to sleep and never trouble 
any more. She had improved by January, 1929, but still felt very tired first thing 
in the morning. In February she was admitted to another hospital and a diagnosis 
of gastroptosis made. She improved with rest, diet, and spectacles that were 
prescribed for headache, and was discharged in May, 1929. 

She was able to resume her housework, thougH dilatory at it and dissatisfied. 
She pitied herself, would not exert herself to go out to visit friends, and was a rather 
slovenly but passable housekeeper. In December, 1932, she became more depressed ; 
she did not want to talk, she refused food, moaned and said she was wicked. She 
drank lysol to kill herself, and was then admitted to a mental hospital in January, 
1933. She gave a clear account of her condition and was not deeply depressed, 
though plaintive. She rapidly improved and went home early in April. She was 
then well for five months, but in October, 1933, began to sleep badly, and applied 
for admission of her own accord to the same mental hospital because she feared 
her suicidal impulses. Her indigestion still troubled her. She was improving 
when the news of her daughter’s mental illness and admission to a mental hospital 
made her dejected. The next month she heard that her husband had gone to live 
with another woman. She learnt in February, 1935, that her daughter had 
recovered, and this was followed by some improvement. She still felt, however, 
she had not the confidence in herself necessary for facing ordinary life. At the 
end of April, 1935, she left hospital for a convalescent home. Two months later 
she came up to the hospital in a hypomanic state; she was excited, over-active 
and very talkative, declaiming about her husband’s wickedness and her lawsuit 
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against him. On July 29, 1935, she was readmitted to the mental hospital in an 
excited state; she wanted to fight the nurses and made many unreasonable 
demands. She quietened down and was for the most part cheerful, with short 
phases of depression. The indigestion still troubled her. She is now (June Ir, 
1936) fairly happy, but often complains of vague bodily pains. 


CASE 43.—A. N—, a male clerk, æt. 18, was admitted to hospital on August 26, 
1929. His brother, now æt. 22, had had a nervous illness at the age of 14, had been 
very much afraid of the dark and had been sent away to a convalescent home. 
The patient’s father had died when the patient was 5 years old and he had been 
brought up by his mother, of whom he was extremely fond. Apart from biting 
his finger-nails he had not shown any neurotic traits. He had done well at 
school, had obtained a scholarship, subsequently obtaining employment as a book- 
keeper. In April, 1928, he got a better paid position, which he left in January, 
1929, in order to join his brother as a furniture-maker. The business was fairly 
successful, but in the summer, the slack period, there was a good deal of worry. 
He had had influenza many times, and severe epistaxis. He said he had never 
had any sexual experiences. He denied masturbation or nocturnal emissions. He 
denied that he ever thought of girls or was interested in them. Young boys 
laughed at him on this account and called him a “ woman hater’’. He added, 
when discussing this matter, “ I do not believe in the modern girl; any duty I 
have is towards my mother first’’. He had always kept a good deal to himself; 
his recreation was cricket; he read a lot and was thought by most people to be 
excessively serious-minded. He never learned to dance, and became annoyed when 
girls came and invited him to dance; he thought they wanted to ‘‘ take a rise out 
of him ” and that he would look ridiculous if he tried. His ambition was to have 
a business of his own, and to see the world. 

His present illness had began about four months before. For a long time he had 
felt that he did not get much pleasure out of life, and that his pleasures were not 
those of the average boy. He found in the beginning that he could not sleep so 
well, and that he felt heavier in the morning. He worried about this and imputed 
it to his concern about the business. After two months of this he was unable to 
sleep at all. Many nights he would lie tossing and thinking. His appetite fell 
off; he lost interest in things that had formerly occupied his attention ; he wanted 
only to sit and mope. He felt run down and miserable; everything was too much 
or an effort. Then he began to imagine that people were talking about him ; he 
thought they were saying he was blind or deaf or dumb. After four weeks of this 
he told his people about it and ceased to go out very often, so that he would avoid 
the annoyance. On one occasion when he went out, a girl passed him and laughed, 
saying, ‘‘ You are deaf and dumb, are you ? ” ; on another occasion he heard it 
said, ‘‘ He never talks to anybody when he sees all this, so he must be dumb ”. 
He began to anticipate it, and it seemed to “ make his nerves weak’’. He was 
obliged to give up work as he was not feeling equal to it. He had tried to resume 
work three weeks before admission. He wasirritable and moody at home and looked 
very unhappy. 

On admission he was attentive to what one said, and observant though gloomy. 
He said that he had been very moody, and miserable, that now he was going to 
“ take hold of himself, push it out of his mind ’’. He said he felt restless, and that 
it preyed on his mind to be in bed. He looked younger than his years (he had 
only started to shave four months before); he had acne vulgaris on his face ; the 
outstretched hands were tremulous. 

A fortnight after admission he had become more cheerful and more self-assured. 
He mixed little with the other patients, though agreeable enough if they addressed 
him. At no time during his stay in hospital did he express any ideas that he 
was being treated differently from anyone else, nor did his demeanour suggest any 
such ideas. He became cheerful during the last weeks of his stay, and attended 
dances, though he would not participate in them. He went out of hospital on 
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November 9, 1929. He returned immediately to business and wrote in March, 
1930, that there had been no recurrence of his symptoms, and that he was very 
well. More precise inquiry at the home in May, 1930, disclosed that he had been 
getting somewhat less cheerful. In April he had become despondent and incilned 
to sit moping in achair; he was introspective and reserved, dissatisfied with his 
surroundings and unwilling to go out among people. He denied absolutely he had 
any ideas that people talked about him or noticed him. He was seen at the hospital, 
and the closest inquiry did not reveal any ideas of reference. He was, however, 
fairly depressed both in his appearance and on his own statement. He said that 
the cause of it was business difficulties. He was desirous of going for a holidav, 
and this was arranged. On his return from his holiday he was more cheerful, but 
still reserved. 

He returned to work, and continued at the job for fifteen months; then he 
became lethargic and depressed again and gave it up. Fora fortnight he lay in bed, 
apparently exhausted. Since then he has been listless and indifferent to responsi- 
bility. He has become more sociable, but does not associate with girls at all, 
professing to despise them. Though irritable and touchy, he has had no further 
ideas of reference, as far as can be learnt. He comes readily to hospital, but is 
politely uncooperative. In 1935 he had a cold and was depressed for a few weeks 
after. He does very little work, passes his time reading, has no close friend, and 
is Now in a depressive phase, which began at the end of May, 1936. He begs to be 
left alone and sits brooding. 


CASE 44.—E.M. N—, a married woman, et. 47, was admitted on October 5, 1928. 

Her father had been a drunkard, and had had some disorder, in which he would 
twitch suddenly. Two of her sisters were jumpy and tremulous, and her brother, 
æt. 40, was a heavy drinker who, after smashing his furniture and trying to kill 
his wife, was treated in a mental hospital for six months. 

Her periods were regular until the last one, which was two weeks overdue. 
She was in domestic service until her marriage at the age of 20. Eight years 
before admission she was told at a hospital that she had consumption. Although 
this was subsequently contradicted, she worried over it, thought she would be 
parted from her children, and brooded a good deal. She slept poorly. After the 
birth of a child she felt better, but remained jumpy and easily upset. In 
December, 1926, she suddenly felt she was being choked ; she was delirious for a 
short time and thought there were brooms and brushes on her bed. She recovered 
in three weeks. She had had a discharging left ear since the age of 5. She was 
not much addicted to alcohol, drinking at the most only one or two glasses of stout 
a day. She had seven children. For the last fourteen years coitus interruptus 
had been practised, which left her unsatisfied. She had not had any sexual desire 
for months before admission. She had always felt ashamed about coitus ; she felt 
she was doing something wrong. Her husband was an epileptic. He treated her 
badly and was a drunkard. She had had to work since her marriage, and was still 
doing so when she came into hospital. She had been a sociable woman, fond of 
company, but given to worry, and pessimistic. She was very ‘‘ sympathetic ’’, 
and when her husband had a fit, she felt ‘‘an electric shock run all over her 
fingers ”’. 

Her present illness began on August 15, 1928. On the previous day she had 
visited the house of a man whom she and her husband knew and whose wife had left 
him because he had had sexual relations with the patient. This man wanted to have 
intercourse again with her; she refused and there was a scene: From that time 
she could not sleep; she fretted, and lived in dread that the man’s sister-in-law 
would come and denounce her. She was disturbed by terrifying visions as soon 
as she shut her eves, and she felt giddy. The idea came into her head to kill 
herself with gas. She did not think people talked about her, but expected her 
misbehaviour to be reported in the newspaper. She felt she would never be happy 
again. She could not eat or work. 
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On admission she was attentive and quiet, but tearful. She protested that 
she had not really done anything; ‘‘ she had not lost her honour, even if she had 
lost her reputation ’’. She spoke plainly and profusely. She had a feeling of weight 
on the top of her head. She complained of pain in her heart and pricking in her 
left breast. In spite of her assertions that she could not, she carried out the various 
tests of orientation, memory, calculation and grasp. Physical examination showed 
no noteworthy abnormality, except chronic otitis media, and systolic blood-pressure 
175 mm. Hg., diastolic go. 

She gradually became more cheerful and was troubled less by terrifying dreams. 
She complained of pain in the knees and in the small of the back. She was 
discharged ‘‘ fairly well” on March 7, 1929. Two months later she attended in the 
out-patient department, with a feeling of weight on the top of her head. She had 
become somewhat forgetful and had terrifying dreams. She gradually improved. 
Her father died in September, 1929, but that did not upset her particularly. 
She was well, except for her usual sensitiveness and tendency to look on the black 
side of things, until May, 1930, when her periods became irregular ; they stopped 
in July, 1930. She became depressed, could not get her brain clear, felt muddled, 
and again had the sensation of weight on her head. She lost interest in her children 
and home. In August she improved under treatment. 

For the last five years she has been working steadily as cook in a hotel. She 
feels tense and has a feeling of weight on her forehead, as well as pains and 
tingling in her limbs. She is uncomfortable whenever she sits still, but fairly 
happy when working. Her husband thinks her irritable and restless, though her 
acquaintances regard her as perfectly well; she is not herself aware of irritability 
but stresses her desire for activity, which is also her way of dealing with occasional 
feelings of depression. She is more composed now (June, 1936) than she was two 
years or more ago, but she has occasional attacks of headache coming on about 
2 a.m., during which she paces about and feels she wants to beat the walls ; aspirin 
gives relief. The menopause occurred in 1932; it did not upset her. 


CaSE 45.—F. N—, a draughtsman, æt. 21, was admitted to hospital on 
September 5, 1929. 

Apart from his mother, who was “ nervous ” and highly strung, there was no 
evidence of mental disorder in his family. He had had many temper tantrums 
in childhood and walked in his sleep at the age of 13. He obtained a scholarship 
and had done well at work. He had begun to masturbate at the age of 14, and 
had done so until his illness. A scoutmaster had committed pederasty with him 
on many occasions. He had become engaged to be married a year before his 
illness. He had been rather a bully, conceited and hot-tempered, according to 
his father ; he was cruel to animals. He was studious, had been industrious and 
persistent, and usually cheerful. 

His present illness had been coming on gradually for two years ; he was worried, 
thought people made fun of him, and often had headaches. He was offered 
a position in South Africa in August, 1929; he vacillated, became very worried, 
and went to his doctor to tell him that he had been masturbating. He became 
rapidly more depressed, he thought everybody knew of his masturbation and felt 
he was getting only what he deserved. He wandered away from home. He wrote 
a farewell letter, and went to throw himself under a train, but did not do so. He 
said he would never be any good. 

On admission he looked very miserable and rather dazed ; he answered questions 
promptly and to the point. He said he could not concentrate and that all his 
trouble was due to masturbation. He thought himself a worthless coward. He 
looked somewhat effeminate ; there was a horizontal upper margin to his pubic hair. 

He remained depressed and self-reproachful until November. Then he became 
rather exhilarated and convinced that he would soon be quite well. He became 
rapidly more cheerful, satisfied with himself and with his surroundings, and 
wrote dozens of letters every day. In January he complained frequently of feelings 
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of numbness and deadness in his body. He became a little less active, but was 
quarrelsome, interfering and rather overbearing with the other patients. He fell 
in love with one of the nurses in February. He quietened down, felt well and was 
able to do efficiently all that was required of him in hospital. He was discharged 
on March 13, 1930. 

He returned to work the following week and continued at it for two years. He 
was usually cheerful, but had days during which he felt depressed. His father 
considered that his character has changed for the worse, and that he was now lazy 
and very mendacious. The patient attended at the out-patient department and 
appeared, on the whole, fairly well, though with the same difficulties of personality 
as were present before his illness. Then in May, 1933, he began to find it difficult 
to concentrate. He lost confidence in himself, complained that everything seemed 
unreal, including his own body, and was profoundly depressed. He thought 
people despised him. He was readmitted to hospital on November 7, 1933, and 
remained until February 22, 1934. During this time he was intensely self-reproach- 
ful and made suicidal attempts. When last heard of he had been in a mental 
hospital for eighteen months, but was much better. 


CasE 46.—A. M. P—, a married woman, et. 42, wasadmitted from the obstetrical 
wards of a neighbouring hospital on February 15, 1929. 

There was nothing noteworthy in her family history. She was the third of 
eight children. After leaving school she worked as daily servant and laundry- 
woman, later on as housekeeper for a widower, whom she married three years ago. 
She was then 39. There was no pre-marital intercourse. One child was born a 
year after the marriage and another on February 4, 1929 (j.e., eleven days before 
admission). Occasional dyspareunia; coitus once a week; occasionally normal 
gratification. After the birth of the first child she became depressed, went off 
her food and thought the care of her baby was too much for her. After five 
weeks she was able to get up and improved rapidly. She did not suckle the baby. 
She had been miserable during the pregnancy, and had wandered away from home 
and apparently lost her memory for five days. She was always of a depressive 
turn, given to worrying and easily tired ; when she went out, however, she was 
lively enough. She varied in her mood without evident cause, and took offence 
easily ; if reasoned with she thought she was being chidden and would cry. She 
also felt for other people ; if people hurt themselves, it caused her much distress. 
She had been more cheerful before her marriage. She was particular about 
cleanliness and tidiness. 

Her present illness had first become noticeable when she discovered she was 
pregnant again. She became miserable, went off her food, said she was going to 
die ; she was sure she would not survive the confinement. She wept a lot and sat 
about. She would weep at supposed scoldings and was otherwise easily upset. 
She thought people talked about her (as indeed one woman had, until stopped by 
legal proceedings ; she was terrified of this woman ever since the incident, which 
had occurred eighteen months before). She became more miserable as the pregnancy 
went on, and after the delivery on February 4 she lay as though dead. The 
confinement was a month premature, and the baby small. She was then taken to 
hospital, where she was to have been delivered. On February 9 she became 
restless in the evening, refused to use a bedpan, and was found shaking the baby 
and hitting it on the head. Next day she said she was being strangled ; she was 
restless, and disturbed the other patients. She grew more noisy, described terri- 
fying images and would not eat. She was given morphine, hyoscine and paraldehyde 
and became quieter, but was depressed and wept a great deal. 

On admission here she was weeping copiously and doubtful if she would ever 
get better. She was worried about her baby. She answered to the point, but 
went into irrelevant details. There were no hallucinations. In orientation, 
memory and grasp of general information no defect was discovered, allowing for 
her poor intelligence and education. She was thin, pale and weak. 
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She soon became more cheerful and gained weight (she had weighed only 5 st. on 
admission). She was desirous of going home, but still despondent. She was told 
of the death of her baby which had occurred in an infirmary, and was somewhat 
more depressed for a few days, but not excessively ; she continued to work in the 
ward. Her grief having soon abated, she seemed well except for her doubts as to 
her ability to look after her household. She was discharged on April 30, 1929. 

She remained well for several months, as far as her husband could tell. Then 
she became moody and irritable and gradually became more and more difficult 
to live with, though she continued to look after her home. She was often 
depressed and at times was tempted to commit suicide. She had a great deal of 
worry from the time of her return home, on account of the illness of her stepson 
and of her own boy. She worried over the experiences of her previous breakdown. 
She could not control her temper; noise irritated her. Her head felt muddled. 
She blamed herself for some of her troubles, and circumstances for the rest. She 
had some obsessional symptoms, and was excessively tidy and conscientious. She 
attended again in the out-patient department in May, 1930. She was then beset 
by recollections of her terrifying experiences after the last confinement and was 
of the opinion that her neighbours were defaming her. (The neighbours had 
complained to the R.S.P.C.C. that she neglected her step-children.) She resented 
this behaviour, and thought her husband also was against her. She was obviously 
unhappy, tearful and muddled. She complained of headache and photophobia. 
With appropriate treatment she improved and was less worried about her home, 
her neighbours and her previous illness. 

They then moved house and she ceased attending hospital, though she would 
have liked to because she again became lacrymose and agitated ; she complained 
of constant boring pain in her head. During the last four years she has been getting 
worse. Her temper is violent; she often goes away from home on the impulse of the 
moment. She has threatened suicide. She makes false accusations against her 
husband, and says the children slander her. She is erratic; spells of great but 
ill-ordered activity are followed by phases of sluggish depression. She will talk 
about her moods and impulses with naive, smiling detachment. 


CasE 47.—E. P—, xt. 31, a married woman, was admitted to hospital on 
November 30, 1928. 

Her mother had been a quick-tempered woman, who occasionally got 
depressed. Her brother had been admitted to a mental hospital in 1927 at 
the age of 27. He was then depressed, with self-reproach about masturbation. 
He believed people talked about him and had vague bodily sensations. He talked 
of noises in his head. He gained weight steadily from the time of his admission. 
He attempted suicide, driven to it by the Devil’s voice. He struck attitudes, 
and during the subsequent three years became a definite paranoid schizophrenic. 
He had many hypochondriaca! delusions, thought he was rotting, and was not his 
natural self, and said that there were quavering, barking noises in his head. A 
maternal cousin of the patient committed suicide. 

The patient did poorly at school. She walked in her sleep twice in early child- 
hood. She learnt dressmaking, and later worked in a warehouse for four years. 
Then she lived at home until her marriage in August, 1925. Her husband used a 
condom during the first year of marriage, and then practised coitus interruptus, 
which left her unsatisfied. Masturbation from 14 to 16, and occasionally since. 
She was fond of company, rather quick-tempered and would sulk. Sensitive, 
especially in company, she would fancy everybody was looking at her; for similar 
reasons she preferred going on the top of trams. Her mood varied, according to 
circumstances ; she was at times very cheerful. She was given to daydreaming, 
and was rather timid. She became pregnant in April, 1928. She did not realize 
it, but noticed herself getting bigger in May. In August she had pains, but no 
vomiting. From May onwards she felt ‘‘ nervous ’’ and “stifled ’’; something 
seemed to rise up into her throat. She was delivered of twins, seven months’ 
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babies, in an easy confinement, on November 15, 1928. She suckled the babies 
only occasionally. 

During the pregnancy, from August onwards, she wept and felt so heavy that 
she could not stand up. She felt a stifling sensation a few days before her con- 
finement ; the next morning she felt as if her legs were lumps of lead, her feet 
did not seem human, she could not bend them, and her stomach felt a dead weight. 
The skin felt drawn up on her feet and her toes were like claws. These feelings 
persisted. During labour she clutched her throat and complained of choking 
feelings. After it she complained of pains in various parts and of feeling that she 
was dead from the waist down. She was sure she would die. She described 
vague visions and sounds. She wept a great deal; she was not restless, and she 
talked to people, making appropriate answers, but seeming preoccupied. After 
a fortnight she was transferred to this hospital. 

On admission she was depressed, weeping occasionally and saying that she was 
wicked—she must be punished—many signs proved it; she was dying; she was 
making the other patients ill. She was in touch with whatever went on round 
her, but compared and referred it to her own behaviour ; she spoke connectedly and 
answered questions to the point. She was convinced that her twins should have 
been born in August, and that by preventing this she had stifled them ; they and 
she had bird’s claws for hands and feet, because she had been cruel to some canaries 
in August. She heard voices saying, ‘‘ Take the lid off’’ and the sound of babies 
crying. Things looked different, darker and foggier than usual. Apart from 
flushing, foetid breath, furred tongue and pyorrhoea alveolaris there were no 
abnormal physical signs. 

She became more agitated, insisted that she was responsible for all the trouble 
and illness in the world and that God was punishing her and wanted her to die. 
She said all her inside was changed. She continually said she must go home. In 
February she became more composed, though still convinced that she did harm to 
the other patients. This continued during March. In April she ceased to express 
any such beliefs, but was rather despondent ; and on April 14, 1929, she applied 
for her discharge from hospital. 

Within a fortnight of returning home she was doing all her own housework, 
and apart from occasional quarrels with the neighbours she has been much the 
same as before her illness, fairly cheerful, but shy and sensitive. In her husband's 
and her own opinion she has been quite well; she looks after her home and her 
surviving child, has many interests and has had good physical health, though her 
menstruation has been irregular and the intervals shorter than before her illness. 
She dislikes any reminder of her illness. There has been no further pregnancy. 


Case 48.—D. D. P—, an unmarried woman, æt. 23, was admitted to hospital 
on February 8, 1929. 

Her father, an excitable, quick-tempered man of a worrying disposition, had 
become depressed in July, 1927, at the age of 64; he believed his bowels were 
stopped up, and that he could not pass urine. He refused food, saying it was 
poisoned. He ascribed his symptoms to having inhaled Friar’s balsam. He could 
not concentrate. He picked his skin until he had sores. He died in a mental 
hospital three months later. The patient’s mother was “‘ nervous ”, given to 
worrying, her sister and brother were healthy. | 

She had worked in the same firm for nine years, i.e., since leaving school, as a 
machinist. She had been rather a quiet girl, but liked having some fun; she 
never went to the pictures or to the theatre, but with other girls she was lively. 
She was easily upset by unkind remarks. Her periods had been irregular; she 
had pain on the first day and headache. In July, 1928, she had intercourse on two 
occasions with a sailor with whom she wasin love. She missed a period, and took 
some washing soda by the mouth to bring her period on, as the sailor advised her. 
Her lover meanwhile had sailed away. She said she had had no other sexual 
experiences. 
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A week after intercourse had occurred she had began to worry lest she should 
become pregnant. On missing her period she became more upset and could not 
sleep ; she did not want to speak to anybody, and felt she did not know what she 
was doing. She was in the infirmary for three weeks in August, 1928; then stayed 
at home until October, when she had a miscarriage ; she was taken to the infirmary 
again and her uterus curetted. After twelve days she was discharged, very 
miserable. She sat about at home, could not work and did not eat enough. Her 
eves felt fixed ; she was tired but could not sleep. She could not think properly. 
She felt afraid she might get like her father. 

On admission she was glum, sat picking her fingers and preoccupied. She was 
deadly serious in expression ; she did not weep. She spoke softly, in few words 
with deliberation ; there was no reiteration. She said she did not think she had 
slept for months. She felt restless ; she could not think at all; her mind was muddled 
up. “ She had done wrong, she knew; she would never get well; it was due to 
the washing soda that she had got like this ; she did not want to live’’. She had 
an acneiform rash on her face; her abdominal wall was held rigid and distended. 

She lay in bed, saying she was just the same, during the next three months ; 
occasionally she shed tears and wished she could die. She refused food at times, 
saying she felt it was choking her. She still had a peculiar feeling in her head 
which she put down to the soda. She struck up an intimacy with another patient 
(C. W—, Case 59), and was very affectionate towards her. By June she had become 
less depressed in appearance, occasionally smiling a little, but convinced that the 
soda had done irremediable damage. Her manner was considered by the nurses 
and some doctors to be sullen and evasive, but this was not shown in her attitude 
towards other doctors or her fellow patients. She continued to improve, and was 
discharged on August 6, 1929. 

Three weeks later she returned to work and had only mild spells of depression, 
which passed off in a few hours. Apart from this and occasional irritability she 
was well. She had few friends, but was on good terms with her workmates. Then 
in March, 1932, she married the sailor by whom she had become pregnant in 1928, 
and with whom she had corresponded in the meanwhile. She has been quite 
happy since and has a baby, born in 1933; she breast-fed it for nearly twelve 
months and looks after it well. She is well-disposed towards the hospital, but is 
confident that she needs no further treatment of any kind. 


CasE 49.—M. R—, a single woman, et. 34, was admitted to hospital on March 5,- 
1929. 

A paternal uncle had died in a mental hospital; her father had been fidgety 
in his old age; a sister had an attack of “ religious mania ’’, which lasted two years 
and from which she recovered. 

The patient, after leaving school, did shorthand-typing in various places, leav- 
ing most of her jobs, because she became worried about the work, or did not feel 
equal to the responsibilities. Her periods had been regular; she had slight pain 
during them, and felt tired. She had masturbated since the age of 8 on rare 
occasions. She had very strong attachments to women, but had been a “man- 
hater’’. She was an active, gay person, a clever amateur actress. She had many 
friends and acquaintances. In her sister’s opinion she was selfish. At the age of 
11, while studying for a scholarship, money was missing from her classroom ; 
suspicion rested on her, though unjustly. She had a mental illness then, lasting 
two years, during which she imagined that there was dirt everywhere. At the 
age of 22 she had to give up a position of responsibility, feeling unable to do the 
work ; she thought then that she was wicked, and was ill for six months. 

Her present illness had begun a fortnight before Christmas, 1928; she felt run 
down. A month later her mother died. The patient became depressed and would 
stay in bed until mid-day. She felt she was inefficient at her work, and thought 
there was friction between her and the only male clerk in the office. She said that 
this man was wicked and had “ messed her job up”’ at the office. She said 
everything was dirty and wanted to commit suicide. 
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On admission she was undecided and restless, moving about in her chair, 
twisting her ring up and down her finger, moistening her lips; it was difficult to 
usher her out of her room; she put her hand on the chair and lingered. She spoke 
slowly and haltingly, mostly getting her words out as one was leaving her. She 
sometimes answered beside the point, speaking only of her shortcomings. 

She said she had deceived the family, the hospital and everybody, and that she 
distressed the other patients. Her physical condition was on the whole good. 

She continued intermittently agitated, declaring that she was a fraud and that 
she had no money ; she wanted to know if she was to be sent to prison. She main- 
tained that she was only a fraud in the hospital; she was not genuine. By June she 
was getting up in the evening and looking less depressed. She often made applica- 
tion to leave hospital, but readily withdrew it. In August she still asserted that she 
was a fraud and wicked, but she said it with a smile and looked fairly cheerful. 
During August and September she looked well and behaved normally, but insisted 
that she had led a life of folly. She struck up an intimacy with another patient 
who was known to be homosexual, and this led to her leaving hospital on October 2, 
1929. She was then slightly elated. 

On leaving hospital she wrote a number of exuberant captious letters to the 
doctor who had treated her during the last part of her stay. She returned to work 
and was able to do it well. She got tired easily, however, and was easily upset ; 
she resented inquiries from the hospital. She continued working until March, 
1935, with only one change of job. She attended shorthand classes, out of an 
excessive conscientiousness. She could not keep on good terms with her sister, 
but was strongly attached to the homosexual patient whom she met in hospital. 
Her personality had changed a little since her illness in that she had become rather 
more selfish and inconsiderate, her activity was excessive and ill-judged, and she 
was more impatient than tormerly. Then in March, 1935, she became listless 
and weary, but refused to admit she was ill. After six weeks’ holiday she returned 
to work, although she was losing weight and was obviously ill. She became 
forgetful and abstracted. In August, 1935, it was arranged for her to go to the 
seaside ; she was very weak by this time, and after two days of partial conscious- 
ness there, she died of what the doctor considered a cerebral hemorrhage. 


CASE 50.—S. J. R—, a married woman, æt. 33, was admitted to hospital on 
October 19, 1928. 

There was no one with nervous or mental disorder in her family. She was 
backward at school ; then she worked for a goldbeater until her mother died. Apart 
from tonsillitis she had had no illness. Her periods were not regular, the intervals 
varying between five and six weeks. During 1928 she had had only three periods, 
in April, August and October. She married at the age of 25 and had two children, 
the younger nine months old. She had coitus interruptus once a week, with normal 
gratification as a rule, until the birth of her baby. She had had less desire lately. 
Her last pregnancy had been accidental, in spite of contraceptive precautions. 
She was a tidy, conscientious woman, fond of company and entertainments. She 
was “‘sensitive’’ in the way of “feeling for others ”, but not particularly thin- 
skinned before she became ill. 

Her illness began a month after her baby’s birth. She felt she could not do 
her work properly and that she was neglecting her children. She weaned the baby, 
and then felt as though it did not belong to her. She gradually became depressed, 
wept and moped. She could not fix her mind on things. She became untidy and 
worried about it; said she lived in dirt and ate dirt. She showed animosity 
towards the baby. She thought people stared at her and talked about her; her 
appetite fell off, she slept badly and felt she was wicked. 

She was fairly calm but tearful, and kept rubbing her hands together. She 
was reticent and tried to evade some questions about her attitude to her baby 
and masturbation. She sometimes waited two or three minutes before answering. 
She said she felt very downhearted and unable to rest. She did not blame herself 
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particularly, unless for coming into hospital. There were a few hairs on her chin ; 
a soft systolic murmur in the pulmonary area (hemic) and a spastic colon were the 
only other noteworthy physical findings. She improved rapidly, and was discharged 
on December 21, 1928. 

She remained quite well until October, 1932, when, about the time when she 
moved into a new house, she became depressed and felt unequal to her work. She 
slept badly, ate little, and became as she had been in the earlier attack. Out-patient 
treatment proved insufficient, and she was readmitted to hospital on May 23, 1933. 
She gradually improved and left hospital August 15, 1933. She was then recorded 
as very well, entirely freefromsymptoms. Her family, however, have subsequently 
reported her as having been still somewhat depressed and anxious when she went 
home, and it was not until another eighteen months had passed that she seemed 
to them to become perfectly well again. She has been active and cheerful now 
(June, 1936) for a year, though her mood is apt to swing slightly towards depression 
and irritability, especially at her menstrual periods. 


CASE 51.—E. R—, a married woman, 2t. 33, was admitted to hospital on October 
Q, 1928. 

Her mother, who had always been alcoholic, suspicious and quarrelsome, was 
sent to a mental hospital at the age of 71, and died there three years later. Her 
brother was ‘“‘ highly strung ”, sensitive and given to drinking, as were her two 
other brothers. A sister had been in a hospital for the mentally defective since 
childhood. 

At school she had been afraid of her teachers. She learnt dressmaking and was 
with the same firm until her marriage. Her periods had been regular until the 
last three months, when she began to have a slight loss for a fortnight before each 
period. She had received no sexual instruction from her parents, who were very 
prim. She married at 19; she was seven months pregnant at the time of her 
marriage. She masturbated during her husband's absence at the war; she con- 
sidered it harmful and productive of madness through wasting of the brain. She 
had always been self-conscious ; did not like to get into a crowded bus; she was 
quick to take offence. ‘‘ I’ve been very self-conscious ; in a crowded room I always 
felt I was the lowest there.” She was terrified of superiors. In cheerful company, 
which she liked, she became lively, but at other times was often depressed and 
irritable. She was jealous and quarrelsome. In November, 1927, a neighbour 
had abused and insulted her ; she became very frightened of this woman and had to 
go to bed ; she wept and was agitated and upset if she heard this neighbour moving 
about ; she got over it in a month and was again on friendly terms with the woman 
until a fortnight before admission. She occasionally complained of headache 
however. 

Five weeks before her admission to hospital she began to feel depressed. The 
woman next door seemed to be against her; there was tapping on the walls, which 
she supposed was meant to annoy her. She became more worked-up about this 
and more terrified about what the neighbour would say to her; she would not 
even go out into her garden for fear of an encounter with possible objurgation from 
the neighbour. 

On admission she was quiet, slightly suspicious, depressed and often weeping. 
She said she was disgusted with herself and that she felt she must be the lowest, 
most degraded woman in the hospital. She felt so upset about her abusive 
neighbour that sometimes ‘‘ I get so I can’t do anything ’’, she said, and she could 
not concentrate. There was a fine tremor of her fingers ; she had a mitral systolic 
murmur, without evidence of cardiac inefficiency. 

She soon became desirous of going home, but was still easily put out, weeping 
over trivial happenings. She insisted on leaving hospital on November 10, 1928. 

She applied for readmission ten days later, very tearful and depressed and com- 
plaining of peculiar feelings in her head. It was not possible to readmit her. By 
the following April she had lost her apprehensive attitude, but had pains in various 
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parts of her body and was depressed and easily exhausted. These symptoms 
continued. 

When seen again eighteen months later she was talkative and discontented ; 
she felt lonely, she had nothing in common with her neighbours, though she did 
not quarrel with them, and she was disposed to think people were unfriendly and 
gossiped about her. She had at the back of her mind a fear that she would go 
mad at the change of life. She complained of pains in the head, for which she 
attended a psychiatric clinic. The doctor there advised her to have another baby, 
and a child was born in May, 1931. All the above symptoms, which had been 
present from the time of her leaving the hospital, did not prevent her from doing 
her housework and living an outwardly normal life, even during her pregnancy, 
though at times she felt muddled and thought her eyes were at fault. Since the 
confinement this muddled feeling has come over her for a few hours when she was 
tired or just about to have a menstrual period. She has not been depressed during 
the last four years, but is energetic and vivacious in an excitable, rather irritable 
way. She still has few friends, but is not morbidly suspicious. She has not yet 
reached the menopause. 


CASE 52.—M. S—,a single girl, æt. 20, a typist, was admitted to hospital on 
March 5, 1928. She had been born in Russia, and had lived there until three years 
after her father’s death. 

Her maternal uncle was said to be neurasthenic, and also her maternal grand- 
mother. Her brother, xt. 24, had had an illness diagnosed as “ conversion 
hysteria ’’. 

The patient was at school until she was 17, and did well. She had no illness, 
but eczema, which cleared up. She went out little and was shy and reserved. She 
had been thought to be strange in her manner for two months. She had been told 
that she was too fat ; in consequence she starved herself. Her worry also centred 
about the cessation of her periods; this she thought might be due to her having 
become pregnant; actually she had not had any sexual intercourse, but only some 
manipulation by a man in her office. On February 27 she was unable to do her 
work, and when her brother was sent for he found her staring at papers, and unable 
to talk clearly, saying only that she must have done something wrong. She was 
restless in an aimless way. 

On admission she seemed confused, slow and dull. She was afraid that she 
was going to be hanged, and said that the people in the street outside had no 
souls, they were only machines. She did not want to eat her food, saving that it 
belonged to others and that they would*have to go without. She held herself 
rather stiffly, but not in any set posture. She was in good physical health. She 
was examined by a gynecologist, who found the uterus to be infantile in size ; there 
was no question of pregnancy. 

She remained puzzled, self-reproachful, and disposed to hold herself responsible 
for all the happenings of the ward. On one or two occasions she was incontinent 
of urine. She declared that she was leaving fluff about which made the other 
patients husky and that it was selfish, taking everything and giving nothing. 
Nothing availed to alter this opinion. She said, however, that her earlier belief 
that she had been pregnant was just imagination. She was examined by a rhino- 
logist, who thought there might be maxillary sinusitis. In July a puncture of the 
antra was made; no pus was found. 

She was still restless and puzzled, giving brief and hesitating answers. She 
seemed afraid, and would flinch and shrink if anyone made any movement near 
her. She fingered her lower lip constantly. In December and January she seemed 
to become a little less timid and constrained, and would smile slightly at a joke. 
In February she had improved further, wrote letters home and talked Russian 
with another patient, a Latvian. She still, however, thought that through her 
eating, other patients were harmed, and she still talked slowly. Towards the end 
of March she got up every day and worked at various tasks, and then improved 
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steadily, and was discharged on June 1, 1929. By this time she was shy, well in 
touch with her surroundings, but in the opinion of her relatives still a little childish. 
She went to Finland to stay with relatives after her discharge from hospital. 
She seemed to them a little naive and distrait, but otherwise recovered. On her 
return to England, in July, 1930, she was seen again; she was cheerful and alert, 
anxious to find employment, and much less shy than formerly. She has continued 
perfectly well, and has trained as a nurse in a London teaching hospital. 


CASE 53.—B. S—, a married woman, æt. 31, was admitted to hospital from a 
town in Suffolk on December 18, 1928. 

In her family the only person with nervous or mental disorder was a brother, 
who had been a patient in a mental hospital. She had an uneventful childhood 
in the village, and until her marriage at the age of 24 she worked at a knitting- 
machine at home. She had three children, of whom the youngest was 7 months 
old. She had got on well with her husband until December, 1927, when they 
quarrelled and she took steps towards obtaining a separation. She had been 
energetic, quiet, with few friends, and was devoted to her home. 

After her mother’s death, in September, 1928, she began to sleep badly, she was 
depressed and would sit and stare before her. She would not answer when spoken 
to. She neglected her housework and worried about her children; she became 
unfriendly again towards her husband. She was most depressed in the mornings. 
She said she was tired of life. 

On admission she was pensive, and dejected ; she would stand irresolute if a 
nurse told her to go to the washroom or elsewhere. She paused a long while before 
answering questions, and then spoke in a soft voice, almost inaudibly. She spoke 
plainly and to the point; some of her sentences came out with a rush. She said 
she felt puzzled and low-spirited; she had imagined people were shooting her, 
dragging her in different directions ; she had been too sensitive, too quick to take 
notice of what her husband said. She found it hard to think at times. She said 
she had felt depressed all the time she was pregnant with her last baby. She would 
sometimes wake up, feeling as though she were being choked. She was found to be 
in good physical health. 

She improved, becoming less muddled and undecided, but still somewhat 
puzzled and occasionally bursting into tears when she thought of her children. 
She became more active; occasionally she got up at night and lingered in the 
lavatory. At the end of February she was found there one morning with a 
rope tied tightly round her neck. She said she wanted to die; that she had been 
away from her children so long that she felt they must be dead. She said several 
times, ‘‘I can’t explain; I can’t see anything. I don’t know what I'm talking 
about ”. She was taken home by her husband, against advice, on February 27th, 
1929. She rapidly improved at home, and by the end of five weeks she was leading 
her ordinary life again and seemed quite well. As she lives in Suffolk it has not 
been possible to see her, but when last heard of she was well. 


CasE 54.—G. S—, a married woman, xt. 27, was admitted to hospital on 
January 23, 1929. 

As far as can be ascertained her family was quite healthy. She was one of two 
children. She had worked as a shorthand-typist until her marriage in September, 
1928. Her periods had been regular, with pain on the first day, but no other changes. 
Her last period had been three months before admission. Her husband was five 
years older than herself. There had been coitus some days after marriage, but 
not since the return from the honeymoon early in October. She had been cheerful, 
a member of girls’ clubs, and fond of company. She was serious and somewhat 
old-fashioned. She disapproved of the way modern people carried on; she 
considered herself high-principled. 

Three days after her return from the honeymoon, during which she had appeared 
quite well, she said she could not do her work and that she felt tired. She went to 
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a nursing home for a week later on in the month, and at that time said that she 
was wicked. She was taken home and had a “ poisoned foot”. After a few days 
she was admitted to another hospital, but did notimprove. She had become unable 
to lay the tea-table without mistakes, and she complained that she did everything 
mechanically. From the beginning of the illness she said that she was muddled and 
confused, and that she found difficulty in concentrating. Since the illness had 
begun (October 9, 1928) there had been only one period (October 17). She was not 
pregnant. 

On admission she would not stay in bed ; she picked at her fingers, and looked 
dejected. She constantly asked questions of the nurses, and of the physician ; 
her replies to questions were in accordance with her preoccupations and did not 
bear any relation to the questions asked. She talked on and on rapidly, declaring 
that she had said things she should not have said. She said that she was not 
really ill, but that her people had thought so, because of what she had said about 
herself. She said that everything was wrong, and she often answered in a pettish, 
querulous way; e.g., asked what she meant, she replied, ‘‘ What I say ’’. She 
thought she was wicked and that something terrible had happened. She could 
give no definite account of this. She would not attempt many tests, e.g., asked 
to subtract 7’s from Ioo she replied “I cannot, I have not concentrated for a long 
time ’’. There was a slight moustache on the upper lip; her blood-pressure was 
95 mm. Hg. systolic, 30 mm. diastolic; her tongue was furred, and there was a 
healing sore on the left foot. Her agitation became a little greater, and she 
declared, ‘‘ It cannot go on ’’; thought she had ruined her life and that her inside 
was stopped up. She talked ina stilted way. When given somnifen she protested, 
saying that these were drugs which would damage her irreparably. She improved 
by the end of March, and said that she could not understand why she had been so 
foolish as to‘want to leave hospital; she added that during the past few weeks she 
must have been daft. She soon became worse again, however, repeating her 
previous statements about her inside and her weaknees. She was sure she would 
never be pardoned. She was examined by a gynecologist (on account of the 
amenorrhcea), who found the pelvis normal. She often got out of bed in her agita- 
tion, wringing her hands and saying it was too late, that everyone thought she was 
a wicked woman, that she did not know what to do, and that there was no hope 
for her. She would repeat such phrases as ‘‘I did not do it’’ scores of times. 
She took no notice of expostulations or reassurance. She continued much in this 
state, with slight improvement in July and August, during the remainder of her 
stay in hospital, from which she was discharged on October 29, 1929. She was 
transferred immediately on leaving here to a mental hospital, at which she has 
since remained, with occasional improvement ; for example, in June, 1930, she was 
going to the hospital dances and enjoying them, but for the most part she has 
continued restless or apathetic and childish, with a growing proneness to outbursts 
of anger and to retention of urine and fæces. Menstruation began again in 1931. 
She is now careless about cleanliness, and does not talk, though she seems quite 
aware of everything going on around her. She has pulmonary tuberculosis. 


CASE 55.—R. S—, a steel-works owner, xt. 37, was admitted to hospital on 
July 7, 1928. 

One of his sisters, now xt. 33, had had a severe attack of depression; after the 
death of her child she was in a mental hospital for six months. The patient was 
often ailing as a child; he twice walked in his sleep. At school he was captain of 
the cricket team, and played many games well; he left at the age of 18, and worked 
at first as a bank clerk for six months and then spent two to three years idle, filling 
in his time with motor-cycling. In 1914 he had a “ nervous breakdown ”’, which 
lasted twelve months. On his recovery he enlisted and fought in France, where 
he was wounded. He was demobilized in 1919 and bought a motor-cycle business, 
which failed in 1923. He then became depressed and unable to work and was 
idle until March, 1926. He next went into his present business, which had not 
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been going very well since the coal strike. He had not been intemperate as to 
alcohol. He had masturbated from the age of 15, married at the age of 26, and had 
one child, aged 9, who was rather ‘“‘ nervous’’. Coitus interruptus occurred with 
normal gratification once a week, but not since September, 1927; he lost desire. 
He was a good-tempered, lively man, of even temperament when well, fond of out- 
door sports. Since 1914 he had had a horror of trains; this had not troubled him 
during the war, but for the last ten years it had been unpleasant and prevented 
him from going in the inside of any vehicles ; if he went in the underground trains 
he would sweat and feel shut in. 

His present illness had begun about October, 1927, when he began to feel that 
his work was a great strain. He worried unduly, and after an attack of influenza 
at Christmas he felt depressed and disinclined to go out. He wanted to stay in 
bed all day. This continued. In February, 1928, he felt that his stomach turned 
over, and he entered a nursing home, where he was treated with vegetarian diet 
and baths for five months. He did not improve to any extent; he felt his condition 
was hopeless, and could not take an interest in what was going on about him. 

On admission, he was quiet and well in touch with his surroundings, his manner 
depressed, though he would smile appropriately. He was somewhat preoccupied ; 
at times he did not show emotion or even inflexion in his voice. He was clear and 
coherent in his answers. His thoughts troubled him; he felt that his food wedged 
inside him; he would have to go to an asylum; life was not worth living. His 
thoughts were out of his control ; he felt that he could not apply his mind to what 
was set him; he could not keep still. He was able to do all the tasks correctly 
and quickly. 

Apart from tremor of the outstretched hands, slight general limitation of both 
fields of vision, and enlarged glands in the posterior triangle of his neck, there were 
no abnormal physical findings. Attempts were made from the beginning to get 
him to do small tasks about the ward and to interest him in leather work, etc., 
but unavailingly. He continued to complain of weakness and hopelessness. He 
worried a good deal about the working of his bowels. He was transferred to 
another hospital, from which he was discharged as recovered in June, 1929. After 
some months, however, he became depressed again and complained of pains in his 
head. He committed suicide by hanging in September, 1930. 


CasE 56.—E. T—, a single girl, et. 22, was admitted to hospital on September 
II, 1928. 

Her mother was very “nervous ’’, jumped at the slightest noise, and was 
fidgety. Hersisterwasmuchthesame. The patient and her sister have quarrelled 
since they were little girls. 

She was rather a solitary child at school, fond of reading. She worked as 
a typist, having held her last position for a year, and giving up work eight 
days before admission. She had whooping-cough and impetigo in childhood. 
At the age of 18 she had an illness in which she imagined she had a growth 
in her side; she was depressed about this. She got rid of the idea and became 
quite well again after a month. In 1927, when she was 21, she found her work 
ditticult and became depressed, particularly about getting married. She said she 
wanted to die. She kept on at her work, and in six months she recovered com- 
pletely, and remained well. Her periods had been regular; she had pain at the 
beginning and felt depressed. In November, 1926, she became engaged ; the young 
man wanted to have intercourse, but she refused, and it was about this time that 
she had her attack of depression. Mutual masturbation took place from the 
beginning of 1927, about once a week, until April, 1928. She had left home and 
gone to live with a friend. In June, as she had not seen her fiancé for some time, 
she went to Portsmouth to see him, and discovered there that he was associating 
with another woman ; he told her that he did not want to have anything more to 
do with her. She was very upset. She had few friends and had spent most of her 
time at home. She was rather religious, seldom cheerful, and inclined always to 
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look on the black side of things. She was reserved and sensitive, given to brooding 
over any troubles she might have. 

Her present illness began after her visit to Portsmouth to see her fiancé. 
After a scene with him she fainted at the railway station, having eaten nothing for 
about twelve hours. She recovered after a minute or two, went home and went 
to bed. She did not want to talk or eat ; she was very miserable. She improved 
slightly, went back to work after a fortnight, but still felt hopeless. She continued 
to work until eight days before admission and was able to do it allright; she cried 
a lot and said she felt awful. Ten days before admission she tied a string round her 
neck with suicidal intention. 

On admission she was very miserable and apprehensive in appearance ; she wept. 
She lingered after an interview was over, asking repeatedly whether she would 
recover. At times she would smile, though without mirth. She said she felt 
sure she would never get well, and that she should have made more effort, which 
would have prevented her getting into such a state. She could not think properly, 
and felt as though she were going mad. She thought she was a peculiar case. Her 
physical health was good, her skin codrse, dull and sallow. 

She seemed a little better after admission, smiling occasionally, wanting to get 
up and do a little simple leather-work. She slept well, ate fairly well, and did 
not weep, though she still felt sure that she would not recover. She clamoured to 
go home and said frequently that she would never get better. She swallowed a 
nail which she saw about, and hoped that it would kill her; she also secreted a 
pair of scissors in her clothing. She became convinced that she had done herself 
irreparable harm by swallowing the nail. She was uniformly depressed in appear- 
ance, with furrowed forehead. She would occasionally give a forlorn smile. She 
did little jobs about the ward. On November 21, 1928, she insisted on leaving 
hospital and was taken home by her family, though still very depressed. From 
there she wrote constant letters to her former fiancé, to which he gave no answer. 
Some days she seemed more cheerful, on others she would lie in bed and weep 
and brood; she became more bewildered, and unable to give her mind to any 
task. She constantly threatened to take her life. Her family came to disregard 
such talk. She then said that she was afraid she would go mad. She was quite 
unconcerned one morning in February, 1929, when the water-pipes burst, the house 
was deluged and the ceiling fellin, but she seemed worse subsequently, and worried 
about ‘‘all this water’’. She slept badly. In March, 1929, she unexpectedly 
became more cheerful and said that God had given her strength to end it all, slept 
soundly that night, ate a good dinner next day, and committed suicide a few hours 
after by putting her head in a gas oven. 


CasE 57.—M. T—, a milliner, æt. 15, was admitted to hospital on December 4, 
1928. 

No history of mental illness in her family was obtained, but it is stated that her 
mother was a prostitute ; her father died in the war. 

The patient was adopted by a foster-mother at 3 years. This woman had a 
family of her own, with whom the patient was brought up. She had two brothers 
and a sister, whom she seldom saw. She had been treated well; she knew she was 
an adopted child. 

She had been a fairly good scholar, good at games. She had been frightened 
when her periods started at 13. Lately she had worried over any slight irregularity, 
and thought it must be due to masturbation. Her foster-brother had had sexual 
relations with her for a year before admission. He also taught her to masturbate. 
She had been a cheerful, good-tempered girl, moderately sensitive, fond of company. 

Her present illness had begun in September, 1928, when she began to have a 
whitish vaginal discharge. She began to think she gave off an unpleasant smell. 
She became unable to do her work, and at her periods she felt dizzy, and thoughts 
and tunes kept running through her head. She was afraid she might be going to 
have a baby. (The last act of coitus had been in September, 1928.) Between 
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her periods she felt miserable, but was not disturbed by thoughts and tunes racing 
through her head. She wanted to kill herself. 

On admission she was weeping, agitated and looked dejected. She said the 
peculiar sensations in her head made her very miserable. She believed she was 
wicked. Her physical health was good, except for leucorrheea; there was no 
adequate evidence that she had gonorrhea. 

She improved, but at her next period she had two days of agitation and ceaseless 
racing of her thoughts; she had to repeat in her head everything that she heard. 
At the next period the disturbance lasted only for a day ; and at the period after 
that there was no interference with her cheerfulness and contentment. She had 
ceased to blame herself and was active and light-hearted. The following period 
was also unattended with any further symptoms, and she was discharged from 
hospital on May 24, 1929. 

She returned to the same home and was continually in the company of her 
foster-brother, though they were both kept under obtrusively strict surveillance by 
the parents. She continued subject to depression, with headache and fatigue, at 
her periods ; it was usually not severe enough, however, to interfere with her work 
as a shop-assistant. After a year of this she widened her interests, went to a 
swimming club and gymnasium classes, and at about the same time the depressive 
phases became less frequent. In 1931 she hurt her back in a fall at the gymnasium, 
but soon recovered with appropriate physical treatment. She has had several 
jobs, and is now working away from home as a cook. She left her foster-home of 
her own volition because she felt she was not given enough liberty. She is engaged 
to be married. After leaving her foster-parents she was free from her menstrual 
depression, but in May, 1934, she had a very brief attack of anxiety and fainted 
at work. She does not get on easily with people, and is sensitive. She does not 
like to speak of her illness. She is now free from any but transient depression due 
to passing events. 


Case 58.—L. W—, a married woman, æt. 28, was admitted to hospital on July 
20, 1982. 

Her family were healthy, as far as could be ascertained. She had worked in 
an insurance office, after a healthy childhood, until her mother fell ill, when she 
nursed her. Later she worked as a clerk in the Ministry of Pensions until 1920. 
She then lived at home again until her marriage in September, 1927. Her periods 
had been regular until the last three or four. After her marriage she quarrelled 
a good deal with her husband about the furniture. As a rule she was cheerful and 
happy, fond of company. 

Her present illness had begun in April, 1928. She felt miserable, said that 
everything got on her nerves, that she could not cook, that she was a wicked woman 
and a fraud. She became afraid of her husband. She could not get on with her 
housework, but would lie about. She became gradually worse. She said the 
devil put bad thoughts into her mind. 

On admission she was very gloomy, rather sullen and disinclined to talk. She 
said that she had had “ silly ideas that she couldn’t do things ’’, and that she should 
have taken a firmer stand for Christianity. She denied that she had done anything 
wrong. She was worried about some spots on her chest and face (due to bromide). 
She was in good physical health. 

She remained taciturn and resentful; she seldom answered in more than one 
or two monosyllables. She would not eat at all and on one occasion she was 
tube-fed ; she did not resist and thereafter took her food. By October she had 
improved and was up and about, but still with a look of perplexed gloom, saying 
that things were mysterious and unreal. This improved and she left hospital, still 
rather taciturn. 

She improved rapidly after leaving hospital, putting on weight and * becoming 
quite her old self”. She has remained well since, and has two children born sub- 
sequent to her attack; ste was not upset in any way during her pregnancy or 
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puerperium. She looks back with horror on her illness and on the hospital and the 
doctors who treated her; she thinks the treatment benefited her, but she would 
be most reluctant to come near the place again because of its associations. She 
is consistently good-humoured and lively in her daily life. 


CASE 59.—C. W—, a single woman, zt. 27, was admitted to hospital on March 1, 

1929. 
Her mother was fidgety and restless, her brother had had fits since childhood ; 
otherwise the family was healthy. At 7 years of age she had had St. Vitus’ dance 
for about a fortnight, but not since. She was backward at school. Later she 
worked at polishing lenses; a year after that she took up box-making, and six 
months later became a waitress, at which work she remained until Christmas, 1928. 
Her periods had been regular. She had been fond of company and of going to the 
pictures ; she had always been self-conscious, blushing when stared at. She was 
good-tempered and equable. When she was 22 there had been mutual masturba- 
tion and coitus with a man. Two years before admission she made the acquaintance 
of a married man, and had intercourse with him on numerous occasions; coitus 
interruptus. In August, 1928, there was coitus three days after the onset of 
menstruation ; this caused her much worry as she thought she would very likely 
become pregnant. Masturbation had begun at the age of 18 and had continued 
until three months before admission. 

Her present illness had begun in August, 1928, following the incident just 
mentioned. She missed a period and went to a doctor to find out if she was 
pregnant ; she was given an ambiguous opinion. She felt more depressed, felt that 
her body had become dead, with no feeling in it; she noticed a white discharge. 
In December her hands and feet “went funny, feeling sticky, dead and nasty ’’. 
She also felt that insects were crawling over her and under the skin. Her mouth 
felt gritty and her breath seemed foul. 

On admission she was a little restless ; she sat with a handkerchief before her 
mouth and her head averted, so that she might not exhale offensive breath over 
people. All her spontaneous remarks were self-disparaging, or were requests to 
go home because she was harming everyone here. She said she was wicked and 
disgusted with herself; she had wrecked a home; she was mortifying and her 
lips were going black ; people shrunk from her; it was not imagination and she 
ought not to be here. Apart from slight exophthalmos and cold extremities she 
was in good physical health. She remained for some time convinced that nothing 
could be done for her and that she was wicked ; she often stood about, gazing out 
of the window mournfully. She improved in June, but had a brief attack either 
of fainting or of minor epilepsy ; she said that she had had some similar attacks 
at the age of 23. The improvement continued. She was discharged on July 11, 
1929, cheerful and apparently free from distressing fears or feelings. Her periods 
had come on again eight days before. 

She soon returned to work and remained cheerful and equable, though still 
concerned about her decayed teeth, which she thought offensive to others and harm- 
ful to herself. After they were removed she ceased to cover her mouth with her 
hand during conversation or otherwise pay attention to her breath. Her mother’s 
death led her to give up her employment in order to keep house for her father until 
her marriage in 1932. She now has two children ; she was not in the least depressed 
or otherwise ill during the pregnancies or afterwards. She is active, lively and 
happy; she speaks of her illness frankly to those who know of it, but has not told 
her husband anything about it. All the informants (members of her family as 
well as she herself) agree that there has been no mental disturbance, even of a 
transient or mild sort, since she recovered from the attack. 


CASE 60.—E. W—, a single woman, et. 47, a nurse, was admitted to hospital 


on July 3, 1928. 
Her father had had a “ breakdown ”, during which he took a violent dislike to 
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his wife. He was treated in a mental hospital for four years. His recovery was 
only partial. The patient was the eighth of nine children. She used to bite her 
finger-nails as a child, and at school did not play much with the other children. 
She left school at 18 and became an untrained nurse. She tried to do dispensing, 
but failed in her examinations; she then went to a children’s hospital, became 
ill and left; did some private nursing, but had a mental illness, took poison and 
stopped work for a week. She then nursed various people at various places in 
England and Germany. Until her admission to hospital she had supported herself. 
She had begun masturbation at the age of 11, following an incestuous attempt by 
an older brother. When she was 22 there was mutual masturbation (following 
which she took poison as already mentioned), and again, while writing a religious 
book, there was mutual masturabation between her and a journalist whom she 
got to help her. She had been engaged at the age of 22, but it had been broken off. 
Her periods had been irregular for the last two years ; on one occasion she had had 
no periods for six months. Her last period had been three months before admission. 
She had had influenza in 1919. In 1922 she became tired, and afraid to do anything 
for fear it would be wrong. She was depressed and was ordered six months’ rest, 
after which she was able to resume work again. She had always been liable to 
depression, never very happy. She had been chiefly interested in religion, reading 
many pietistic works. 

It was difficult to decide when her present illness had started. For at least ten 
years she had done her work suspecting that people were making fun of her. Two 
years previously she had had a message from God to make a sacrifice and write a 
religious book ; this had been borne in upon her while she was at a performance of 
Shaw’s “ St. Joan’’. She had made acquaintance with a number of Second Advent 
zealots. She began to think that she was incompetent to do her work. She slept 
poorly and masturbated a good deal. She sometimes made herself out to be very 
capable and wise, though as a rule she declared she was tinequal to her work. She 
wanted to confess her various sexual derelictions and believed she was to be 
arraigned before a court of bishops. More recently, i.e., during the last six months, 
she had become much more apprehensive and self-reproachful; she thought that 
everyone knew of her offences, and that passages in the newspaper were intended 
to make her realize her infamy, or indicate to her that she must commit suicide. 
She thought that she must commit suicide, and sent forget-me-nots to her friends 
and asked them to be sure that her book would be published. 

On admission she was a little fidgety, rubbing her face and looking somewhat 
apprehensive, though fairly well in touch with her surroundings ; she was serious. 
She said that she had always been wicked, that she had pilfered, and she reported 
numerous peccadilloes. She said that she did not know what was real and what 
was not. She thought that the other patients were dying and that this represented 
her death. She asked how she was going to be put to death, and thought that 
everybody was laughing at her and rejoicing at her approaching end ; the nurses 
were laughing at her death because she was influencing so many other people. 
She said she thought her death would hasten the Second Coming (or, as she called 
it, the Fourth Advent). She said she felt she was not wanted ; she could no longer 
pray, everything was muddled. She had a number of curious ideas about numbers 
of a mystical kind, the number 7 being predominant; she wove sexual meaning 
into it. Her orientation was correct, as was grasp of general information ; calcula- 
tion and memory for recent events were not good, unless the patient was pressed. 
Her attitude towards her delusions varied greatly, sometimes she regarded them as 
mostly fancy and other times as realand imminent. Her thyroid gland was slightly 
enlarged, chiefly on the right side; there was a soft mitral systolic murmur, and 
the lower edge of her liver could be felt. 

During the following months she varied, one day refusing to eat because she 
was so wicked and must starve to death, other days being fairly cheerful and persuad- 
able as to the error of her beliefs. This continued ; she wrote a lengthy account 
of herself, emphasizing her wickedness, and she remained still of the opinion that 
events were arranged to show her something. She left hospital on August 8, 1928. 
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She was well for a time and took up a job which she had to leave after a week. 
She went into another hospital and improved somewhat, but did not become 
quite well, and has been a certified patient in a mental hospital since January, 
1930. 

She was admitted to the mental hospital declaring that she was very wicked, 
that she was eating too much and must throw herself under a train. She became 
more and more solitary, but would occasionally interfere with other patients or 
abuse the nurses. For the last four years she has shown little depression, but has 
been sarcastic and grumpy with the hospital staff, though talking eagerly to her 
visitors when they came, and neither deluded nor intellectually impaired. 


Case 61.—I. W—, a single woman, æt. 26, a clerk, was admitted to hospital on 
February 26, 1929. 

Her family were healthy. She had been a healthy baby, the fourth of six 
children. When she left school she went to work as a clerk, and has been with the 
same employers for seven years. At the age of 9 a dog had run after her and torn 
her dress off ; she ran home screaming and then had a convulsion; she was in bed 
for three days. When she was 15 she came home crying from school and said 
that the work was too much for her; she worried a great deal, cried on and off for 
three days, and then went to school again. Her periods had been regular. She 
had masturbated ; she had tried to cease doing so, as she believed it harmful and 
sinful, but had not succeeded. She had been going out with a young man for four 
years without there being any particular intimacy between them. She belonged 
to dance clubs and was sociable; she liked going to concerts and to the theatre. 
She was insistent on cleanliness and orderliness, and finicky about her food. She 
was always cheerful but quiet. : 

Her present illness had begun in December, 1928. She became depressed, 
wept frequently and said that she worried about her work. After a week she 
started to improve, but soon began to worry again ; she brooded and wanted to be 
left alone. She said she was wicked and told lies and that she must give herself 
up to the police. She said her whole family would be sent to prison because of her. 
She tried to work, but was sent home. She looked afraid and became morose ; 
she declared she would fade away and refused food. She was suspicious and began 
to eavesdrop. She said that the people next door listened, knew all that she was 
saying, and that the Conservatives and Liberals wereconspiring with her employers. 
She would not go out in the street, and gradually became worse. 

On admission she was irresolute and demurred at staying. When being 
examined she looked apprehensive and distressed ; she was very slow at answering 
questions, and stared. She declared that this was not a hospital, that she was 
causing trouble to the other patients, that she emitted a foul smell, that other 
people looked disgusted when she came near them and that she must wash con- 
tinually, and she wanted to know why what she said was being written down. 
She said that everyone hated her. She said that she had difficulty in thinking 
clearly. She flushed readily; the pubic hair was triangular, extending to the 
umbilicus ; her features were strongly marked. 

She continued very miserable and self-reproachful; she tried to swallow a 
Farge coin to kill herself, and repeated that she was rotten inside and foul. There 
was not much change for months. She washed very frequently. In May she said 
that she was given food to make her worse. In August she tied a piece of towel 
tightly round her neck. She still believed she was given contaminated food and 
that people laughed at her when she ate. She had numerous boils. In October 
there was some improvement and she continud to improve steadily ; by January 
she was quite cheerful and free from all delusions except that there had been jokes 
in Punch about her. She was discharged on February 4, 1930. 

She showed so much elation at times that there was a question of mania, 
but the rest of her conduct scarcely confirmed this. She returned to work seven 
weeks after leaving hospital, and carried out her former duties perfectly well. 
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Early in 1931 she married; she has no children, as she and her husband were 
afraid of the risk to her mental health. She has remained well, and is so lively and 
gay that her temperament might be described as hypomanic, or, at any rate, 
sanguine. 
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PROGNOSIS OF THE DEPRESSIONS OF LATER LIFE. 
By E. W. ANDERSON, M.D., M.R.C.P., 


Medical Director, Cassel Hospital; late Assistant Medical Officer, Maudsley Hospital. 


THE following paper represents an attempt to determine more precise 
prognostic criteria in the large group of the depressions of later life, to find if 
possible some other guiding lines than the relatively rule-of-thumb principles 
which obtain, freed as far as possible from debatable preconceptions as to the 
existence of an “ involutional melancholia ” or other specific diagnostic label. 
Obviously in such a group the influence of the menopause and involution periods 
might be expected to be prominent. 

Fifty cases of women over forty admitted to the Maudsley Hospital between 
1928-31 have been selected at random, i.e., the first fifty which came to hand, 
analysed, and the outcome of the psychosis determined as far as possible. Each 
case was seen by a competent psychiatrist and diagnosed as one of depres- 
sion. Cases showing definite deterioration, i.e., obvious signs of dementia, 
were excluded. 

The average age of the group was 51°5 years, the youngest 41, the oldest 
74- 

The first problem in a study of this kind is that of criteria of recovery. 
These are perhaps unusually difficult to set up in the case of women, for a 
certain degree of disability in managing household affairs is often overlooked 
by the family, a disability which would, however, prevent the individual from 
earning her living in most forms of employment. The results here fell, as might 
be expected, into three groups: fully recovered, i.e., showing no symptoms 
at all, a complete restitution to the status quo; partially recovered, i.e., still 
with some symptoms or disability ; and unrecovered, i.e., as ill as ever, often 
worse, and in a mental hospital. There was a small number of cases of deaths, 
suicide, not traced, etc. 

The difficulty in evaluation of the outcome of the illness lies in the second 
group. One, for instance, had fairly gross delusions still, but carried on with 
her work as a charwoman. Two others still showed certain mild symptoms, 
e.g., slight hypochondriacal preoccupation, but got along well with their 
families, and to the superficial observer seemed quite well. It was decided, 
however, that the purpose of the present paper would best be served by putting 
all those entirely free from symptoms in one group and placing all the others in 
the unrecovered group. The results were then as follows: Recovered, 17 ; 
unrecovered, 26 (partially recovered, 11); 3 died, 1 committed suicide, and 
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of 3 no details subsequent to discharge were obtainable. The two groups 
were then compared with reference to heredity, previous personality, “ neuro- 
pathic ” traits, school record, sexual life, precipitating factor, previous attacks, 
age, race and clinical features. 

Any study of the prognosis of such depressions must begin with a considera- 
tion of Hoch and MacCurdy’s paper, published in 1922, which constitutes a 
Jandmark in the literature. 

Although so well known it will be convenient to summarize their conclusions. 
They examined and followed up 67 cases and determined the outcome in all 
but one. They found “that patients with involution melancholia recover 
unless they show as dominant symptoms: marked insufficiency of affect, 
peevish or auto-erotic behaviour, or ridiculous hypochondriacal delusions, which 
usually are concerned with the alimentary tract. These prognostically bad 
symptoms may be present for a short phase of the psychosis in women at 
the menopause without prejudicing the outlook for recovery. All patients 
who eventually recover show some improvement within four years after the 
onset. The others run a chronic course or die unimproved’’. It must be 
stressed, of course, that the present paper is not concerned with “ involution 
melancholia ’’, but with a group of depressions in women over 40 without 
reference to their precise place in a nosological scheme. Moreover, as prognosis 
is the subject of investigation here, no consideration of pathology, symptoma- 
tology, etc., will be raised except in so far as these are relevant to the main 
theme. Exhaustive discussions on these disorders as a whole will be found 
elsewhere, e.g., Jacobi. It is interesting, however, that Hoch and MacCurdy’s 
paper is among the very few which have attempted to deal with prognosis in 
these depressions except along the most general lines. 

All observers are agreed as to the comparatively long duration of these 
depressions and their relatively unfavourable outcome. Bleuler, for instance, 
says: “ These forms have in great part a much more protracted course. They 
grow very slowly, often for one or two years, readily remain at their height 
for several years, and again require a long time to decline ’’. 

The average total duration of Hoch and MacCurdy’s cases was twenty and 
a half months ; 43 of their 67 cases recovered. Kraepelin found that 32% of 
his cases of involution melancholia were chronic and 19% died within two years 
after onset. Noyes gives a 40% recovery. Jacobi speaks of the protracted 
course and unfavourable outcome, but gives no figures. Strecker and Ebaugh 
give the recovery-rate as from 23%-40%. Strecker, Appel et al., in an article 
on the prognosis of manic-depressive psychosis, speaking of the age of onset 
of the first attack observe that ‘‘ among the unrecovered types the greatest 
frequency was observed to occur between the ages of 40 and 50”, and say 
elsewhere in the same article, “ it will be noted that in these [illnesses] developing 
before 40 the prognosis is more favourable”. Halberstadt regards the 
prognosis as generally unfavourable. Gaupp, it will be remembered, observed 
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a case which lasted for eight years, and Bumke one of seven years, whilst 
Olivier and Teuliére reported a case which lasted over thirteen years and 
ended in complete recovery. 

These observations from the literature having been given, the author's 
own findings may now be considered, with respect to the duration of the 
psychosis. 

The exact duration of a psychosis is clearly, of course, a very difficult matter 
to decide, and we can only deal in approximations. The approximate average 
duration from the onset of the recovered cases was fourteen months. The 
shortest duration was five months in a woman of 41, the next shortest five and 
a half months in a woman of 68, which is of interest in view of the role often 
ascribed to age in assessing prognosis. This will be dealt with separately 
below. The longest duration was three and a half years in a woman of 53. 
So far then Hoch and MacCurdy’s contention that if recovery will take place, 
it will do so within four years, is at least not refuted by the present material. 

The present paper must be regarded as a preliminary communication only, 
and the time is almost ripe for a re-examination of the material. With regard 
to the unrecovered group, one case had already lasted ten years, another nine 
and a half, another seven and a half, and so on. A further katamnestic study 
may reveal that some of these cases will have cleared up and the figures for 
the whole group may turn out very different from these here given. This does 
not, however, minimize the value of the present study for, from the practical 
point of view of relatives, employers and society generally, it is the probable 
restoration to health or working capacity within a comparatively short time, 
not more than say two years, that is of interest. 

The consideration of the details of these cases can now be proceeded with. 


FAMILY HISTORY. 


The family histories of the two groups will first be briefly considered. The 
inquiries were directed to parents and siblings, and in many instances included 
grandparents as well. The results were obtained in the course of routine 
investigation, and make no pretence to satisfy in any degree the requirements 
of modern genetics. 

The family history was reported completely negative in respect of mental 
disorder in Ig cases out of the total series. Ten of these belonged to the 
recovered group. 

Ten cases were negative in respect of outspoken psychosis, but showed 
evidence of psychopathic inheritance made up as follows, e.g., alcoholism 6 
(father, mother or grandfather in 5, brother 1) ; “nervy” 2 (mother in each 
case); in one case a sister died of convulsions; in one other all the family 
were described as “ irritable and restless’’. Of these ten cases 3 were in the 
recovered group. 
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A family history of psychosis was obtained in 21 of the total series. Seven- 
teen of these were in the unrecovered group. It was unfortunately impossible 
to procure details of the relatives’ psychosis in 9 of the cases in this group; in 
the remaining 8 the following were found : 


1. Two brothers depressed, one alcoholic, paternal uncles alcoholic, mother 
had psychosis, nature unknown. 

2. Twin sisters—depressed, with ideas of poisoning—in mental hospital some 
years. One sister alcoholic. 

3. Mother with ? agitated depression. One sister depressed for some years 
and recovered. One sister depressed. One brother committed suicide. One 
child of patient’s diagnosed as mongoloid. Two brothers alcoholic. 

4. One brother depressed and in mental hospital two years. One brother 
depressed, in mental hospital one year. One brother in mental hospital (no 
details). Mother died in mental hospital (no details). Two sisters excitable and 
“nervous ”’. 

5. Father had senile depression. 

6. One sister depressed for over six months. Maternal grandfather died mental 
hospital (no details). Mother’s brother and second cousin died insane (no details). 
Mother “‘ nervous ”’. 

7. Mother occasionally melancholy and was in an institution for two years. 
One daughter developed psychosis, diagnosed as “ mania”. One uncle had 
“ mental trouble ” (no details). 

8. One sister had obvious schizophrenic illness. Ill for years. 


Of the recovered group : 


1. One sister attended Maudsley as out-patient for depression. 
2. Mother at menopause became depressed (no details). 

3. Father had attacks of depression and was finally in hospital. 
4. Mother had depressive illness, no details. Father alcoholic. 


The two groups with psychopathic inheritance are compared below. 


Unrecovered (7 cases) : 


1. One brother heavily alcoholic. One sister had severe obsessional state. One 
sister very ‘‘ nervous ’’ and wanted to die. (? How far depressed, i.e., psychotic, 
but no details.) 

2. All “ irritable and restless ”. 

3. Mother alcoholic and had ? paranoid ideas. One brother and one sister 
alcoholic and gloomy. This brother a shiftless psychopath. All siblings highly 
strung. 

4. Father alcoholic. 

5. Paternal grandfather alcoholic. 

6. Mother said to be “nervy ”. 

7. Father excitable and formerly alcoholic. Some other doubtful history of 
alcoholism in family. Mother also stated to have been alcoholic, as also were 
paternal grandparents. 


The recovered group showed : 


1. One sister died from ‘‘ convulsions ”. 
2. Father alcoholic. 
3. Mother said to be “ nervous ”. 
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To draw any far-reaching conclusions from such comparatively inexact 
and defective material would be unjustifiable, yet the contrast between the 
two series is noteworthy and even striking. 

Strecker, Appel et al., in their article already mentioned, report that 18%, 
of the patients had one or more psychotic parents, but when this 18% was 
analysed they found that only 8% of the recovered group had psychotic 
parents, while 28% of the non-recovered group were so afflicted. ‘14% of 
the recovered cases had parents who were psychoneurotic, eccentric or abnormal 
without being classified as psychotic. In the unrecovered group this rose to 
26% They go on to say that 16 recovered cases had absolutely negative 
heredity so far as was ascertainable Ten of the unrecovered cases fell under 
this classification.” ‘‘ In reviewing these figures it is obvious that there is a 
distinctly greater hereditary taint in the unrecovered group—that this taint 1s 
predominantly with psychosis.’ 

In a broad way these results agree with those of the present material. 
The mixed nature of the heredity in many instances is also a noteworthy 
feature. This has been noted by others, e.g., Fiinfgeld quotes Hoffmann and 
Berze, who find schizophrenia in many of the families under consideration and 
Medow, who found suicides and hypochondriacal psychopaths with a tendency 
to phases in which their symptoms were more prominent. These were given 
to fault-finding, and in one of his cases a paranoid involutional illness was 
diagnosed. Kahn reported a case with unfavourable outcome which he 
referred to the presence of a schizophrenic sister of the patient’s; this might 
also be a factor in Case 8 above which did not recover. Fünfgeld goes on to 
point out the eminent desirability of an unprejudiced study of the heredity of 
these illnesses and adds that, as Kleist’s work suggests, the hereditary relation- 
ships will probably be found to be of a complex kind. In the literature, 
however, little attention would appear to have been given to heredity from a 
prognostic standpoint. The American results, together with those of the 
present writer suggest, however, that the extent of the hereditary tendency is 
probably a factor of definite value in assessing the prognosis of these cases. 


PERSONALITY. 


In assessing personality, special difficulties both in investigation and evalua- 
tion of the results beset the path. In regard to the former, the poor intelligence 
and in some cases illiteracy of the informant rendered the facts difficult of 
access, not to mention the conflicting statements often received from even 
near relatives, each perhaps containing a grain of truth. The evaluation of 
the results, moreover, is difficult without superficiality and undue rigidity on 
the one hand and on the other meaningless detail. Moreover, a certain amount 
of overlapping is unavoidable. Certain broad data, however, emerge. 

1. With regard to the prevailing temperament, 27 of the total series were 
described as “ cheerful’’, and 3 more as of “ calm ”, “ even mood ”, 30 in 
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all, of which 11 were in the “ recovered ” group. Fifteen in all were described 
as “ pessimistic ’’, of which 4 were in the “ recovered ’’’ group. Those described 
as “up and down ”’, “ unstable ’’, formed 19 of the total, 7 in the “ recovered ” 
group. (This group included members of the first two groups, but in whom 
the prevailing mood was liable to be upset easily.) 

So-called anxious personalities were found in 28 cases, 10 in the “‘ recovered ” 
group. (This includes the over-conscientious and worrying types.) ““ Pessi- 
mistic ’’ and “ anxious ” formed ro of the total, 3 in the “ recovered ” group. 

2. A further grouping of personalities was then made, showing features 
usually regarded as “ paranoid ’’, i.e., including both querulous and sensitive 
traits. There were 22 cases in all. The qualities grouped under this head 
were solitariness, shyness, timidity, “ sensitiveness’’, jealousy, touchiness, 
unforgivingness, envy, secretiveness, suspiciousness, tendency to brood, etc. 
Five of such personalities were found in the recovered group, 17 in the un- 
recovered. In the recovered group 3 of these showed paranoid features also 
in the psychosis. Of the unrecovered group 7 showed paranoid features in 
the psychosis. 

In one of them the depression cleared up, leaving behind a florid para- 
phrenic state, in another the depression cleared away, but left a paranoid 
state or more correctly, attitude, not associated with hallucinations and 
permitting the patient to carry on with her work. A third has improved a 
very great deal, but is still inclined to worry over trifles and become sleepless. 
She leads, outwardly at least, a normal life, but can hardly be said to have 
made a complete recovery. 

3. The third group of personalities belongs to the obsessional series, and 
under this heading have been included the following traits : methodical habits, 
caution, money scruples, parsimony, over-cleanliness, personal and external. 
Religious interests and cults have also been included under this head. 

Eight personalities showing these traits occurred in the “ recovered ” group. 
These showed obsessional features in the psychosis in 4 cases. Two parsimo- 
nious and overcleanly women showed poverty ideas and fears of dirt and con- 
tamination, one of whom, and also two others showed religious delusions. In one 
of these, religious interests had formed a feature of the previous personality. 
One of the cases mentioned showed other obsessional features in the illness. 

In the unrecovered group 16 cases showed such pre-psychotic traits. These 
showed obsessional features in the psychosis in 8 cases, religious interests 
appearing in ideas that God had left her, parsimony as poverty ideas, etc. 

4. A fourth group of personalities included those in whom bodily pre-occu- 
pation, hypochondriasis, health interests, food fads and the like were manifest. 

In the recovered group 4 such cases were found, and in all 4 bowel ideas 
appeared in the psychosis. 

In the unrecovered 7 such cases occurred, in 4 of them bowel ideas and 
hypochondriasis came to expression in the illness. 
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In most of the cases where this relationship was observed it seemed to be 
a case of morbid intensification of the previous personality. 

5. Stress is usually laid on the so-called ‘‘ good’’ pre-psychotic personality, 
le., one in which efficiency, optimism, self-reliance, good understanding of 
and adaptability to others, etc., are prominent features. An effort is made 
therefore to group personalities according to these attributes as far as possible, 
and compare the incidence in the two groups. 

Only 5 personalities of the kind occurred in the whole series, 2 recovered, 
3 unrecovered. In all the others making an impression of cheerfulness, 
efficiency, etc., the so-called ‘‘ good ” features were discounted by others. 


TABLE I. 
Temperament. Recovered. Unrecovered. Total. 
Personality I. 

‘“ Cheerful ”’ } 27) 
“Calm”, “even” : ; + H ‘ 19 : { 3 30 
Pessimistic . ; ‘ : 4 : II s I5 
“ Unstable ”, “ up and down ”’ 7 I2 ; 19 
“ Anxious ’’ (over-conscientious and 

worrying. ; i : . Io ‘ 18 i 28 
Pessimistic and anxious . ; ; 3 ‘ 7 i I0 


Personality II. 
Paranoid traits, including both sensitive 
and querulous, e.g., solitariness, 
shyness, timidity, “ sensitiveness ’”’, 
jealousy, touchiness, secretiveness, un- 
forgivingness, envy, suspiciousness, 
tendency to brood, etc. . ; i 5 ; I7 ; 22 
Personality III. 
Obsessional traits, e.g., methodical habits, 
caution, money scruples, parsimony, 
over-cleanliness personal and external, 
also including religious interests and 
cults : ; : ‘ ' i 8 : 16 ‘ 24 
Personality IV. 
Hypochondriacal traits, e.g., health 
interests, bodily pre-occupation, food 
fads, etc. ; : : ; : 4 i 7 : II 
Personality V. 
So-called “good” personalities, e.g., 
optimistic, self-reliant, efficient, good 
understanding of and Y to 
others, etc. . ; f ; 2 ; 3 . 5 
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Strecker, Appel et al., in the work already cited, made similar investigations 
into pre-psychotic personality and divided their results into the two groups 
recovered and unrecovered as here. Unfortunately their conclusions suffer 
from an obvious psycho-analytic bias, to the consequent detriment of 
objective, psychiatric fact. Their personality sub-divisions differ somewhat 
from those of the author, but they adopt a broad grouping in the same way. 
They show a preponderance of “‘ cycloid’’ personalities in both series, with 
a relative preponderance of ‘‘schizoid’’ in the recovered group. The 
“paranoid ” group was approximately the same in each. 

Jacobi remarks that in the character development of these cases all 
variations from simple mood swings, and groundless depressive moods to 
actual phasic psychotic depressions occasionally alternating with manic phases 
may be found. He goes on to say that in practically all cases there exists a 
predisposition to depressive moods or mood swings. He remarks that where 
such phenomena in the pre-psychotic personality are not reported, it is 
unlikely to have been negative in this respect ; more probably the history was 
defective. He does not, however, go into the question of the prognostic value, 
if any, of the pre-psychotic personality. Medow notes that most of his cases 
of involutional depression showed anxious and worrying personalities and also 
sad and hypochondriacal personalities in the families. 

Turning now to the writer’s own results, a little more than half the 
unrecovered group showed paranoid personality traits, whilst they were 
noticed in a little less than one-third of the recovered group. The predominance 
therefore is slightly on the side of the unrecovered. Obviously, the existence 
of a pre-psychotic paranoid personality cannot in itself be accorded any great 
significance in assessing prognosis, but in combination with other factors it 
might turn the scale. 

The previous temperament is perhaps of even less assistance. There is a 
preponderance of “ anxious ’’ and pessimistic personalities in the whole series 
which is, as already seen, in agreement with Jacobi and with numerous others, 
e.g., Medow quoted by Halberstadt. 

When the obsessional features are considered, the findings from the present 
material seem on the whole of little significance, the ratio is approximately 
the same in each group. Similarly, with those showing somatic pre- 
occupation, nothing prognostically significant emerges. It is noteworthy 
that the alert, cheerful personality is in a minority in the whole series. It 
is difficult then to see any conspicuous help in prognosis from the pre- 
psychotic personality in the results of the present case material, or in the 
relations between previous personality and its expression or development in 
the psychosis. 

After the analysis of the personality, the so-called neuropathic traits, i.e., 
nail-biting, enuresis, somnambulism, etc., may be considered and the incidence 
in the two groups compared. 
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Such traits occurred in 20 cases of the total, 7 of which were in the recovered 
group. 

One was described as a nervy child, one was afraid of thunderstorms and 
had enuresis till 16, one was always afraid of burglars and thunderstorms. 
Two had headaches in childhood, one was nervous as a child and disliked being 
alone, one was always a little “ nervy ”. 

Precisely similar traits were found in the other group in the proportion 
already stated. It would seem then that these features offer no material 
guide and need not be discussed further. 


SCHOOL RECORD. 


Turning to the school record, out of 50 cases, only 7 had attended a high 
school (6 in the unrecovered group), of 5 others no details as to the type of school 
were available (2 unrecovered), 2 others were illiterate (both unrecovered), and 
the remaining 36 had attended an elementary school. Of these 13 had reached 
Standard VII or ex-VII, and 2 others had reached “Standard VI or VII”. Of 
this number 3 recovered. Six reached Standard VI, or “ V or VI ” (3 in each 
group). Six reached Standard V or “IV or V” (4 unrecovered). Three 
reached Standard IV (2 unrecovered). 

As the grading by standards differs in different schools, there is little point 
in using this for comparison. It does show, however, how varied was the 
intellectual endowment of the series under consideration. It will therefore be 
more profitable to consider the actual record, and here differences between 
elementary and higher education will be disregarded. Eleven were reported 
as having done really well to briliant. Of this number 8 were in the 
unrecovered group. Twenty-two were described as having done fairly well, 
quite well, average, etc., and of this number 15 were in the unrecovered group. 
The remainder 11 did poorly, below average, etc. Of this number 5 were 
unrecovered. 

From these results, then, it is impossible to draw any conclusions of 
prognostic value. So far as they go, however, they suggest that those with 
poorer intellectual endowment have done rather better than the others. 


SEXUAL LIFE. 


The question of the influence of the menopause, if any, may next be 
considered. 

The menopause was taken as the period from the first onset of irregularity 
of menstruation up to its complete cessation, whether natural or artificially 
produced. 

This definition of the menopause has been taken as it seems on careful 
consideration the only one of any practical value. If such a point is taken, it 
will probably include a number of cases in which the endocrine and other 
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changes of the climacteric are actually past, as well as those cases where 
menstruation stops suddenly, yet the vegetative and endocrine changes continue. 
To adopt Halban’s definition of the menopause as the period of the last 
ovulation and to speak of the preceding and succeeding periods as pre- and 
post-climacteric respectively, is obviously of little value, as Jacobi points out. 
In such a vaguely-defined period of life—and clinically it is often difficult for 
years before and years after the cessation of menstruation to decide to what 
extent certain symptoms are referable to the menopause, if at all—such a fixed 
point, even if somewhat arbitrarily chosen, becomes necessary. 

The menopause was either in progress or past in 37 cases of the total. 

Still in progress on admission in 5 cases, 2 of which were in the recovered 
group. 

Of the remainder (32) II were in the recovered group. Of this number 
I case had had a psychosis at the menopause, a depression which lasted a few 
months and then cleared up. 

In the remainder (10) the menopause had been uneventful. 

In the 21 cases in the unrecovered group the menopause had been 
uneventful in 12 cases. In 2 other cases no data were available, but in neither 
case had it been attended by psychotic symptoms or by any objective mental 
disorder. l 

Of the remaining 7 cases, in I the present illness had begun three years 
previously about the time the periods stopped completely, at which time she 
also had a febrile illness diagnosed as influenza. The suicide of a neighbour 
about this time was said to have preyed on her mind a great deal. 

In the second, the present illness also commenced about the time of her 
menopause two years previously, associated with certain psychogenic factors. 

In the third, the present illness was associated with the menopause and the 
death of a child occurring about the same time seven months previously. 

In the fourth, the menopause was associated without any very clear relation- 
ship to the development of the present illness. A series of “ attacks ” had 
begun three years before the menopause and lasted beyond it to the present 
illness which was at first a depression with paranoid features clearing up, 
leaving a full-blown paraphrenic state. It was, however, difficult to regard 
the menopause as altogether without relationship. 

The fifth was depressed at her menopause at 39, and believed she was 
pregnant. She cleared up. 

In the sixth, the present illness commenced in relation to a menopause 
artificially produced by X-ray eighteen months before. 

In the last, the present illness began in association with the menopause, 
associated also with the death of a sister which upset her a great deal. 

Of the 13 cases in which the menopause had not occurred, 4 recovered. 

In the psychoses of later life much is often made of psychogenic factors, 
e.g., dissatisfaction, frustration, unfulfilled desires, failures and the gradually 


1936. ] BY E. W. ANDERSON, M.D. 569 


receding and finally disappearing prospect of success, notably in the sexual 
sphere, e.g., the single state, childlessness, and so on. 

In the total series 32 were married, 12 of whom recovered. 

The influence of childlessness may then be considered. Of the 32 married 
patients only 4 had no children ; one was a timid, anxious woman who was 
afraid of childbirth, another had a still-birth—would have liked a child, and 
later adopted a daughter of whom she was very fond. A third had no children 
owing to a uterine displacement, and the last had a miscarriage and no other 
pregnancies, and from the history evidently desired to avoid pregnancy. Of 
these 4, 2 recovered. 

A glance may be made at the menstrual history for the sake of completeness. 

The periods were or had been regular in 36 cases, 12 in the recovered group. 

Mental changes, depression and sometimes irritability were noted at the 
period in II cases—4 in the recovered group. In these 11 cases the menopause 
had occurred or was in progress in g. Of the g it had been uneventful in 3. 
In the remainder it had been associated with mental illness or was regarded 
as an 2xtiological factor in the present one. Of these 6, 2 recovered. 

Dysmenorrhoea or other physical accompaniments occurred in 18 cases, 
6 in the recovered group. 

The comparatively small number of cases showing signs of irritability or 
other psychic disturbance at the periods is of interest in view of Bumke’s 
statement that in climacteric depressions the history nearly always shows that 
the patient formerly had nervous troubles of some sort, e.g., at menstruation. 

From a survey of the data in respect of the menopause nothing emerges 
that would be materially helpful in forming a prognosis. Certainly the 
patient's behaviour at the menopause where that is past, i.e., the presence or 
absence of mental symptoms, is no guide. In only one of the recovered group 
had there been any such, and the patient recovered from this. It is noteworthy 
that in only one case (the case of artificial menopause) of the 7 mentioned in 
the unrecovered group could the menopause be regarded as a sufficient 
zetiological factor in itself, in agreement with present-day views, e.g., Medow, 
Seelert, etc., and that other factors, psychogenic, infective, etc., have also to be 
reckoned with. 

Similarly no prognostic significance can be attached to the influence of 
marriage or childlessness in themselves, which is in agreement with Strecker 
and his associates, who state: “ The marital state statistically seemed to be 
of no prognostic value’’. The question of psychogenic factors in the sexual 
life must now be examined in a little more detail. 

It is, of course, extremely difficult to assess such factors as frustration, 
dissatisfaction in the sexual life and sexual discord in general, owing to the 
extreme reticence of most people in sexual matters and the tendency, often 
unjustified, to assume such discord merely because of the existence of circum- 
stances which would make the observer unhappy. It is true the average 
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psychiatrist of experience can often assess the situation quite accurately by 
reading between the lines, but here it is so often an impression, and what one 
wants above all are facts, especially in view of the probably exaggerated 
significance attached to the sexual life as a result of the doctrines of certain 
schools. The facts more often prompt caution in such judgment, and Bleuler’s 
opinion may be cited that “ we are far from being clear concerning the degree 
and kind of its effects’’. Nevertheless, for what it is worth, the sexual life, 
with reference particularly to harmony, suitable partner, etc., is discussed 
here on the basis of what objective criteria were available as a result of the 
psychiatrist’s and social workers’ contacts with relatives and patient. 

Of the 20 unrecovered married women, in 12 the married life was reported 
as completely happy, and further statements elaborating this and testifying 
to the affectionate relations between husband and wife were forthcoming in 
many instances. In one other the husband had died nineteen years previously, 
but the marriage had been happy ; in 2 others, although no positive statement 
was forthcoming, there was no reason to suppose the marriage other than fairly 
happy. In 3 the marriage had been definitely unhappy, and in 2 others there 
were no details—one was widowed twice within three years after each 
marriage, and the other had lost her husband eleven years before admission. 

In the recovered group 8 had had happy marriages, another also was happy 
with her husband whilst he lived, but after his death had taken a lover, and 
this occasioned her much self-reproach, and had probably acted in conjunction 
with the menopause seven years before to produce a depressive illness from 
which she recovered. Another had been happy in her two marriages. Of 
the remainder, one had had an unsatisfactory married life with an alcoholic 
husband, yet had rubbed along fairly well with him apparently, the second 
seemed outwardly happy. That the mere labels “ happy”, “smooth ”’, etc., 
can give only an imperfect account of the actual state of affairs in each case 
has already been stressed. It is, of course, to be borne in mind that the homes 
and marital lives of many of these patients might have been eminently 
satisfactory but for the worrying, over-anxious temperament of the patient, 
who made difficulties for herself which did not actually exist, an impression 
supported by the case-histories of several of the patients in the whole series. 

Concluding this section, it may be said that the influence of the menopause 
as an etiological factor was in all instances difficult to assess, with the probable 
exception noted above, and it certainly appears to afford little or no prognostic 
guidance. Similarly, with so-called psychogenic factors, Strecker et al. say, 
‘‘ The happiness of the marital state did not seem to be helpful prognostically ”. 


PRECIPITATING FACTOR. 


A so-called precipitating factor was found in 3I cases—1q4 in the recovered 
group. 


1936.] BY E. W. ANDERSON, M.D. 571 


This was as follows: 


Recovered. Unrecovered. 
Influenza 3 Influenza 3 
“Colitis” . I German measles I 
Fractures . 2 Puerperium I 
Removal of breast : s 2 Pregnancy I 
Removal of last of ovarian tissue. I Dental operation I 
Environmental and psychogenic “ Chill ” I 
factors, including loss of child, Choroiditis : i >. I 
mother, husband’s unemerey Psychogenic : 7 
ment, etc. : . 5 N.B.—Many of the foregoing “were 
N.B.—In one of these, menopause also associated with psychogenic 
was also considered to have played a factors and the vague influence of 
a part. the menopause, so difficult to assess. 


The rough prognostic rule that with an adequate precipitating factor the 
prognosis is more favourable, is not supported on the whole by consideration 
of the foregoing results, although there is a slight relative preponderance of 
such in the recovered group. Consideration of such factors leads inevitably 
to the endless discussion as to what is an ‘‘ adequate ’’ precipitating factor. 
(See in this connection Lewis's discussion of the problem and Strecker et al., 
who say, “‘ the adequacy of any factor was difficult to determine’’), but this is 
not called for here, especially where two groups of approximately similar data 
are compared. The reason for the divergent results of the two groups must 
be sought elsewhere. 

In 13 cases of the series no precipitating factor whatever was discovered. 
Of these, 10 were in the unrecovered group. In 5 others no definite precipi- 
tating factor was discovered, though in these 5, various external occurrences 
were blamed—a quarrel with a son four months before, the bite of a dog, 
husband's business losses, in the fourth the dubious influence of the menopause, 
and in the fifth perhaps the mother’s death had played a part, though in none 
could the relationship be clearly or certainly traced. Of this group only one 
recovered, the last. 

Such results as the foregoing need occasion no surprise when one considers 
the complex ztiology of these psychoses. 


PREVIOUS ATTACKS. 


Previous attacks occurred in 28 cases: 18 had one previous attack, 7 had 
two previous attacks, I had three previous attacks, 1 had six previous attacks, 
1 had several minor attacks. 

Of the recovered group, g had previous attacks: 6 had one previous attack, 
2 had two previous attacks, 1 had one major attack and several minor ones. 

Of the remainder, 19 had previous attacks: 11 had one previous attack, 
5 had two previous attacks, 1 had three previous attacks, 1 had six previous 
attacks, and in addition 1 had several minor attacks. 
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It is generally accepted as another rough prognostic rule (speaking, that is, 
of affective disorders), that if the patient gets well once he will probably get 
well again, perhaps after a longer illness than before, but the foregoing results 
do not suggest this at all. It is of interest here to quote Strecker, Appel et al., 
who state: “ In cases developing before 40, irrespective of sex, multiple 
attacks are an unfavourable factor (average 80% of unrecovered, and only 
47% of recovered cases), after 40 there is in general no marked difference— 
approximately 20%—-30% of multiple attacks in both recovered and unrecovered. 
The exception is in the unrecovered women, in which group there is a slightly 
greater incidence of multiple attacks (38%).”’ 

Unfortunately, precise details as to the length of the previous attacks was 
not forthcoming in several instances, but in 8 of the unrecovered series the 
previous attacks were very much shorter ; in many of them a matter of months, 
and in most under one year’s duration. 

In one in which the previous attack had lasted 4-5 years, there were, as in 
the present one, prominent obsessional features. 


AGE AT FIRST ATTACK. 


Strecker, Appel et al., in their study, investigated the age of onset at 
the first attack. They found that in their unrecovered group “ half showed 
an onset after the age of 40 years, while in the recovered group 36% occurred 
after 4o’’. “ Among the unrecovered types the greatest frequency was 
observed to occur between the ages of 40 and 50, while in the recovered group 
the greatest incidence was between 20 and 30 years.”’ 

The age of onset at first attack was therefore investigated in the present 
series to find if any prognostic significance could be attached to this factor. 

In 6 cases of those with previous attacks, no information could be obtained 
as to the age of onset at the first attack. 

In g cases, the first attack occurred between the ages of 19 and 25 ; of this 
group 2 recovered, 7 did not. 

In 10, the first attack occurred between 40 and 50, and of these 4 were in 
the recovered group. 

Of the remainder (3), I occurred at 27, and the others at 28 and 35 
respectively. They were all in the unrecovered group. 

These figures do not suggest that much, if any, prognostic significance can 
be attached to the age of onset of the first attack. As far as they go they donot 
tend to bear out the findings of Strecker and his associates. 


ONSET. 


Before turning to the consideration of symptomatology the question of age 
of onset must be briefly considered. The average age of the unrecovered group 
was 49°9, eldest 74, youngest 41. In the recovered group, the average age 
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was 52:1, eldest 68, youngest 41. From this it would appear that age is of 
comparatively little help in prognosis, indeed the average age of the recovered 
group is slightly higher. From other experience, too, age is no help in itself in 
guiding one. The author remembers an obsessional illness in a depressive 
setting in a man of 88 which cleared up, and another case of a man of 77 with 
a severe depression (recurrent) which cleared up like its predecessors. 

The question of the mode of onset may next be considered. Again, stress is 
commonly laid on the abruptness or insidiousness of the onset ; where the 
iliness has appeared suddenly, a more favourable view of its outcome may be 
taken. In 23 cases the onset of the illness was described as sudden, of these 
g recovered. In another 23 the onset was described as slow, gradual, etc. Of 
this number 6 recovered. Of the remaining 4 cases no details were available. 
Again these results do not allow us to draw any definite conclusions, but they 
do not offer overwhelming support to the current view already expressed. 


RACE. 


A few words on race may be added. Five of the total series were Jewish. 
All but one were in the unrecovered group. It is, of course, difficult to draw 
any relevant conclusions from these data, but as far as they go they are at 
variance with Strecker and his co-workers who stress “the relatively high 
recovery-rate among Jews ”’ in their material. 


SYMPTOMATOLOGY. 


Clinical features can now be considered. As already mentioned, Hoch 
and MacCurdy’s study was concerned exclusively with these, and the authors 
made no attempt such as that represented by the present paper to investigate 
the case as a whole. 

With regard to mood, obviously no single statement will suffice. “I’m 
very depressed '’—“ frightful depression . . . and I lost interest in 
everything '’—(feel) “ dreadful ’’—perplexity expressed as ‘ there’s no way 
out of this trouble that I can see ’’, are typical. 

Self-reproach of one kind or another was present in 36 cases, Ir in the 
recovered group. Definite inappropriateness of affect was only found in 
I case (12), and perhaps also in Case 31, but a certain childishness and 
petulance were evident perhaps in 2 other cases, 17 and 19. All these were in 
the unrecovered group. The remainder showed consistent and sustained 
affect throughout. It is, however, to be noted that the milder expressions of 
mood occurred chiefly in the recovered group. 

Perplexity and bewilderment occurred in 3 cases, 2 in the unrecovered 
and 1 in the recovered. No prognostic significance would appear to attach 
to this symptom. 
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It is to be noted that all the cases of querulousness and hostility occurred 
in the unrecovered group, and it is possible this symptom is an unfavourable 
one. As to peevishness and inappropriateness of affect, the present results 
at least do not contradict Hoch and MacCurdy’s statement as to the malignancy 
of this symptom, but the cases showing it are few. 

Such symptoms, moreover, bespeak a more definitely organic basis and 
Hoch and MacCurdy did not evidently exclude such cases from consideration 
as the present author has done, which probably accounts for the comparatively 
small number of cases showing such features in this series. 


Delusions. 


With regard to the different ideas and delusions expressed by the patients, 
it will be remembered that Hoch and MacCurdy claimed to derive definite 
prognostic deductions from these, and instanced especially “ ridiculous hypo- 
chondriac delusions which usually were concerned with the alimentary tract ’’. 

The present material may now be examined more closely. 

With regard to self-reproach and ideas of punishment, examination of the 
utterances of the patient does not show anything which is not found in other 
cases of depression which do quite well and from them it would appear that no 
prognostic conclusions can be drawn. Recently Scheid has made the attempt 
to utilize the direction of the guilt (whether directed to self or environment) as 
a prognostic guide, and sets up four classes which, as he points out, rarely 
remain “ pure ”, but blend with one another. Primary and secondary “ Ich ” 
and “ Fremdschuld’’, where the latter is primary and present from the 
beginning, indicate an unfavourable course. As a matter of fact it is difficult 
to see where he contributes anything really new in his classification, and in 
this series, at any rate, no case of primary “‘ Fremdschuld”’ occurred. With 
the remainder, too, although punishment and prison were talked of, no 
question really arose in the mind of the observer as to whom the patient 
really regarded as guilty. Nevertheless, Scheid’s paper is careful and interesting 
and deserves notice as one of the very few attempts to arrive at more 
precise prognostic criteria in involution psychoses. 


Ideas of punishment existed in 12 cases, 4 in the recovered group. 

Ideas of burning and dissolution of property occurred in 13 cases. They were 
in a definitely larger proportion in the unrecovered group (11 cases), but when 
the ideas expressed by the two who recovered were examined closely, they did not 
differ materially as to absurdity from similar ideas expressed by those patients 
who did not get well. 

Poverty ideas were found in 14 cases. Those found in the recovered group 
(6 cases) all tended on the whole to remain within the bounds of the reasonable 
and comprehensible. None of those patients was affluent and many were quite 
poor. An illness which has already lasted several months perhaps, is to be under- 
stood by the outside observer at least as a ground for financial anxiety. This does 
not, of course, alter the exaggerated, and in some cases delusional character of the 
statements. 
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When one turns to the unrecovered group again, 2 of these had definitely 
gross delusions, Case 1’s statement was really a kind of "délire de négation ” 
This patient said: ‘‘ I can’t walk about unfed and unclothed, the fact is I’m quite 
penniless . . . I came into hospital with nothing . . . there’s no possi- 
bility of maintenance ’’. Case 47 said she had cost millions since going into 
hospital. Case 50 said there was no food and no water. These tend to support 
the view that such ideas are of most malignant import. 

Ideas of being robbed occurred in 2 cases, both unrecovered. That these 
ideas occurred in both cases which did not get well is of interest since Kraepelin 
regarded this as a senile delusion. That no definite conclusions can be drawn from 
their occurrence in the present series seems obvious, yet the fact that neither 
recovered is noteworthy. Ideas of incarceration were found in 14 cases. They 
were slightly more frequent in the unrecovered group (10 cases). 

With regard to absurdity and incomprehensibility the ideas expressed by Case 
22, who wrote a letter to her husband saying she was sure she was being sent 
away to a place where she would have to send home false messages of her well- 
being, must be regarded as at least bordering on this, but are not completely so, 
but those of Case 42, who asked to be wrapped up in a parcel, and who did not get 
well, were unmistakably of this type, and were associated with that extreme and 
bizarre form of depersonalization so often found in ‘“‘ involutional ” depressions. 

Torture and death ideas occurred in 17 cases, 4 in the recovered group. 
There is thus a more definite preponderance amongst the unrecovered. In the 
latter the ideas were definitely bizarre, or at least extreme, and in 5 cases were 
associated either with hallucinations (in one case somatic, akin to those found so 
often in the older schizophrenics or paraphrenics—“ electrical ’’ sensations), or 
else delusional misinterpretation of an absurd kind, of environmental happenings, 
chance remarks of others, etc. 

Dirt and contamination ideas (12 cases) were pretty evenly distributed, 8 
unrecovered. Here again definite absurdity (with the possible exception of 
Case 3, who put her food out of the window lest it should be given to the pigs), 
was found only in the unrecovered, in 2 cases, 19 and 1; the former saw the place 
filled with lice and feared she would contaminate the ward; the latter called 
herself “a plague spot ’’, and said she was decomposing, that her sister was a leper, 
that she had “ opened up the whole insect world ’’ and that the soil and clean 
pipes had been eroded by her insects, and thus the whole water supply of the hospital 
contaminated ’’. 

We next turn to the important group of bowel ideas, and here also the distri- 
bution is much the same between the two groups (18 cases, 6 recovered). 

On examination of the individual statements there is not the same discrepancy 
and many of the statements of the unrecovered are given by melancholics of all 
kinds, including those who later make an excellent recovery. Three cases, how- 
ever, belonged rather to the ‘‘ délive de négation’’ type and were all amongst the 
unrecovered. 

Taking the hypochondriacal ideas as a whole, it is interesting that 7 out of 8 
expressing fear of grave and horrible disease, e.g., leprosy, cancer, etc., should be 
in the unrecovered series. It is perhaps a little surprising in view of clinical 
impressions that this series should have given such comparatively indeterminate 
results. 

Religious ideas similarly were fairly evenly distributed between the two 
groups, 17 cases, 5 recovered. Here there was less observable difference in the 
character of the statements. It is to be noted that a case in the unrecovered 
group had a “ vision of the Cross’’. At the same time the idea expressed by 
Case 3, who recovered, that she “ broke the mass ”, etc., is not to be readily 
understood, and is as odd if not odder than anything in the unrecovered 
series. 

The idea of immortality of the self (3 cases) was not found in a single case in 
the recovered group, and the author’s impression is that this idea has a malignant 
significance. It is, of course, familiar in senile psychoses. Also the one case of 
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belief that she and her family would die, but that the rest of humanity was immortal, 
did not get well. 

The belief that those dear to the patient would suffer or were suffering occurred 
in 13 cases, 10 unrecovered. They were thus noticeably more frequent in the 
unrecovered series. In the latter, two were definitely fantastic, and one was 
notably ‘‘ paraphrenic’’. At the same time the idea expressed by one patient 
who got quite well had a schizophrenic appearance, as indeed had most of this 
woman’s utterances. This patient would not pass a certain picture for fear it 
“ bound ” her nephew. 

The belief that they were injuring others occurred in about the same propor- 
tion as in the preceding group (14 cases, 10 unrecovered), and here again the 
fantastic, absurd and bizarre, with the possible exception of Case 37, who thought 
everyone in hospital was in pain through her fault, that she harmed others by sending 
her wicked thoughts into them, and wanted to leave the hospital so that the bodies 
of the others might be made all right, was to be found only in the utterances of 
the unrecovered. Ideas of cosmic or world cataclysm were observed in 2, both 
unrecovered. 

Ideas of omission occurred in 6 cases (4 unrecovered). They have been 
included under delusions, though it is probable at least a part of them belong more 
properly to depersonalization as in Case 3, where she said ‘‘ everything is at cross 
purposes ”. Case 5’s ideas have a distinctly schizophrenic character. This patient 
said that the others knew what to eat, but she didn’t. She said, ‘‘ I have a feeling 
they look to me to do something and I can’t find out what it is’’. Heard people 
say “she won’t doit’’. Felt that there was some sort of society to which everyone 
but she belonged. 

The feeling of omission of which many patients complained has already been 
mentioned. There remain the allied feelings of wrongness to discuss. Some of 
these have already been grouped under the former heading, and what has been 
said of the origin of the sense of omission is probably true also in part at least of 
this group and nothing remains to be added. Here also little can be deduced 
from the group. 

(It is obvious a certain amount of overlapping must take place in the description 
of symptoms.) 

De personalization (including time disorder) occurred in 15 of the total series, 
6 recovered. As usual the symptom was protean in its manifestations, including 
2 cases of time disorder, both of whom recovered. One was the interesting case 
of extreme depersonalization in which the patient referred to herself in the third 
person neuter, again the idea of negation, which is probably based in many cases 
on just such an extreme degree of depersonalization. This patient did not recover. 
Case 50 expressed this feeling in a rather exaggerated, not to say fantastic manner, 
and Case 31 certainly showed an extreme degree of it, though it is doubtful whether 
her utterances could not be paralleled by many other patients who ultimately 
recover. 

Paranoid ideas of one kind or another occurred in nearly half the cases (21), 
and showed a slight preponderance in the unrecovered group (15). When the 
Cases were examined closely it was seen that all those with one exception in the 
recovered group were of a readily comprehensible kind springing out of the feeling 
of inadequacy and worthlessness of the patient, and did not differ materially from 
those found in other cases of melancholia which recover. The exceptional case 
bore an unmistakably schizophrenic stamp and has been mentioned more than 
once already, yet despite this prominent schizophrenic component she made an 
excellent recovery. 

Of the unrecovered group, Case 5 also expressed ideas which had a schizophrenic 
ring. Case 34 had an angry and aggressive attitude from which her ideas sprang. 
Case 32 showed a more ramified paranoid system, Cases 4 and 16 expressed ideas 
of burning. Beyond these, however, many of the ideas expressed did not seem 
more absurd than many found in depressions seen every day which run a benign 
course, 
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The idea of spying or being spied upon was listed separately at first, as it 
seemed possible that a search of the records would reveal more than the one instance 
of the former which occurred—this, however, did not appear. All the cases in 
this group have been already listed under the heading “ paranoid ” with one 
exception, Case 7; 1I cases in all. There is really little reason for including them 
under a separate heading, but the author’s impression was that such ideas were 
commoner in the psychoses of later life. All the cases which recovered, with the 
exception of three, had ideas which did not essentially transcend the bounds of 
the comprehensible. Many of the others are much more far-fetched, even to 
absurdity. 

Ideas of influence, the so-called passivity feelings, occurred in 7 cases, of 
which only one, again the Case 3 so frequently mentioned already, was in the 
recovered group. These experiences took the form as already noted of the familiar 
“ electrical ” sensations in Case 5, and of other passivity experiences in 5 cases. 
It is interesting that this patient thought the sensations were for therapeutic 
purposes. In some cases both existed together in the same patient. Case 3 also 
showed thought disorder of characteristic kind. Yet despite these obviously 
schizophrenic features she got well. Although the presence in the series of this 
one case makes definite conclusions from such symptoms invalid as an invariable 
guide, yet none the less, the presence of such schizophrenic features suggests 
caution in forecasting the prospects of a given case. 

Ideas concerning food in one form or another occurred in nearly one-third of 
the total series (15 cases). The preponderance was notably on the side of the 
unrecovered (13 cases). The ideas of the 2 recovered cases might have been found 
in any case of depression, but one, Case 37, was poorly elaborated unfortunately, and 
little can be said about it. Case 1 showed great alimentary preoccupation, and her 
bizarre ideas have been noticed elsewhere. Case 49’s ideas are interesting and have 
a schizophrenic character. This patient said, ‘‘ they tell me that if I don’t eat my 
food somebody’s going to be killed ’’. Case 46 showed what might be regarded 
as an extreme degree of depersonalization, of the nihilistic type. Case 50 showed 
kindred ideas, ‘‘ no food here and no water ” even whilst eating. Case 5’s ideas 
were very queer. This patient thought that if she ate fish the other patients 
touched something black (the bed-rail). Case 4 said the food supplies were cut 
off—again nihilistic. Again absurdity, nihilism, etc., are chiefly on the side of the 
unrecovered, and the general impression is that much alimentary preoccupation 
tends to be an ominous sign. 

Ideas of poisoning occurred in only a comparatively small proportion of the 
cases (7). Of the recovered (3 cases), Case 22’s ideas were definitely fantastic. Case 
10’s might have been associated with depersonalization, and Case 29’s (who wondered 
if her right hand and arm were poisoned) were quite comprehensible in view of arecent 
breast amputation and the fear of glandular involvement. In the unrecovered, Case 
4’s ideas were strongly paranoid, and Case 12 showed the “‘ gas’’ idea so characteristic 
of the paranoid psychoses of this period. Case 1’s bizarre ideas have been frequently 
noted above, and are just as fantastic as the others. The frequency of poisoning 
ideas in involutional depressions has been mentioned by Medow (quoted Halberstadt). 

Sexual ideas. The 9 cases were almost exactly evenly distributed between 
the two groups (3 recovered (Cases 3, 29, 22), 6 unrecovered). Case 3 showed the 
common depressive idea of the evil effects of masturbation. Case 29 had similar 
ideas, quite comprehensible in a rather ignorant person ; she believed that a lump in 
her breast was due to masturbation. Case 22’s ideas, though queer like most of those 
she expressed, could be understood as springing from the more or less intense 
anxiety which she showed. This patient was afraid that they were giving her a 
drug to make her pregnant. Case 7’s ideas were of a bizarre obsessional type. Case 
16’s had a more “‘ paranoid ” than depressive character. Case 42 expressed delusions 
of a former erotic relationship, so often met with in schizophrenic illness, whilst 
the ideas of Case 27, who thought that she was pregnant, and even claimed to 
squeeze a dirty fluid from her nipple, were perhaps also a little fantastic, though 
probably not more so than many such ideas occurring in benign depressions. 
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The sense of omission is also perhaps a mixed group, four in all, some of the 
cases as 2, for example, who said, “‘ I can’t ever do anything any more ’’, represent 
no more than the usual depressive feeling of inadequacy, while others may be based 
on depersonalization or have an obsessional character. The occurrence of the 
symptom, however, in the more clearly-defined form as here presented, justifies 
its inclusion perhaps in a special group. Little, if anything, however, can be drawn 
from this group. 

The belief that she had special powers occurred in only 4 cases, equally distri- 
buted (2in each). Case 42 may have been in a manic phase at the beginning, but 
throughout the period of observation was depressed. The ideas expressed by Case 
1,.who believed that she had liberated insects which caused an “ electric ” storm, 
also that they (the insects) had altered the bark of a dog and the crowing of a 
cockerel, were fantastic in the extreme; but it cannot be said that the ideas of 
Cases 3 and 37 in the recovered group were any more reasonable, though far less 
fantastic. 


Thought disorder of the schizophrenic type occurred in 3 cases, of which 
it is interesting to note all recovered. In one of these, Case 3 so often men- 
tioned, it was prominent and unmistakable. Case 37 was really too dubious 
to include here, as it represents a common religious belief in the normal, 
e. g., she thought some supreme power knew all she was thinking. Of Case 
20, too, unfortunately, further details are lacking, and perhaps too much 
importance must not be laid on it. This patient thought everyone read her 
thoughts. Katatonic features, e.g., stupor, verbigeration, etc., were not 
observed in any of these cases. 

Cases showing gross organic features, memory defect, disorientation etc., 
have been as stated purposely excluded from this survey, but one case 
(13), who was disorientated and showed some memory failure on admission, 
did not recover. This may have been a drug intoxication. 

Hysterical features were, surprisingly enough, present in only 6 cases, 
of which 4 did not get well, and in these 4 it could really be described as only 
the lightest hysterical tinge. As far as such symptoms go, no guidance is 
offered from the present material. 

Compulsive features were also few in number, 5 cases, 2 recovered. 
Those found in Case 24 are interesting, e.g., she saw some patients standing 
with hands on hips, and developed a fear lest she should be compelled to do 
the same—described it as “ a tormenting thing to do”’, yet, despite their odd 
character, this patient recovered. It may be that the compulsive phenomena 
found in Case 50 are of bad import, but from the whole group it is not easy to 
draw definite conclusions. This patient carried out apparently compulsive 
actions, opening every door she found closed, and worrying whether everybody 
could get out—later banging doors to—could give no reason for these actions. 
Also showed compulsive speech, e.g., would show deferential manner, then 
suddenly say, ‘‘Go and get on with your business, don’t stand there ’’, then 
apologize for her rudeness. Frequently rubbed her hands and held out hand 
to be shaken—wanted to say ‘‘ Good morning to the Duchess ” (no explana- 
tion). 
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From the so-called neurotic features little evidence can be drawn. It 
may be noted that Case 48 showed irritability and bad temper, suggesting a 
possible organic component. This case did not recover. 

Manic features, apart from those already mentioned as probable in Case 
42, occurred in Case 19, in association with more definite depressive symptoms, 
and furnishes an example of the so-called ‘‘ mixed state’’. The existence of a 
possible manic phase has been mentioned in Case 42 and in Case 50 after 
discharge where the patient was very optimistic and full of all sorts of schemes, 
Case 1 also showed a brief period of elation. 


Hallucinations. 


By far the greater majority of cases showing auditory hallucinations fell in 
the unrecovered group (10 out of 13). Of the latter group, in Case 5 some of these 
so-called hallucinations were probably paranoid misinterpretations, but it is 
probable she also experienced genuine auditory hallucinations. In Case 12, it was 
certainly not only a question of true auditory hallucination, and some little doubt 
exists also in Case 23, and in part also in Cases 16 and 50, though true hallucinations 
must be held to have existed in the former as well, and possibly also in the latter. 
In Case 35 it was probably a case of such misinterpretation. 

In the recovered group the evidence for hallucinations is doubtful in Case 33, 
and perhaps also in Case 38, but in Case 3 no doubt exists as to the presence of 
true hallucinations. The foregoing results seem to point to hallucinosis as a 
symptom of some, perhaps considerable, prognostic malignancy, although as far as 
the individual case goes, Case 3 must be borne in mind, so that no really unequivocal 
evidence exists and prediction in the individual case must always stand to be 
falsified. Indeed this particular case is a constant reminder of the danger of 
drawing conclusions from one aspect only of the case. 

When we consider visual hallucinations much the same position is found. 
The majority showing such belongs to the unrecovered group, 6 out of 8. In the 
latter series, in Cases I, 47, 25, 23, the question of a bromide intoxication arose, 
but the question remains whether the production of such symptoms even under 
toxic influence is not of significance. In Case 25 the so-called hallucination, where 
the patient said she saw spirochetes wriggling at the point of the needle as a sample 
of blood was withdrawn, may have been an illusion produced by the shimmer of 
the drop of blood on the end of the needle and here also possibly an intoxication 
may have been responsible. 

In the recovered group the hallucinations of Case 3 were just as queer and 
irrelevant as any in the other series. It is advisable perhaps to lay little stress on 
these symptoms, they were all perhaps toxic in origin or else illusions arising on 
a basis of anxiety. It is significant, however, that nearly all those showing such 
symptoms did not get well. 

In the case of the so-called ‘‘ somatic’’ hallucination (14 cases) many symptoms 
are included which should fall under ‘‘ depersonalization ’’, ‘“ passivity feelings ’’, 
etc. Inthe unrecovered group (9 cases), Cases 35, 42, 49, 25, 46 (which repre- 
sented a form of negation), e.g., Case 46 said that during an attack of influenza 
she felt something ‘‘ go bang in her head ’’; said she could neither breathe nor 
swallow, as her throat was closing up. “All my body’s shrivelled up to nothing, I 
can’t make it out ’’, Case 27 felt movements of quickening in association with her 
pregnancy belief, Case 31 had feelings as of an electric battery in the stomach. These 
were definitely bizarre and of undoubtedly schizophrenic character. When those of 
the recovered group are examined, Case 3, who said she was burning inside, and sat 
on the lavatory seat to keep cool, is a little difficult to assess, and might be an 
allegorical expression. Case 22 had a depersonalization symptom not uncommon in 
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benign depressions; Case 6 had sensations commonly seen in many mild anxiety 
states which never get further than the out-patients’ department, and Case 17’s are 
probably of a similar kind. Case 39, who thought that something seemed to stop 
her food at the upper end of the sternum, expressed an idea commonly seen in 
benign melancholias. This group then shows a more marked contrast between the 
unrecovered and the recovered in respect of bizarrerie, and incomprehensibility, 
and tends to support the common clinical impression of the prognostic malignancy 
of such symptoms. 

The next group of hallucinations to be considered is the so-called tactile 
(12 cases, 3 recovered). Under this head a number of symptoms is considered, 
most of which do not really belong here, but on account of certain peculiarities 
have been so included more or less arbitrarily, lest they should have been overlooked. 
It may be said here that anything of the nature of, say, formication was only found 
in one case (19), although one other case (29) approached it, and also to a lesser 
degree Case 6. Nevertheless symptoms such as those of Case 35 have perhaps a 
slight claim tothe term tactile. This patient had sensations of being choked at times, 
also said she felt something “ pulling here and pulling there, and even the back of my 
head . . . it makes my mouth move about. If it isn’t in my head, it’s in my 
body, pushing me down. . . . In my back and in my stomach ”. Felt as if 
there were a thread in her mouth and made movements as if to spit it out. (It 
must be admitted, however, that most of them could have been grouped under the 
general heading of the foregoing group, as somatic hallucinations, and some of 
them must be regarded as examples of the extreme form of depersonalization 
mentioned already.) 

Surveying this section, it is seen that by far the majority occurred in the 
unrecovered group. Of this group, Case 5’s sensations have a definitely schizophrenic 
ring, and are like similar experiences in the so-called paraphrenias. This patient 


felt a prickling sensation “‘ like electricity . . . it tightens up all the muscles 
of my legs, and I’ve a pain in my spine . . . I feel little hot sparks while it’s 
on’’. Case 35’s sensations were similar and suggest passivity feelings. Cases 32 and 


46 complained of tightness and pressure in the head, symptoms so frequently found 
in many benign depressions, but also, of course, in many chronic outpatient hypo- 
chondriacal neurotics. Parenthetically it may be remarked here that such cases 
do not always carry the well-nigh hopeless prognosis attributed to them by tired 
out-patient physicians. Shortly before leaving the staff of the Maudsley Hospital, 
the author observed one case in out-patients who had such an illness of eleven 
years’ duration in early life which cleared up and was followed by many years of 
health, only to recur at the involutional period when she presented herself for treat- 
ment again. This does not, however, detract from their prognostic malignancy 
and an incapacitating illness of eleven years is a grave matter. Cases 26 and 31 are 
examples of the bizarre depersonalizations mentioned. Altogether incomprehen- 
sibility and absurdity tend to characterize the 9 unrecovered cases. Turning to 
the recovered group, some of Case 29’s sensations might have had a true organic basis 
and might have been experienced by anyone, and perhaps very little separates the 
feelings of Cases 6 and 22, who had creepy feelings coming up back and arms and pins 
and needles in hands and legs, respectively, from some of the others already 
mentioned, but they do not in the least possess their extremely queer character. 

Next, gustatory hallucinations (4 cases) must be discussed. All were among 
the unrecovered. This group is a little difficult to assess, as for the most part 
only a bare statement was given. It may be they possess a special malignancy, but 
the data are too scanty to be of great value. 

Lastly, the olfactory hallucinations (5 cases, 2 recovered). It is noteworthy 
that the 2 patients expressing the gas idea or hallucination did not recover, which 
tends to support the general impression of malignancy of this symptom. Case 16 
(unrecovered) expresses the idea found in numerous cases of melancholia, benign 
as well as malignant, that her body had a bad smell. Of the two recovered cases, 
Case 39’s statement may have been akin to Case 6, and as olfactory and gustatory 
hallucinations are frequently confused, perhaps this tends to discount in some 
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measure the remarks made under gustatory. Case 29, who had had a breast 
operation and who whilst in the Maudsley said she noticed a queer smell arising 
from her operation scar, may have smelt antiseptics from her wound, or perhaps pus 
when the wound was open (it was closed during her stay in the Maudsley), and 
little importance can be attached to it. On the whole the impression gained 
from the last two groups is that they are symptoms which must be regarded more 
seriously than hallucinations of other senses. Case 5’s olfactory “ hallucination ”’, 
it must be noted, cleared up after treatment of a septic nose. 

Summing up the question of hallucinosis in these disorders as a whole, the 
evidence points to prognostic gravity or even malignancy of the symptom, but in 
this regard those seeking for solid ground must bear in mind the disconcerting 
Case 3, which will be reported in full below, as it seems to be of importance. 
Naturally the observer will exert the most scrupulous care to evaluate the symptoms 
and exclude drug hallucinations,,the results of bromide, somnifaine, etc. This is 
not always easy, for, as with bromide, for example, the slow elimination of the 
drug may cause a confusional or delirious state to persist for months. 


The symptom of agitation must now be discussed. Along with this will 
be included so-called anxiety features of an objective kind, e.g., tremors, 
etc. Anxiety and agitation have long been considered classical features of 
the involutional depressions, and it is not therefore surprising that such 
symptoms should be found in a comparatively large number of the cases in 
this group. The unrecovered group will be considered first. Looking through 
them it is difficult to be sure that there is anything which does not occur in 
cases of depression at all ages. A. J. Lewis found agitation, much of the kind 
recorded here, in patients of all ages. At first one looked for the verbigeration 
and stereotypies which are so commonly found in the senile cases, but as 
Case 24 shows, who rocked herself to and fro continually, this occurred in a 
recovered case. Case 22 also made whining noises continually, and is in the 
recovered group. Case 1’s (unrecovered) agitation at times resembled that of 
the senile patient. Case 14 (unrecovered) muttered the same phrase mono- 
tonously, Cases 14 and 45 also made verbigerative utterances. Surveying 
this group as a whole, it is hard to find anything of prognostic value in it. 
Perhaps the more severe and senseless type of motor restlessness in speech or 
action tends to be more unfavourable, but more than this one cannot say. 

‘ Retardation.’ No prognostic value can be attributed to this symptom, 
as it was found in an equal number of recovered and unrecovered cases 
(6 of each.) 

The anxiety signs found can be dismissed briefly. There is nothing here 
which is not found with about equal frequency in the two groups. It may, 
however, be remarked in passing that with regard to the alleged affect, in a 
case like 21, who could hardly sit still in a chair, “ writhed with anxiety ”, 
where this was sustained and “ genuine ” the patient did not get well. 

With regard to the occurrence of suicide, there were 35 cases where this 
was threatened or attempted (11 recovered)—no conclusions, of course, as to 
prognosis can be drawn from the existence of suicidal tendency either latent 
or realized. It will be remembered that up to the time of inquiry only I case 
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(45) actually committed suicide after discharge, and beyond the fact that she 
had attempted it at the onset of her illness, no other guide as to this dénouement 
was found. ; 

It may be noted that Strecker and others found suicidal trends prominently 
in the unrecovered group (40 as opposed to 28%). 


PHYSICAL FINDINGS. 


A list of the physical findings 1s given below. Great stress is usually laid 
on the existence of arterio-sclerosis in the prognosis of the psychoses of later 
life. Strecker and others say, “‘Arterio-sclerosis is one of the most significant 
factors in estimating prognosis in manic-depressive attacks, its incidence is 
remarkably greater in the unrecovered group’’. There were 7 cases showing 
arterial hardening in some degree, and it is noteworthy that only one of these 
recovered. The 2 cases showing giddiness, which might, of course, have been 
evidence of a commencing arterio-sclerosis, also did not recover. The occurrence 
of a high or moderately high blood-pressure on the other hand did not appear 
to be of much importance. One case with a blood-pressure of 200/116 made a 
good recovery. It must be stated again that cases showing signs of obvious 
dementia were not included in the series, but a commencing dementia cannot, 
of course, readily be excluded, and the existence of such cases constitutes 
a perpetual problem to every psychiatrist. The physical findings as a 
whole then, with the exception of those cases showing arterial thickening in 
some degree or other, cannot be regarded as of any help prognostically. The 
findings in question are most varied and despite the fact that only 25°% 
of those who showed some physical disability recovered, the results must be 
evaluated with extreme caution. One would not, for instance, attribute 
to a uterine displacement undue significance in regard to the relevant problem, 
asin Case 11. Strecker eż al. say with regard to physical factors, “ no specific 
somatic elements can be singled out as suggestive of an unfavourable effect 
upon prognosis except the presence of the cardio-vascular-renal disease 
complex ’’. 


Case 4 was in fair health. Case 5 had aseptic nose—seen by rhinologist, and after 
use of a nasal spray olfactory “‘ hallucinations ’’ seemed to clear up. Beyond this, 
nil. Case 16, arteries slightly thickened. B.P. 126/96. Old facial palsy, left side. 
Case 29, B.P. 200/116. (Right breast removed.) Case 25, large infected tonsils. Case 
3, slight amount of hair on chin; health good. Case 27, B.P. 160/94; chronic otitis 
media. Case 17, B.P. 168/96; arteries soft ; liver enlarged three fingers’ breadth 
below costal margin. Case 46, dizziness ; B.P. 153/50; systolic murmur (cardio- 
pulmonary) at apex. Case 19, B.P. 164/78; second aortic heart-sound high- 
pitched. Case 6, old united fracture left tibia, good alignment; old Colles’s 
fracture left wrist. Case 21, takes food well, but steadily lost two stones, then 
gained over 3 lb. in a week. Case 13, slight moustache—normal sexual develop- 
ment; B.P. on admission 140/95, later low B.P.; systolic 90 or under. Case 
24, some arterial hardening; B.P. 158/90; heart slightly enlarged to left; apical 
systolic not conducted. Case 30, ? rheumatic neuritis of left ulnar causing 
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prickings and tinglings along ulnar distribution, with some wasting of arm, and of 
hypothenar eminence. Attacks of vertigo, nausea and vomiting. Nil definite 
found on examination ; some vague gastric symptoms. Case 11, uterine displace- 
ment. Case 1, arterial thickening; B.P. 158/118. Case 23, chronic cystitis ; 
chronic choroiditis; heart enlarged to left; B.P. 160/99. Later in another 
mental hospital had some epileptiform seizures and question of cerebral tumour 
arose, and patient trephined. Since then no recurrence. Case 20, B.P. 162/98. 
Case 50, arteries slightly thickened; B.P. 150/85. Case 40, varicose veins both 
legs. Case 12, some arterial thickening. Case 33, soft systolic murmur heard all 
over precordium, loudest at apex. Nil else found. Case 2, B.P. 150/94; fair 
health. Case 14, chronic acne rosacea; B.P. 170/124; tingling and numbness in 
both arms at times. Nil found. Case 15, B.P. 176/98; arteries slightly thickened 
and tortuous. Case 28, giddiness. Case 26, radials hardened and tortuous. B.P. 
154/98. 

Of these 28 cases, 7 (29, 3, 17, 6, 24, 20 and 33) were in the recovered, and 21 in 
the unrecovered group. 

Signs of endocrine dysfunction, e.g., hair on face, etc., were remarkably 
infrequent. They were noted in two cases, one of whom got well, the other 


did not. 
GENERAL DISCUSSION. 


The clinical facts having been recorded, analysed and discussed, it is now 
possible to make a general survey of the whole group and draw from it what 
prognostic guidance we can. | 

It must be admitted at the outset that guiding factors in prognosis are few, 
and in most cases vague, a by no means uncommon state of affairs in psychiatric 
researches of this kind, which are based on unprejudiced detached examination 
of the clinical facts. 

The general conclusion emerging from this study is that the prognosis 
of such depressions is on the whole poor. Roughly a third of the total made 
recoveries which could be regarded as complete in a reasonable space of time, 
i.e., one to two years; and roughly another third could be called partially 
recovered, i.e., able to do a little house work, or attend to simple routine tasks, 
but still showing symptoms and still under treatment as out-patients, or with 
their own doctors, though not requiring institutional care. The remainder 
were either in mental hospitals or dead. Since the “ follow-ups ’’ were com- 
pleted a year or two has elapsed and it is possible that the total of recoveries 
has crept up, but may be balanced by relapses or deaths. The task of following 
up these cases now devolves on others. The author had been engaged on the 
present paper for some considerable time, but has not found the opportunity 
to complete it till now, and in the meantime he has left the staff of the 
Maudsley Hospital. 

The opinion of other authors, then, as to the general prognosis of the 
depressions of later life quoted at the commencement, is fully confirmed, a fact 
which will not surprise any experienced psychiatrist. If the author should 
seem to stress the obvious, it is only because of his desire tœ escape the realm 
of vague impressions. 
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With these general remarks we may now proceed to sum up the details. 
The heredity data seem to the author the most unequivocal feature of the 
results and, obtained as they are from such scanty data, point to the need for 
further and elaborate research into the hereditary and constitutional relation- 
ships of these disorders, as Fiinfgeld has already urged. What has emerged is 
that such findings can materially assist in forming a prognosis in the individual 
case and that where a heavy hereditary load is found the outlook for the patient 
is worse than where this is insignificant. This is the author’s impression (so 
far uncontrolled) in cases also of so-called neurotic illness, notably with the 
obsessional states. 

Leaving aside the question of heredity, it is difficult to find anything 
that can be of prognostic help in the previous histories of the individuals. 
As already remarked, prepsychotic personality seems a poor guide. Whether 
the existence of certain morbid personality traits is an ominous feature 
portending a severe depressive illness in later life cannot, of course, be 
deduced from the present material and suggests the desirability of such a 
study on a large scale. It is certainly striking that the so-called ‘ good ” 
personalities should be in such a small minority, good that is in the rather 
limited sense mentioned. As little or even less significance is to be attached 
to the so-called neuropathic traits, to the menopause and to psychogenic 
factors of the kind so frequently described in the histories of these disorders. 
Again, what will perhaps occasion more surprise to those who regard what 
seems an “ adequate ” precipitating or releasing factor as a good rough prog- 
nostic rule in practice, is the insignificance of this as a guide. With regard to 
previous attacks, the general clinical impression is not merely not supported, 
it is actually reversed, and multiple attacks must be regarded as tending on 
the whole to a bad prognosis, a view which finds support from Strecker et al. in 
manic-depressive disorder as a whole. 

When the symptomatology is considered, there is perhaps a little more 
that is of some help, though Case 3, described below, must not be forgotten. 
On the whole, absurdity of the ideas (and it is well perhaps to say gross 
absurdity) tends to be more frequent in cases which are not going to do well. 
It is seen most clearly in such ideas as those of death and torture to which 
Hoch and MacCurdy are not inclined to attach any prognostic significance, and 
it seems as if certain ideas, e.g., those of negation, justify the place they have 
long held as prognostically malignant, that they are perhaps evidence of a 
cerebral organic affection which (as the work of e.g., Fiinfgeld suggests) may 
lie at the basis of some at least of the illnesses under consideration. Perhaps 
the ideas of immortality and world cataclysm must also be included here. 
What Kraepelin termed the “ senile delusion of being robbed ’’ may be in the 
same category, and it is noteworthy that neither case showing it recovered. 
Medow stressed the frequency of ideas of poisoning and ruin in his group of 
chronic involutional cases, as well as hypochondriacal ideas, which Halberstadt 
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also confirmed in his cases ; the latter, however, did not find hypochondriacal 
ideas as constantly as the former. The common clinical impression of the 
relative malignancy of bowel ideas is not borne out by the results here. None 
of the cases showed the filthy habits described by Hoch and MacCurdy in their 
cases. It may also be noted that paranoid ideas are somewhat unfavourable. 
Strecker et al. also found a preponderance of such in the unrecovered group, 
and they urge the same caution in evaluating them. Hoch and MacCurdy, 
however, do not give them any prominence. Further, Lewis and Hubbard 
state that, ‘speaking generally, persistent localized feelings of depersonaliza- 
tion, dominating hypochrondnacal ideas with bizarre delusional elaborations, 
outspoken hallucinations with delusional fortification, and odd disjointed 
mechanisms make for a comparatively early serious outcome ’’. But here, as 
with hallucinations, the most careful psychiatric assessment and evaluation is 
necessary. The degree of absurdity must be taken into account. When 
the depression clears up leaving a definite paranoid structure behind, or where 
the delusions are not of the obviously depressive type even if a little bizarre, it 
is probably safe to regard the illness unfavourably. It must again be stressed 
at the risk of tiresome repetition that a prognosis cannot be made from one 
aspect of the case alone, and certainly not from one symptom alone. If bowel 
ideas do not guide much, the impression from this material is that much 
alimentary preoccupation must be regarded gravely. This agrees in general 
with Strecker and others, and with Hoch and MacCurdy. 

Even the degree of absurdity of a given idea can be misleading. Con- 
sideration of Case 3 will do much to impress this. 

Hysterical, compulsive and other “ neurotic ”’ features offer no assistance. 

On the whole, as has been said, hallucinosis tends to appear as a symptom 
of some malignancy, and Strecker and his associates also found it rather more 
frequently in their unrecovered cases. The hallucination of gases so charac- 
teristically found in the “ involution paranoias ” is probably of evil omen. 

Concluding then from a carefully compiled mass of clinical material, there 
are no certain prognostic guiding signs of which the clinician can avail himself. 
Yet the study is not completely negative. In summing up any individual 
case the author would lay stress. (1) On hereditary burdening, especially where 
this is at all heavy. (2) On the occurrence of multiple attacks. (3) On the 
existence of certain symptoms, e.g., the idea of negation and possibly certain 
kindred ideas, and on hallucinations. (4) On the absurdity and bizarrerie of 
delusions, and that in general, Hoch and MacCurdy’s contention as to this last 
feature tends, but only tends, to be supported by the present study, that this 
absurdity may be prognostically malignant, not only with ideas concerned with 
the alimentary tract, but with others as well. That where such factors as the 
foregoing are combined, the clinician is justified in taking a grave view of the 
case at least, that is, for a reasonably early recovery. 

Hoch and MacCurdy’s other criteria, marked insufficiency of affect and 
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peevish or auto-erotic behaviour did not find much support as prognostic 
guides in this series. Cases showing them were very few, and it is perhaps 
because such symptoms belong to the more obviously organic or senile case 
that this was so, as of course all cases diagnosed as senile or arterio-sclerotic 
depressions were excluded from consideration. 

As one last word, the author would again point out the impossibility of 
making a prognosis from any one factor of the case alone. 

As the statistical survey has afforded so little, perhaps it would be as well 
to consider one or two cases which did conspicuously well, and contrast them 
as a whole with some which did equally badly. 


The first caseis No. 41, et. 53. The family history was alleged negative. Personal 
history essentially uneventful up to events just preceding present illness. The 
husband lost his employment, following which the patient had an unpleasant 
incident in which the car in which she was travelling killed a man. It was following 
this that her illness began. Menopause two years previously, was uneventful. 
Married at 22, one daughter, aged 30. Marital life happy. A woman of limited 
interests, but sociable, liked gaiety. Rather fussy over food and cleanliness, and 
a little over-anxious, but cheerful for the most part. 

On admission she was frightened and apprehensive and felt it, and showed a 
certain amount of motor restlessness, couldn’t stay anywhere. Tremor of out- 
stretched hands. Physically nothing abnormal. She left after a few days, against 
advice, saying that she was not suitable for contact with severe cases, and after 
a period abroad with relations she improved, though she was still subject to 
attacks of slight depression. The condition finally cleared up and was followed 
by feelings of well-being, possibly a slight hypomanic phase. 


It is evident here that neither heredity, previous attacks, delusions, except 
a slight hypochondriacal preoccupation, were present. 


The second case is No. 28, et. 42. Jewish, of foreign extraction. Family history 
negative. No previous attack. Married happily twelve years; three children. 
Always a timid, frightened person, but cheerful, not prone to worry, even tempered, 
active, energetic, and helpful to those in trouble, but a little suspicious, prone to 
think her neighbours were deceiving her, possibly due to foreign environment and 
language difficulties. Following business troubles and puerperium, fell ill, and 
made suicidal attempt. On examination: “ I feel weak, not very good.” Some 
slight self-reproach. Readily broke down into tears. Physically, nothing abnormal 
beyond medium tremor of fingers. No delusions or hallucinations. Following 
discharge twenty-one months later, and after a period as voluntary patient at 
a mental hospital, she is no better. Irritable, depressed, has attacks of crving, 
says family is against her, finds children trying, shows definite paranoid attitude, 
blames others for her condition. 


It will be seen that as far as the consulting-room is concerned, and even in 
the second case after a fair period of observation in hospital, nothing very 
significant appeared in it which did not appear in the first, and she was in 
addition a younger woman (11 years). Why has the one done so well, while 
the other is as far from health as ever she was, perhaps a little worse ? The 
answer is nothing that case-histories taken with equal care can determine. 
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Nothing could show better how far we are from being able to assess the prognosis 
in the individual case. Perhaps in the second case we should lay more stress 
on the existence of the paranoid component in the previous personality, but 
what of the five cases in the series who had similar traits, and in several 
instances more serious clinical features, e.g., delusions, and yet recovered 
completely ? Perhaps the question of race and pecuniary circumstances are 
of importance. The first case was a Gentile, and although her circumstances 
were reduced as described, her standard of life remained much as it was. 

The present study can be regarded as no more than a brief introduction to 
the problem ; its failures and shortcomings will prove helpful in enabling other 
workers on the same subject to avoid them, and it must again be pointed out 
that such highly tentative conclusions as have emerged have no other value 
than as reminders in making a forecast of the individual case, but that each 
case must be studied strictly on its own merits. It 1s possible also that the 
method employed is not one calculated to yield satisfying results. That, 
however, could only emerge after the attempt had been made. 


The frequently-mentioned Case 3 may now be briefly described. Female, æt. 
52. Family history essentially negative. Past history, second attack, first attack 
seven years previously. Had much mental anguish. “ Everything upside down 
in left eye.” Thought she was going to be killed. Some ideas connected with the 
Crucifixion, that all her relatives were dead, thought clergyman alluded to her in 
his sermon. Also some compulsive features. Lasted one year and then complete 
recovery. 

Menopause in progress on admission ; single, no sexual “ traumata ”. Generous, 
energetic, naturally interested in life, not unsociable, prone to assume burdens of 
others. A little wilful and did not take kindly to discipline. Had been worrying 
a good deal before admission, and overworking. These, together with the menopause, 
were regarded as the precipitating factors. On examination, depressed, worried 
and apprehensive, wept alot. Self-reproach, ideas that her job had been a “ testing 
period ’’ for her, and that she was cursed. Ideas of reference, saw meanings 
everywhere, thought workmen in an adjacent house signified the fall of her house. 
Vague ideas of contamination. Queer ideas of having “‘ broken the Mass ” which 
had a spiritual effect on people and was spreading harm. (She was a member of 
the Church of England.) Queer compulsive ideas, e.g., couldn’t pass a certain 
picture lest it ‘‘ bound ” her nephew. Some depersonalization. Felt watched in 
everything she did, that she was made a spectacle of, that her thoughts came to her 
by wires, and she was at times controlled by a secret society. Thought-withdrawal, 
said that they were ‘‘ snatched ” from her, that they were read. “ If I think a thing, 
it seems to be snatched from my mind.” Some trivial hysterical features ; thought 
she was burning inside. Physically, nothing abnormal beyond some hair on chin. 
This patient made an excellent recovery and returned to work. 

Examining this case we see a negative family history, one previous attack, and 
a florid symptomatology, including many unmistakable schizophrenic features, 
including thought disorder. In addition she showed some hair on chin (so fre- 
quently regarded as of bad prognostic omen). This patient made a complete 
recovery and returned to her former employment, where she was reported as working 
as efficiently as ever. 


It is hoped that this paper, despite its numerous defects, will at least 
stimulate further research into this problem. 
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THE HYPERGLYCAMIC INDEX AS AN AID TO 
PROGNOSIS. 


By P. K. McCowan, M.D., F.R.C.P., 


Medical Superintendent, Cardiff City Mental Hospital. 


THE observations I wish to make in this paper are based upon some work 
which my colleagues at Cardiff and I have carried out, and which has a 
bearing on the question of prognosis in the manic-depressive psychoses. 

In 1931 Dr. Quastel and I published a paper in the Journal on blood-sugar 
studies in the various psychoses. In that paper we introduced a method for 
giving quantitative expression to the hyperglycemia so often found in the 
psychoses. By a simple calculation we arrived at a figure which indicated 
the extent of the hyperglycemia, and we called it the hyperglycemic index 
(H.I.). It was calculated by dividing the 2-hour blood-sugar level—the fasting 
level—by the maximum level—the fasting level—and multiplying the result by 
100. The greater the hyperglycemia present, the higher the index. We 
found that hyperglycemia was common in melancholia and certain stupors, 
and usually absent in mania, and came to the conclusion that, in the absence 
of certain factors such as toxemia, menstruation and glandular dysfunction, 
the H.I. could safely be regarded as a measure of the emotional tension under 
which the patient was labouring. We have carried out sugar tolerance tests in 
many hundreds of manic-depressives, and have found no reason to modify 
materially any of the views expressed in our original paper. I wish to 
refer to the importance of the H.I. in prognosis. For this the H.I. should 
be done on admission; and, if subsequent tests show a fall, this points 
to an improvement with a favourable prognosis. In the average case 
this gives little additional information to that which can be gathered from a 
careful consideration of the subjective and objective symptoms presented 
by the patient; but it is important in those not rare cases where there is 
no striking objective evidence of continuing depression, and the patients 
falsely assert that they are no longer depressed. In our paper we referred 
to a female patient whose discharge was refused on the strength of a raised 
H.I., and who on her recovery some months later confessed that her real reason 
for wishing for her discharge earlier had been so that she might commit suicide. 
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Recently a voluntary patient of this type, with an H.I. of over 50, insisted on 
leaving hospital, and her husband could not be persuaded that she was still 
far from well. For ro days after her return home her husband was completely 
satisfied that we had made a mistake; on the morning of the 11th day the 
patient stated that she felt so well that she insisted on getting up and preparing 
breakfast ; so far the husband had done this ; later, thinking something might 
be amiss, the husband went into the kitchen, to find his wife bleeding profusely 
from a huge gash in her neck, self-inflicted with a bread-knife. Later in 
hospital she admitted that, as indicated by her raised H.I., she was definitely 
depressed when she left hospital. Of course, not all cases who leave hospital 
still depressed attempt suicide, but I think you will agree that a test which 
indicates such a possibility is of real value. 

Particularly in involutional and senile melancholia one occasionally finds a 
persistently low H.I. in spite of clinical evidence of melancholia. Such cases 
are not very common, and I am not yet certain of the true significance of 
this finding. In our experience at Cardiff, it usually means a bad prognosis. 
The psychogalvanic reflex is usually absent in such patients, and I am inclined 
to think that the low H.I. points to a strong hysterical element, and that the 
patient’s complaints of depression are unaccompanied by the secondary 
reverberations usually associated with emotion—a condition which Golla 
suggested, from his psychogalvanic reflex studies, was present in hysteria. 

A high H.I. is not found in cases of benign stupor, whereas it is by no 
means uncommon in catatonic stupor. The prognosis in stupor is so much 
dependent on the diagnosis that anything which classifies the latter is naturally 
equally helpful in prognosis. One must be very careful here, however, in 
making use of the H.I., as by no means all cases of catatonic stupor have a 
high H.I., and, on the other hand, while the H.I. is low in benign stupors it is 
high in cases of depressive stupor. 

As it 1s not usual to differentiate between benign and depressive stupors, 
I may be forgiven if I take this opportunity of attempting to do so. Hoch 
attempted to differentiate the benign stupors, but his work is far from receiving 
universal acceptance. According to him, this group is characterized by 
extreme apathy, inactivity and preoccupation, with the idea of death as 
the sole thought content. It is this last criterion with which I personally 
find myself in complete disagreement. Personally, I like to regard benign 
stupor as a form of the manic-depressive psychosis, where the mental mechanism 
employed is refusal to face reality or to attempt solution of any causal psychic 
conflict. This mechanism can be regarded either as brought about by, or, as 
resulting in, apathy. Or one can neglect the psychogenic approach and 
merely state that the condition is one of apathy, however caused. In any 
case, the fundamental feature of the stupor is apathy, which necessarily implies | 
an absence of emotional tension. Depressive stupor, on the other hand, I 
regard as the very antithesis of this. Here the stupor is an expression of the 
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retardation met with in melancholia—a retardation which has here progressed 
to mutism and more or less complete inactivity. With the great retardation 
of depressive stupor goes a correspondingly great depression. This means 
that depressive stupor is merely an exaggerated degree of retarded depression, 
whereas benign stupor should be regarded as a phase of the manic-depressive 
psychosis as distinct as melancholia or mania. If I am correct in stating that 
benign stupor is characterized by apathy and depressive stupor by depression, 
then, if the H.I. is an index of emotional tension, it should be able to differen- 
tiate between the two; and this, in fact, it does do most successfully. I 
find that cases of stupor with a high H.I., if questioned after recovery, 
invariably state that they felt depressed during their stupor, as in fact their 
occasional remarks and general appearance had indicated, whereas those 
cases of stupor with a low H.I., questioned on recovery, stated that they felt 
no depression while stuporose. I am afraid this is a disgraceful digression 
from prognosis into diagnosis. I will return to prognosis before concluding 
by stating that I would like to make it clear that I do not for a moment suggest 
that the H.I. can replace careful clinical examination in helping us to give a 
prognosis, or to follow the course in any of our patients; but what I do wish 
to suggest is that it can at times give us valuable assistance in these directions. 
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CHRONIC MANTIA. 


By KENNETH CAMERON, M.B., Ch.B., Dipl. Psych., 
Assistant Physician, Royal Edinburgh Mental Hospital. 


ORIGINALLY used to describe any case of dementia with chronic excitement, 
the term “ chronic mania ” has been limited in its application to a group of 
cases described by Schott and others during this century. In the main, they 
apply it to cases of mania developed after the age of 40, and differing from an 
acute attack chiefly in their long duration. In the cases I describe I have 
confined myself to this usage, and have not included constitutional fluctuating 
hypomanics who have manifested this after their youth onwards, nor do I 
include prolonged manic phases in circular manic-depressive cases. 

In the g cases of this nature that I have collected, the manic phase developed 
after the age of 40. Of these cases 3 developed mania directly from a state of 
health, all 3 having had earlier manic attacks. The other 6 cases developed 
a depression of an involutional character, which passed with or without 
remission into a final manic phase which lasted severally from 3 to 5, 12, 15, 
17 and 24 years. In only one of this group had there been an earlier attack 
of mental illness. The family history of the 9 cases does not show a strong 
background of mental illness, and in many it is absent. There does exist, 
however, in the greater number of them a strong element of family pride and 
reserve. Contrary to the findings of Wertham, the patients show almost 
uniformly in their pre-psychotic personalities a high degree of intelligence, with 
responsiveness to literary, artistic or religious influences. They had led active, 
full existences and shown, in general, capacity for strong feeling, frequently 
held in control for one reason or another. With these qualities, however, they 
manifested a certain lack of sympathy and rigidness in their attitude and 
personality. In the cases in which a depression did occur as a preliminary, it 
was definitely of the involutional type—excessive agitation, delusions of 
unworthiness, and of death and destruction, of a horrific nature, with hypo- 
chondriasis and delusions of bodily changes occurred. In some cases auditory 
hallucinations or even vivid visual hallucinations were present during the 
night. These depressions showed in time some loss of affect with seclusive- 
ness and eccentric behaviour, and then passed into a manic phase, or the 
manic phase supervened without any loss of affect having occurred. The 
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final picture was characteristic, whether attained by way of an attack of 
mania occurring in a state of health or by an involutional depression passing 
into mania. 

In their behaviour, when mania had developed, the patients were hyper- 
active mentally and physically, and the mood was of elation or excitement 
with irritability a marked feature. Flight of thought ranged in its result 
from irrelevance to incoherence in speech. Grandiose delusions, generally of a 
fugitive nature, and a strong paranoid element were invariably present. This 
paranoid element forms the subject of several articles in the literature. Specht 
held that paranoid suspicions were secondary to delusions of grandeur. 
Masselon attributed them to constitutional characteristics coming into promi- 
nence with the manicreaction. Greenacre has explained the paranoid delusions 
and delusions of unworthiness in manic-depressive cases as being dependent on 
the necessity for placing the blame for a situation that is inacceptable to the 
patient. In the one case there is a depressive reaction with self-accusation ; 
in the other a manic reaction with delusions of suspicion. 

In more prolonged cases certain changes suggestive of deterioration 
developed. Poverty of thought occurred, and this, with the maintenance of 
pressure of mental activity, gave rise to continual recurrence of the same 
expressions and actions. In marked cases the end-result was a strong tendency 
to automaticity and perseveration. In several cases the patients showed a 
rhythmic quality in their speech and movement, which expressed itself in 
rolling, dramatic periods or resounding, meaningless expressions. The 
impression of marked dementia, further conveyed by the fantastic dress 
affected by many of them and a certain simplicity and childishness of action, 
was not, however, borne out by closer examination. One found that the 
restless, fantastically attired patient who greeted one daily with the same 
speech and mannerisms had a detailed recollection both of her early life and 
of more recent happenings, and had an appreciation of her own present position 
and details of hospital life and family life well beyond her immediate ken. 
Although impractical and absurd in their own affairs, they showed marked 
shrewdness in assessing the affairs of others. 

From the physical standpoint, it was found that only two showed more 
than an average degree of arterio-sclerotic change, as estimated by radial pulse, 
retina, heart, blood-pressure, urinary findings and blood urea. In these two 
cases only was the blood urea above 70 mgrm. %. Two other cases had a 
history of hyperthyroidism, and another was slightly myxcedematous, the 
daughter of this patient being hyperthyroid. 

The chief facts emerging from this survey are the close parallel that exists 
between chronic mania and involutional depression in the type of personality 
affected, the age of onset, the mental content and the prolongation of the 
illness. 
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Discussion. 


Prof. HENDERSON said he wished to thank Dr. Lewis very much for his most 
interesting and stimulating paper. He had referred especially to prognosis in 
manic-depressive insanity, but his studies were of much wider significance ; he 
had covered a difficult field in a most comprehensive manner. His paper raised so 
many questions and the time for discussion was so limited that it was impossible 
to answer the questions in a satisfactory manner. 

The general impression derived from Dr. Lewis’s paper was that he had followed 
out a large group of cases, 61 in all, over a number of years, and it was from such 
studies as these, of large groups, that further progress in the understanding and 
diagnosis and prognosis of the manic-depressive states was likely to be made. It 
was well known that in such conditions when numerous schizophrenic symptoms 
were present, the assessment of prognosis would be more difficult and the 
attack would be more prolonged than was likely to be in the purer types. He was 
glad that Dr. Lewis had mentioned Strecker’s work in Philadelphia, and the good 
prognosis which Strecker postulated for mixed forms of the manic-depressive state. 
He agreed with Dr. Lewis on that point. In contradistinction to Strecker, the 
speaker had found, as others had, that in the mixed forms the attack was a very 
long one, and it was difficult to determine the outcome. It might be that Strecker 
at a later date would modify his present judgment ; his findings did not conform 
to the general opinion of those who had worked fairly intensively with similar 
conditions. 

He would like to stress this further point which Dr. Lewis brought up. It was 
thought, he believed, among psychiatrists and among the public generally, that if 
manic-depressive cases were left to time, time would produce a favourable result 
irrespective of what was done for the patient. That was not the case. A great 
deal of active treatment was necessary. 

Dr. Lewis had emphasized the necessity, after manic-depressive cases had been 
discharged following a good recovery, of continuing treatment. The point made 
by Dr. Lewis that these cases should be followed up and treated after leaving 
hospital was a very important one. 

Dr. Lewis’s previous articles on this subject in the Journal were comprehensive, 
and this further contribution to-day would be of value to members generally. 

He would like to question something which Dr. McCowan said—and he said it 
with all respect. He could not quite see how Dr. McCowan distinguished between 
depressive, benign and katatonic stupors. He, the speaker, did not think such a 
distinction could be made. He also found fault with Dr. McCowan in establishing 
a hyperglycemic index as a means of distinction between depressive stupors and 
benign stupors. It could not be said that the characteristic of the latter was 
apathy, and that that of the depressive was retardation. To attempt to differen- 
tiate on such a basis was, he thought, too arbitrary in dealing with such an intensely 
difficult subject as this. If apathy was a criterion of benign stupor, what was the 
characteristic of katatonic stupor ? Did not apathy enter here also? He thought 
it was points such as those which were apt to be misleading, and to use the hyper- 
glycaemic index in such a precise manner was dangerous. However, he was glad 
that Dr. McCowan only took the hyperglycemic index as one factor, for he had 
said that he would not exclude careful clinical findings. 
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THERAPEUTIC ATTEMPTS IN MANIC-DEPRESSIVE 
PSYCHOSIS. 


By HeEtc1 Tómasson, M.D., 


Medical Superintendent, New Mental Hospital, Reykjavik, Iceland. 


THE investigations on which is based the form of therapy presented in 
this ‘paper being partly several years old, and partly published in Scandinavian 
languages, it will be of advantage to review them briefly. 

Howell in 1905, and Zondek in 1920, besides others, claimed to have demon- 
strated similarity or identity in the action of the autonomic nerves and the Ca 
and K salts in the tissue fluids, and a number of publications have appeared, 
especially in Germany, during the past ten years, accepting this theory. Ifthe 
theory were correct, deviations in these salts might be expected to be found in 
psychotic patients, where the autonomic innervation a priori should be altered, 
as in the affective psychoses. At that time (1922-23) comparatively reliable 
micro-methods were available for the estimation of serum calcium only. My 
first investigations were therefore limited to Ca estimations alone. These were 
made upon 200 mental patients besides a number of control subjects. Of the 
patients, practically only those showing affective disturbances showed alterations 
in the serum calcium. These alterations were partly in the form of increased 
or relatively high Ca-concentrations and partly as a more unstable Ca-level 
than in normal subjects, the variations from one day to the other being much 
more marked than under normal conditions, where the variations are very 
small. No other phenomena could be made responsible for the variations 
than the affective disturbance. A number of manic-depressive patients were 
followed up with daily estimations of Ca through several weeks, the nurses 
at the same time making graphic and written notes of their total impression 
of the state of the patients at the moment of venepuncture and of the course 
of the disease. An obvious correlation appeared between these Ca-estimations 
made by me and the graphic controls made by the nurses, so that the impression 
could not be avoided that on the whole a heightened emotional tone was 
accompanied by or preceded by an increase in serum calcium (Fig. 1). 

By this time (1924) micro-methods for the estimations of K and Na were 
available, and these substances being the physiological antagonists of Ca, they 
were now studied in those cases where the alterations in Ca had been found. 
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In serum potassium irregular fluctuations are found, partly increased, partly 
diminished values. In the case of serum sodium the variations are more 
uniform and pronounced, and practically always go in the opposite direction 
to the variations in Ca, i.e., besides the instability the tendency seems to be 
towards low values (Fig. 2). The Ca/Na ratio in serum, which is a ratio of 
considerable physiological importance, was therefore in a number of these cases 
found to be increased, and to a certain extent, as far as could be seen, parallel 
with the emotional tone of the patients (Fig. 3). During the past twelve years 
I have repeatedly had the opportunity to control and confirm these general 
results. A few other authors also have confirmed them, while still others 


Emotional tone 


=== Ca curve 


11-0 


10055 


have not been able to confirm our results; so far as I know these have only 
published results based on single analyses of very few cases, with a technique 
which by some has been considered unreliable. 

Clinical investigation of the state of the autonomic nervous system of these 
patients showed that there are a number of symptoms of autonomic disturbance 
to be found in their psychoses; these symptoms vary from one patient to 
another, from one moment to the next in the same patient. In no case could 
the unilateral preponderance of either the sympathetic or parasympathetic 
innervation on all the observed functions be detected (colour of face, pupils, 
bowel functions, sweating, pulse and oculo-cardiac reflex). This therefore 
sufficed to show that the alterations found in the electrolytes could not be 
interpreted according to the Howell-Zondek theory. 

Pharmacological investigation of the peripheral autonomic cardio-vascular 
innervation by the atropine method of Danielopolu-Carniol (and other tests) 
seemed to point to a diminished peripheral innervation, sympathetic as well as 
parasympathetic in varying degrees. Of course the method can be criticized, 
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as it may be discussed how many factors influence it, etc., but nevertheless it 
does not seem to be so very much inferior to a number of other, so-called 
clinical or laboratory methods used in general medicine, and it has the advan- 
tage of giving results, which can be expressed numerically for comparison, 
and which, if they indicate anything, probably show the state of irritation at 
the peripheral end of the extra-cardiac innervation. But for want of a better 
method of examination I have adopted this one, with all its reservations. In 
all cases of mania which I have investigated, the peripheral innervation, as 
denoted by this method, has been found diminished, the diminution being 
most pronounced with regard to the parasympathetic innervation, so that the 


sympathetic innervation has been relatively dominant. This is in accordance 
with the works of a number of other authors, who have characterized manic 
states as ‘‘sympatheticotonic’’. Relatively this is the case so far as the 
cardio-vascular innervation is concerned, although absolutely they are hypo- 


TABLE I.—Examples of Results of Atropine Method of Danielopolu and Carniol 


in Mania. 
Patient’s Pulse before ‘' Sympathetic ” oma Remarks 
a test. parasympathetic. Sympathetic. Parasympathetic. 

I 32 . 86 : II2 ‘ 26 : Normal ‘ Hypo- 

2 29 . 70 ; 104 ; 34 ‘ Hypo- ; - 

3 > 32 . 72 . 98 . 26 . ” . ‘3 

4 - 54 . 80 i 88 : 8 ; s3 ; j 

5* . 54 . 86 ; 98 R 12 ; “3 $ a 

6* . 54 . 68 : 95 ; 27 í s ; oe 

7 . 38 . 68 ‘ 92 ; 24 ` i : j 

8f . 52 . 84 : 120 r 36 : Normal ; - 

9 ©. 24 . 84 ; go à 6 i Hypo- ; ug 
rot . 24 . 78 : 126 ; 46 ; Normal : Normal 
mr§ . 64 . 62 i 112 A 50 ; i . an 

* Diminishing mania. t Hypomania. 


ł After acetylcholine-ephedrine. § Interval. 
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sympatheticotonic, if one might use that word, as well as hypo-parasympa- 
theticotonic. (I do not here concern myself with the results in depressed 
patients, which are somewhat different, although on the whole with the same 
tendency (Table I).) 

Comparison of the Ca/Na ratio in serum, and the numbers for the autonomic 
innervation as shown by the Danielopolu test, show that there is an inverse 
relation between these two, i.e., to the higher Ca/Na ratio lower values for the 
autonomic innervation seem to correspond. If the test is significant of the 
peripheral irritability of the extracardiac nerves, then these inverse relations 
are in accordance with general physiological laws, that the Ca/Na ratio regulates 
the irritability of muscles and nerves, Ca decreasing and sodium increasing the 
irritability, as shown by Loeb and various others (Table II). 


TABLE II.—Comparison of the Values for Ca/Na and the Values for the 
Sympathetic and Parasympathetic Innervation. 


Tnnibcry eect, 62/8 pue i 
13 i . 0:047 : 70 0-050 
14 0:045 š 88 0:047 
18 0:050 ; 92 0:043 
30 0:043 : 104 0-041 
38 0-043 ; II2 0:039 
40 o:04I . 120 0:043 
44 0-041 ; 120 0-041 
47 0:040 5 I22 0°044 
48 0-037 ; 126 0-037 
50 0-039 ; 145 0-040 
53* 0:043 ; 160* 0:034 


* A patient with Graves’s disease. 


I may here add, that in an unpublished series of investigations on the galvanic 
irritability, Larsen of Brejninge in Denmark, in about 20 manic-depressive 
cases, found normal or greatly diminished irritability of the median nerve, 
and in no case an increased irritability. 

These alterations in calcium and sodium in serum found in manic patients 
are the very opposite of those found in tetany. The same seems to be the case 
as regards the nervous irritability ; this is increased in tetany, decreased in 
mania. Since 1909 an increase in Ca by giving Ca-salts has been known to 
decrease the irritability, and this fact has been extensively used in theoretical 
discussions and therapeutic attempts in tetany, etc., although they have had 
but little lasting success. 

It seemed to me that, in a similar way to what had been done in tetany, one 
might eventually use the deviations in Ca and Na found in manic-depressive 
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patients as a starting-point for therapeutic attempts. I first tried a number of 
such substances which theoretically should diminish Ca or increase Na. But 
all of these had either no effect at all on the patients, or only a very short one. 
I therefore looked for substances primarily increasing the diminished autonomic 
innervation, and also correcting the electrolytes. After a number of attempts, 
ephedrine (or ephetonin) was selected to increase the diminished sympathetic 
innervation, and acetylcholine to increase the diminished parasympathetic 
innervation. 

The diminution in the parasympathetic innervation being most pronounced 
and seemingly a more primary disturbance than the sympathetic, the main 
missing substance seemed to be the acetylcholine. This had not been given to 
patients until 1926, so that it was a relatively new substance when I began my 
investigations on it in 1929. By these I have been able to show that intra- 
muscular injections of acetylcholine (1-3 mgrm. per kilo body-weight) result. 
as a rule, in a fall of the serum calcium and an increase of the serum sodium 
concentration, these changes beginning about 3-5 minutes after the injection, 
reaching a maximum in 15-30 minutes, and gradually again reaching the initial 
values in about 4 hours (Table ITI). 


TABLE III.—The Effect of Acetylcholine on Ca and Na in Serum. 


Dose Be ti Minutes after injection. 
fore injection 
Name. Date. fe bed: 7 


(mg. ‘o.) 5 30 60 120 240 
(mg. %). (mg.%). (mg. %). (mg. %). (mg. %). 
G.J— 4.x. 3 i Ca 12°6 ‘ T I1°6 as Be ae 
Na 250 ; ae 320 
Ca/Nao:057 . af 0° 041 
7X . 3 š Ca 11°8 : a II°4 
Na 270 F zi 365 
Ca/Na 0'049 . s 0'033 
8x . 3 - Ca 11°6 a ie II°4 
Na 320 s i 400 
Ca/Na 0'038 . z 0'032 
II.X . 3 : Ca 1r-o : sia 10°9 
Na 262 : sits 352 
Ca/Nao-:o046 . An 0.035 a 
26.x% . 2 ‘ Ca 11°7 : II’'2 Ilo 10°8 
Na 320 ‘ 289 312 308 
Ca/Nao-oq1 . 0°043 0-039 0°039 ze si 
2.Xi . 2 i Ca 12:0 g II‘4 11°8 IIe! 11°6 12°2 
Na 282 : 286 292 297 312 307 
CajNao:o048 . 0°044 0°045 0'042 0°04I1 0'044 


į. e. Acetylcholine lowers serum calcium, increases serum sodium, and lowers the ratio of 
irritability, Ca/Na. The alterations in the electrolytes seem to begin within a few minutes of 
the injection, returning again to the original values within about 4 hours. 


I am very well aware that a number of investigators, especially of recent 
years, are of the opinion that acetylcholine has practically no effect, or at least 
only a momentary one, when given to human beings. I seriously doubt, 
however, whether the injections have really been given lege artis by the authors 
themselves with due respect to the chemical properties of the substance, as, for 
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instance, the very rapid decomposition of it in solution. I never have been able 
to convince myself of the stability of any solution of acetylcholine. I have had 
ample opportunity to control the relative lack of effect of acetylcholine, for 
instance when given by a less conscientious nurse or some of the younger 
assistant colleagues. It is absolutely necessary that the powder should not 
be dissolved in water until you are at the bedside, and then the injection must 
be given at once, intramuscularly and not subcutaneously. 

In a number of psychotic cases I have interrupted the treatment with 
acetylcholine and given physiological solution of sodium chloride in equal 
amounts. The effect has been very different—absolutely none with the NaCl, 
as against an evident “‘sedative’’ action of the acetylcholine. In a number of 
cases with cerebral thrombosis or embolism I have used acetylcholine during the 
last four years. The invalidity of these cases compared with former cases 
shows a very striking difference, the former cases remaining invalids in about 
50%, the acetylcholine-treated ones in about 10%. 

My opinion of the effectiveness of acetylcholine administration has been 
strengthened by these results, despite the opinions of some other esteemed 
colleagues. I have also tried doryl, a more stable choline preparation, still 
more potent than acetylcholine. But the effect on the blood-electrolytes 
does not seem to last more than half an hour or so. The fall in serum calcium 
may be severe, and I have seen a patient getting something like a tetanic fit 
after doryl injections. 

Whereas acetylcholine has to be given by intramuscular injections, ephedrine 
may be given by mouth, and only in relatively small doses, as the sympathetic 
innervation is as a rule less diminished than the parasympathetic. 

Both ephedrine and acetylcholine, besides influencing the autonomic system, 
seem to diminish serum calcium and increase serum sodium, and should thus 
a priori correct both the nervous and the humoral changes found in manic 
patients. 

So far the dosage of the substances has been individually varied, according 
to the total impression which the patients have presented from day to day. 

Ephedrine has been given first in doses of a quarter to half a tablet of 5 
cgrm. ( gr.), to ascertain the tolerance, and then, according to the severity 
of the case, increasing to 3-5 tablets a day given perorally. In extreme cases 
it can be injected subcutaneously. 

Acetylcholine has also been varied daily, according to the state of the 
patients, 10-20 cgrm. (2-3 gr.), one to six times per day, according to the 
severity of the case. The preparations have been obtained from Lematte & 
Boinot, in Paris, and Hoffmann-Laroche in Basle. 

The results of my experiments with these substances have been that at 
the same time as the diminished innervation was increased and the changes in 
the blood-electrolytes corrected, the psychotic phase of the patients blew off in 
a considerably shorter time than otherwise would have been expected. 
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At first I had each patient isolated and kept under permanent supervision 
and gave all the injections myself. No other drugs, baths or mechanical 
restraint was used. Only patients who had had previous attacks of mania or 
melancholia and were known to have recovered were at this time accepted for 
the treatment, and only cases of pure phasic mania, without atypical, schizo- 
phrenic or hysterical symptoms. Thirteen patients were treated under these 
conditions. The average total duration of their former attacks was 144 days 
(varying between 60 and 330) ; the average total duration of the attack treated 
with acetylcholine and ephedrine was 43 days, and of these, 23 came before the 
beginning of the treatment; the treatment itself lasted 6-3 (2-16) days; the 
convalescent time was 14 (or 6-25) days (Table IV). 


TABLE IV.—Cases of Mania, privately treated, during 1930-1932, with Acetyl- 
choline-Ephedrine. Duration of Manic Attack. 


5 S A Duration (in days). ii Duratienee 
ame Xx. ge s . earlier 
eat : EREN E ee ; eee attacks. 
1. S. K. E— M. I8 . 6 ; 7 ‘ 18 : 3I 3 go 
2. S. E— F. 32e ig I2 i 6 é 10 : 28 . 150 
3. R. D— F. 6o . 4 ; 7 : 20 : 3I ; go 
4. G. M— F. 66 . I5 3 5 , 23 e go-180 
5. I. G— F. 26 . 8 10 6 : 24 : 122 
6. H. S— F. 20 . 12 2 8 i 22 : 122 
7. T. G— M. 25 . 60 4 12 ; 76 : 122 
8. T. A— F. 36 . 30 6 2I : 57 ‘ 240-300 
9. E. G— M. 36 . I0 3 9 . 22 : 210-330 
1o. I. K— F. 56 . 92 16 15 . 123 ‘ 240 
11. A. K— F. 60 . 2I 3 13 ; 37 ` 150 
12. I. O— F. 50 . 14 10 2I . 45 ; 150-220 
13. F. T— M. 54. 14 5 25 A 44 : 60—90 
Average . 3 ; 23 6-3 14 43 A 144 


In other words, in these 13 cases privately treated with acetylcholine and 
ephedrine, the total duration of the manic attack was only a quarter that of 
previous attacks. Although all of them were severe cases, the possibility 
could not be excluded that they would all have recovered in the same short 
time without these medicaments, as other conditions were also somewhat 
extraordinary (isolation, supervision). 

To check these preliminary results and try to find out the role of the medica- 
ments in the treatment, all except four patients with mania admitted to the 
New State Mental Hospital in Reykjavik during 1933-35 have been treated 
with these drugs. To eliminate the possible beneficial effect of the isolation, 
all the patients have been treated in wards of 18-24 patients without isolation. 
No manual or mechanical restraint has been used, and they have not been 
given more attention by the staff than any others in the ward. These 
patients, after they have received the injections, become more wakeful. 
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They soon quieten down, and in a few days sleep is restored to relatively 
normal. The appetite is good, as well as other somatic functions. The 
face soon becomes pale, through the effect of the ephedrine; if this pallor 
seems to be excessive the dose of ephedrine is diminished, which also is done if 
the patients complain of palpitation. I have seen no other inconveniences 
from the treatment. The injections have been given by the house physicians, 
or in some cases by the nurses, the number of injections to be given being 
fixed by me during the visit in the morning. The patients have, as a rule, not 
received other drugs, but in a few cases for experimental reasons another drug 
may have been given once or a few times, and four or five times in all hyoscine 
has been given by an inexperienced house physician, as a precautionary 
measure. Without exception my impression is that whatever hypnotic or 
sedative has been given, the after-effect is not good, and seems to counteract 
the acetylcholine and ephedrine. The conditions under which the patients 
have been kept must be considered as exciting as possible for these patients, 
who were all known to be extraordinarily sensitive to external disturbances. 
Hence these conditions should probably help to make the results as pessimistic 
as possible, or at least avoid making them too bright. In the same direction 
it also had the effect that, acetylcholine being relatively expensive and our 
means limited, we have always tried to diminish the dose as soon as possible, 
and therefore often too soon, so that it had to be increased again. It also has 
happened that we have had difficulty in procuring the drug, which, of course, 
has prejudiced the results. 

Of the total of 310 admissions during these years, 29 cases have been mania, 
i.e., the frequency of mania in proportion to the total admissions is as I : 10°7. 
Of these 29 cases, 4 were not treated remedially at all, for the sake of control 
(Table V). 


TABLE V.—Cases of Mania in the New Mental Hospital at Reykjavik not treated 


Remedially. 
Duration (in days). 
Name. Sex. Age. Baoe OR oe Pcie 
treatment. treatment. convalescence. 
I1. J. H— M. 33 . 197 é 77 . 120 : 406 
2. S. J— M. 29 . 45 ; 87 : I0 : 142 
3. M. J— a 70 . #180 . 200 ; I5 ; 395 
4. T.B.G— . M. 50 . 96 : 37 ‘ 52 ; 185 
Average. ; . 129 . IOO . 49 ; 282 


These patients have, on the average, stayed 149 days in the hospital. 
Twenty-one cases of phasic mania have been treated with acetylcholine and 
ephedrine according to the lines which I have mentioned. The average 
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duration of their stay in hospital is 61 days, and of these the treatment itself 
has lasted 33 days (Table VI). 


TABLE VI.—Cases of Mania treated in the New Mental Hospital at Reykjavik 
during 1933-1935, with Acetylcholine-E phedrine. 


ve) 
AZMTOONZHWOMHOPONH 
T 
| 


ON AAR! DS 


LODA 
=) 
| 


_E.T—. 


Average 


SS RUNES SSSR SSS EEIT 


Before 
treatinent. 


150 
16 


46 


Duration (in days). 


Of 

treatment. convalescence. 
14 (14)* . 136 
12 (12) 13 
32 (20) 43 
7 (6) 9 
38 (20) 14 
23 (12) 9 
. 29 (26) 16 
-75 (17-42)T. 4 
. 2 (6) 69 
17 (17) 25 
31 (31) 68 
19 (17) II 
13 (13) 4 
17 (17) 12 
55 (29) 12 
21 (14) 7 
44 (6) ‘: 10 
- 69 (13) . 8 
- 125 (25)t . 9 
34 (29) 72 
10 (7) 30 
33 (18) . 28 


Total 
duration. 


108 


Duration of 
treatment and 
convalescence in 
earlier attacks. 


400-500 
30—60 


140 


90-180 
80-300 


* The numbers in brackets indicate on how many days injections of acetylcholine were given. 


In some cases the ephedrine treatment was continued longer than the acetylcholine. 


given for 25 days. 


t After 17 days the acetylcholine was out of stock for a month. Then it was resumed, and 


ł For experimental reasons dory] was first tried during 100 days. No effect. 


In 8 of these cases the duration of earlier attacks is known, and averages 


174 days. 
The total duration of the acetylcholine and ephedrine-treated attacks of 


these patients has been 95 days, 46 of which have elapsed before the patients 
were admitted to the hospital. The duration of the convalescence was 35 
days, and of the actual treatment therefore only 14 days. 

If the results of this Table VII are compared with the average numbers of 


TABLE VII.—Duration of Manic Attack treated in Hospital with Acetylcholine- 
Ephedrine. A Summary of 8 cases where the Duration of Earlier Attacks ts 
known. | 


Duration of 


Duration (in days). treatment and 


Total convalescence 
Betore Of Of duration. in earlier 
treatment. treatment. convalescence. attacks 
46 $ I4 ‘ 35 ° 95 . 174 
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TABLE VIII.—Comparison of Private and Hospital Patients treated with 


Acetylcholine-E phedrine. 
Duration of 
Duration (in days). treatment and 
Total convalescence 
Before Of Of duration. in earlier 
treatment. treatment. convalescence. attacks 


13 private 

patients . 23 : 6:3 . 14 ‘ 43 ; 144 
8 hospital 

patients . 46 ‘ 14 : 35 j 95 ‘ 174 


Table IV, as done in Table VIII, it is evident that the conditions in the case of 
the hospital patients have not been so good as in the case of the privately- 
treated patients, and especially has the time of convalescence been longer 
with the hospital patients. The duration of the convalescence depends on 
many things which the hospital cannot control, but must be taken into account 
in order to avoid misunderstanding, as the only criterion of recovery which 
cannot very well be doubted by others, is the definite discharge from the 
hospital into outside life. Nevertheless the results in both these groups compare 
favourably with the duration of earlier attacks in the same patients, but which 
were treated in a different way. 

The effect on the final results of variations in the duration of the psychosis 
before admission may be seen from Table IX. 


TABLE IX.—Comparison of Cases of more than 4 Months’ Duration before 


Admission. 
Duration (in days). 
Total 
Before Of Of duration. 
treatment. treatment. convalescence. 
4 cases treated with acetyl- 
choline-ephedrine . . 143 . 28(17) . 49 : 222 
4 cases not treated with 
acetylcholine-ephedrine . 129 100 49 : 282 


It will be seen from the Table, that this does not seem to affect the duration 
of the acetylcholine-ephedrine treatment, which, in these cases, was 28 days, 
as against 100 when these substances were not used. 

Table X shows a comparison of the duration of cases admitted during the 
first month of the disease, and those admitted after 4 months. 

There is no difference in the time required for treatment or convalescence. 

Therefore, institution of this treatment as early as possible is the main 
thing which can be done to shorten the total duration of the attack of mania. 
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TABLE X.—Comparison of Cases Admitted during the First Month of the Illness 
and those Admitted after 4 Months, both treated with Acetylcholine-E phedrine. 


Duration (in days). 


treatment. treatment. convalescence. 


Admitted during the 
first month . ; 23 : 31 : 23 : 77 
Admitted after 4months 143 ; 28 ; 49 i 222 


Besides these cases of typical, phasic manic attacks, I have had the oppor- 
tunity of trying the treatment also in 4 cases of acute exacerbations in consti- 
tutional hypomaniacs. I have applied the treatment intermittently. The 
total duration of the exacerbations in these cases has been about 261 days. 
Whether the treatment is of any use in such cases, more than to quieten down 
the patients when they are most excited, I would not like to say, as definite 
criteria for the estimation of results are wanting in these cases (Table XI). 


TABLE XI.—Average Duration of 4 Cases of Manic-Depressive Constitution in a 
Manic Phase. 


Duration (in days). 


E a S a Total 
Before Of Of duration. 
treatment. treatment. convalescence. 
78 : 148 ; 30 : 261 


Three of the patients have been readmitted to the hospital within three 
years, two with acute mania, which was treated in a similar way and with 
comparable results, and one with a severe melancholia, which terminated in 
suicide. 

Summarizing our results of the treatment of phasic cases of mania in the 
New State Mental Hospital in Reykjavik, the average stay in the hospital of 
these patients was 61 days, or 2 months, when the patients were treated with 
acetylcholine and ephedrine. 

It might be inferred that perhaps our cases of mania in Iceland were different 
from those in other countries with European population, or that we diagnosed 
mania too often. This last argument is not very probable, as the incidence 
of mania in proportion to the total admissions is much the same in the two 
mental hospitals in Reykjavik (1: 12 in the Old, and 1: 10°7 in the New). 

As already pointed out, cases in our hospital not treated with acetyl- 
choline and ephedrine lasted up to g months, and those admitted after 
4 months lasted 7 months. In cases where the duration of former attacks is 
known this seems to have been 5-7 months. All thts suggests that the types 
of mania that we have are not different from those in other countries. This 
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receives additional support through the fact that of 425 admissions to the 
Old Mental Hospital, where acetylcholine and ephedrine had not been used, 
33 were mania. Of these, 3 have died, 2 are still in the hospital. The remaining 
28 show an average stay in the hospital for the whole group of 11 months, for 24 
phasic cases of 6 months, and for 4 constitutional cases 34 years (Table XII). 


TABLE XII.—Duration of Stay in Hospital of 70 Cases of Mania under 


Consideration. 
Treated with acetyl- Treated with Not treated 
choline-ephedrine. hypnotics. remedially. 


Privately treated . 39 days 
(13 phasic cases) 


Treated in hospital . 6I ,, ; 180 days ; 149 days 
(21 phasic cases) (24 cases) (4 cases) 
Treated in hospital . 178 _,, . 1268 days 
(4 constitutional cases) (4 cases) 


These, together with my own cases, show that the cases of phasic mania occur- 
ring in Iceland are probably not different from those in other countries with 
white populations. Therefore on the average our patients with mania stayed 
6 months in hospital before the beginning of the acetylcholine and ephedrine 
treatment. After the adoption of this the patients on the average have 
stayed 2 months in the hospital, or a third of the previous time. 

If this result is the consequence of the treatment itself, it may show the 
value and possibilities of the biochemical and neuro-physiological approach 
towards manic-depressive psychosis, or at least to some forms of it. In the 
further investigation of these, I submit that the acetylcholine and ephedrine- 
treatment might be a step of some value, and at least worthy of further 
investigations by better qualified men, and under better conditions than I 
have had. 


SUMMARY. 


The treatment of manic attacks by acetylcholine and ephedrine seems to me 
to be superior to other forms of treatment, but it must be conducted conscien- 
tiously, regularly and individually according to the case. 

In any case it can be maintained (1) the treatment is not dangerous, (2) it 
does not prolong the attacks, (3) it rather seems to shorten them, probably to 
one-third of the usual time, if begun early in the phase. 


Bibliography.—Toémasson, Helgi, Blodets Elektrolyter og det vegetative Nervesvstem, Levin & 
Munksgaard, Copenhagen, 1927.—I dem, ‘‘ Fortgesetzte Untersuchungen über die Elektrolyten 
des Blutes und das vegetative Nervensystem bei patienten mit manisch-depressiver Psychose ”, 
Acta Psych. u. Neurol., 1932, vii, p. 679.—I dem, “ Medikamentöse Beeinflussung der Blutelek- 
trolyten bei manisch-depressiven Patienten”’, Monatsschr. f. Psych. u. Neurol., 1933, xxxvi, 
P: 324. 
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PROLONGED NARCOSIS IN MANIC-DEPRESSIVE 
PSYCHOSIS. 


By T. J. HENNELLy, M.D., D.P.M., 


Deputy Medical Superintendent, Cardiff City Mental Hospital. 


INTRODUCTION. 


As there is still considerable hesitancy in the adoption of this valuable 
form of therapy, I am glad to have an opportunity of stating the case for a more 
widespread application of prolonged narcosis to the manic-depressive disorders. 
A legitimate diversity of opinion exists as to the propriety of using any drug 
with a toxic action over along period, especially so when it introduces an 
extraneous, and maybe serious, risk into a disease of itself non-fatal, and with 
a large recovery-rate. With attention to detail in the treatment, and with the 
addition of the Cardiff modification of prolonged narcosis, we are satisfied 
that toxic symptoms arising during the administration of somnifaine—the 
drug used—can be controlled, and the risk heretofore associated with this 
form of therapy eliminated. 


HISTORICAL. 


I need hardly touch upon the historical aspect of prolonged narcosis treat- 
ment apart from saying that it is not new, having been originated by Wolff (1) 
as far back as Igor, and written about more extensively by Klasi and others 
since 1920. Many substances had been tried for the purposes of the treatment, 
but it was not until 1922 that Klasi (2) chose somnifaine as the drug of most 
value, and used it for inducing prolonged narcosis in 26 cases of schizophrenia. 
The publication of his results led to a more extensive trial of somnifaine on the 
Continent, and, as was to be expected with a non-specific and dangerous 
form of therapy, opinion varied considerably as to its utility and safety. All, 
however, agreed that if the toxic symptoms associated with the drug employed 
could be eliminated, prolonged narcosis as a form of treatment in mental 
disorder would be a valuable addition to our therapeutic armamentarium. 


DANGERS. 


The dangers associated with prolonged narcosis are so important that no 
one should consider using the treatment without at first thoroughly familiarizing 
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himself with them ; and they are summarized im toto in an article by Ström- 
Olsen (3) in the Journal of Mental Science for October, 1933. Toxic symptoms 
arising from the exhibition of somnifaine may be grouped under three headings— 
peripheral, central and metabolic ; and are: rashes and albuminuria, distur- 
bances of co-ordination, pyrexia, epileptiform seizures and fall of blood-pressure, 
ketosis, vomiting, cyanosis, coma and cardiac collapse. It is in these last 
symptoms that the real dangers associated with the treatment lie, and it is 
these very symptoms which are the expression of carbohydrate upset, and can 
be, as they are in Cardiff, controlled. This control of upset carbohydrate 
metabolism is a most important therapeutic advance. 


BIOCHEMICAL. 


Biochemically it was shown by Quastel (4), working in the laboratory of 
the Cardiff City Mental Hospital, that narcotics exerted a profound inhibitory 
action on the oxidation by the brain of substances important in carbohydrate 
metabolism, viz., glucose, lactic acid and pyruvic acid; and he also showed 
that there was a parallelism between the narcotic power of the drug and its 
inhibitive power on glucose oxidation of brain—the stronger the barbiturate 
the greater its inhibitive power. This in vitro discovery, coupled with the 
clinical fact of the frequent presence of ketonuria during prolonged narcosis, 
suggested a similar upset of the carbohydrate metabolism of the liver, and this, 
on further experiment with liver slices in the presence of narcotics, was shown 
to be the case. The disturbed carbohydrate metabolism sets up a condition 
of ketosis, with such symptoms as ketonuria, vomiting, cyanosis and coma. 
Again, cardiac complications were found to be both frequent and dangerous, 
and these also were considered to be associated with carbohydrate upset and 
impaired nutrition of the cardiac muscle. 

Armed with such facts, the next step was to prevent or treat such toxic 
symptoms as they arose, and it was considered on physiological grounds that 
such prevention could best be achieved by the administration of insulin and 
glucose (8), the insulin being necessary for the proper metabolism of glucose in 
the liver—the more so since this metabolism was now being inhibited by a 
narcotic. As it is well known that the addition of insulin increases glycogen 
utilization in the perfused heart, its action in counteracting cardiac muscle 
impairment was an important accessory factor in its employment. The 
clinical course of the cases now treated with this important addition of insulin 
showed that its inclusion was fully justified by results ; for, whereas formerly 
serious toxic symptoms were the rule rather than the exception, now conditions 
were reversed, and toxic symptoms under conditions of careful nursing were 
rarely such as to cause serious misgivings. 

During the past year Yates and I have been investigating the serum 
calcium of patients undergoing prolonged narcosis, with a view to determining 
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what fall in serum calcium occurred during the treatment, and to determine 
whether this fall was sufficient to cause toxic symptoms. Ten cases in all 
were investigated under somnifaine-insulin-glucose narcosis, and an average 
maximum fall in serum calcium of 12% was observed. This effect was not 
dependent upon dietary factors, and it was not found great enough to warrant 
any serious modification of the treatment as applied. In one case, however, 
treated without insulin and glucose there was a maximum fall of 1994. This 
occurred within four days of beginning the treatment, and suggested the 
necessity for some form of therapy to maintain calcium metabolism at a normal 
level during the narcosis. I only mention the point here as a reminder that 
an approach towards a pathological fall in serum calcium is possible without 
insulin. Also, observations by various workers—Staul (5), Davies, Dickens 
and Dodds, etc. (6)—-have shown that therapeutic exhibition of insulin results in 
an increase in serum calcium. 


RATIONALE OF THE TREATMENT. 


It is not my intention in this short paper to discuss the many theories put 
forward as to the mode of action of this form of treatment. Since it is unknown, 
I propose only to propound one that seems to me to be feasible, viz., that the 
treatment exerts its beneficial effect by ensuring a period of prolonged rest— 
an important factor in the type of case we are discussing—in which is effected 
a lessening of emotional tension and an inhibition and correction of faulty 
modes of thought and action. This embraces the three fundamentals of 
affection, cognition and conation, and, by its simplicity, is probably more 
reasonable than many more abstruse theories that have been formulated. 


MANAGEMENT OF CASES AND DOSAGE. 


From the clinical point of view, apart from contra-indications to be 
mentioned, the management of the patient and the dosage prescribed are the 
most important factors in the treatment. Too much stress cannot be laid on 
skilled nursing, as it is on this to a great extent that the success of the treatment 
depends. In Cardiff the practice is to nurse all patients undergoing prolonged 
narcosis in the same ward on either side, so that they will always be under the 
care of a sister thoroughly familiar with the treatment in all its aspects. 

Treatment should be carried out on a low bed in a darkened, single room, 
as this isolation of the patient in a darkened room, by cutting off all noise and 
extraneous stimuli, considerably enhances the action of the narcotic and 
reduces the amount required to maintain sleep. In the beginning, at Cardiff, 
the practice was to nurse patients in the open dormitory. Then it was found 
that they required 6-8 c.c. daily to keep them asleep. Now we rarely use 
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more than 4 c.c. daily, and never more than 6 c.c. The procedure we adopt 
is first of all to give an explanation to the patient on simple lines, and, according 
to his capacity of appreciation, of the reason we think it necessary for him to 
undergo this particular treatment. From the point of view of future psycho- 
therapy, it is important to gain his confidence from the start. We point out 
the analogy of the beneficial effect of an ordinary good night’s rest to a person 
burthened with the worries and anxieties of everyday life, and then explain 
that our aim is to give him complete rest for a much longer period so that he 
will wake up free from his distressing symptoms, irrespective of what they are 
—a form of crude suggestion permissible in the circumstances. 

We lay particular emphasis on daily urine examination, using a morning 
specimen, throughout the period of the narcosis. In practice, this examination 
is controlled—one specimen being examined by the ward sister, a confirmatory 
one by the laboratory. Contrary to the experience of others, we find no diffi- 
culty in getting morning specimens of urine. If we failed to do so, we should 
discontinue treatment until we did. The presence of acetone in the urine, 
which appears in about 50% of cases at one time or another, during the period of 
treatment, calls for an increase in the dose of insulin of from ro to 15-20 units. 
If, after this, the acetonuria is not controlled, we discontinue treatment until 
itis. From experience of over 300 treatments, the last 200 of which have been 
free from serious symptoms, this is the point to which we attach the greatest 
importance. If ketonuria is controlled, as it can and should be, either by 
increasing the insulin or stopping the treatment, the likelihood of severe toxic 
symptoms arising is very small indeed. We have never had any hesitation in 
stopping treatment if untoward symptoms arise. 

Fluid diet and plenty of glucose and water is given throughout the course. 
We allow porridge and milk for breakfast, beef-tea, rice pudding or custard 
and milk for dinner, egg and milk and jelly for tea, and Benger’s food or cocoa 
for supper. The question of feeding times is left to the nurse in charge. There 
is no stipulated time, the patient not being fed until he is sufficiently awake to 
negative the danger of food getting into the trachea. Opportunity is taken 
at this time to attend to his toilet and personal needs, the whole performance 
of feeding and toilet taking not more than 10-15 minutes. Thereafter the 
patient is ready to fall asleep again. Although they get quite a liberal fluid 
diet, it is noticeable that patients are generally hungry and ask for food 
whenever they become drowsily awake. We never have to resort to tube- 
feeding or to catheterization, and we rarely get vomiting. Apart from simple 
suggestion and encouragement by the nursing staff, we do not attempt psycho- 
therapy during the course of treatment, since contact cannot be sufficiently 
established to make the effort worth while. After the course is finished, and 
when the effects of the drug have worn off, psychotherapy and occupational 
therapy are immediately instituted. 

From experience of a large number of cases, the tendency in Cardiff has 
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been to a gradual reduction in dosage, and now we rarely give more than 
2 c.c. twice daily—one injection in the morning and one in the afternoon. The 
injections are given intramuscularly in the thigh. We find this amount 
sufficient to keep the average, isolated patient asleep for the greater part of 
the day. If this amount is not sufficient, and the circumstances warrant it, 
we do not hesitate to give a further 2 c.c. If we think that more than 4 c.c. 
is inadvisable, we give 3ij paraldehyde instead. We do not in any case exceed 
6 c.c. somnifaine in the 24 hours, as, above this dose, toxic symptoms will 
inevitably arise, leading at least to interruption of the course, if not to more 
dangerous sequels. After each injection of 2 c.c. somnifaine, we give 10-15 
units of insulin subcutaneously in the arm, and, of course, glucose ad lib. by 
the mouth. We have tried giving somnifaine by mouth, but abandoned the 
method in favour of injection, as we found the oral method more toxic. 


CONTRA-INDICATIONS TO TREATMENT. 


Contra-indications to treatment by prolonged narcosis are arterio-sclerosis, 
myocardial degeneration, respiratory disorders and toxic and exhaustive 
conditions from whatever cause. We never use it in cases of acute delirious 
mania, or in any case where the psychosis has reduced the patient to an 
exhausted state on admission. It is particularly dangerous in these cases, 
and, if employed, there is every possibility of a fatal outcome. 


INDICATIONS FOR STOPPING TREATMENT. 


These may be summarized as follows: 

(1) Lachycardia.—Especially if accompanied by a fall of more than 25 mm. 
Hg in the systolic blood pressure. If continued, cardiac collapse may occur. 

(2) Ketonurta.—Without insulin and glucose, this appears in over 70% 
of cases. With insulin and glucose it appears in some 50% of cases in minor 
degree. If it does not disappear, as it generally does, on increasing the insulin, 
treatment should be suspended until it does. 

(3) Vomiting.—This is a complication rarely met with when glucose and 
insulin are used. It was not uncommon before the modification. If persistent, 
it is an indication of severe ketosis, and treatment should be terminated. 

(4) Pyrexta.—tTransient pyrexia, not over roo° F. and not due to a 
pulmonary complication, can safely be ignored. Missing out the next injection 
of somnifaine due is generally sufficient to establish normal temperature. 
Here I might mention that patients undergoing prolonged narcosis are, as is 
to be expected, very susceptible to respiratory disorders, and should not be 
exposed to treatment in a ward where colds or influenza are prevalent. 

(5) A dusky complexion and extreme drowsiness are complications which 
depend on the amount of the drug administered. 
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Skilled nursing, awareness of the danger-signals, continued watchfulness, 
the use of insulin and glucose and abundant fluids, and a fixed rule that treat- 
ment should be interrupted whenever the occasion calls for it, will reduce 
mortality in this form of treatment to nil. - 


REVIEW OF 133 CASES OF MANIC-DEPRESSIVE PSYCHOSIS TREATED BY 
PROLONGED NARCOSIS IN THE CARDIFF CiTy MENTAL HOSPITAL. 


Forty-five of these 133 cases have already been dealt with by Drs. Ström- 
Olsen and Muriel McCowan (7), my two predecessors at Cardiff, and published 
in this Journal of October, 1934. Of these cases, which include, as do the 
further series, mania, melancholia, benign stupor and involutional melancholia, 
there were: 37:7% recovered (17 patients), 29% improved, (13 patients) and 
33°3% unchanged (15 patients). 

Recovery then, as now, means restoration to normal mental health, and 
improvement means that the patient has established contact with his environ- 
ment and is able to occupy himself at therapeutic occupations. As the previous 
authors stated at the time, it was not suggested that those figures represented 
the recovery-rate in the manic-depressives treated, for all except 4 cases sooner 
or later made a complete recovery from their psychotic phase without treat- 
ment. What they stressed was that recovery in 37°7% of them ensued without 
doubt as a result of the treatment, and that attacks which would have lasted 
weeks or months were cut short by a 10-14 days’ narcosis. These words, 
with which I am in complete agreement, equally apply to the series of 88 further 
cases treated in Cardiff since that time. 

These 88 cases can be subdivided as follows : 


i f9 men. 
35 were cases of recent or recurrent mania 
16 women. 
48 ,„ F melancholia o n 
24 women. 
4 » involutional melancholia (z ae 
2 women. 
I was a case of benign stupor . . I woman. 
88 88 
Of these : 
Recovered. Improved. No change. 
Mania . © «12 (34°3%) «12 (34°3%) . I1 (31°4%) = 35 
Melancholia . . 18 (37°5%) >. 13 (27%) . 17 (35°4%) = 48 


Involutional . . 2 (50%) 


2 (50%) = 4 
Benign stupor i = 


I (100%) = 7 


88 
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In round figures : 
Total . 32 (363%) =» 26 (29°5%) —. 30 (34%) 


Both series combined (i.e., 133 cases) show: 


Str6m-Olsen and Recovered. Improved. No change. 
McCowan . - (I) 17 (377%) -13 (29%) . 15 (33°3%) = 45 

Present = (2) 32 (36°3%) . 26 (29°5%) >. 30 (34°1%) = 88 
Total . . 49 (368%) . 39 (29°3%) + 45 (33°8%) =133 


Both combined show individually : 


Recovered. Improved. No change. 
Mania ; ; - 23 (41°9°%) . 18 (32°79%) . 14 (23°6%) = 55 
Melancholia . 4 » 21 (32°3%) . 18 (27°7%) . 26(40%) = 65 
Involutional - + 4 (44°4%) I (11%) =»  4(444%)= 9 
Benign stupor. s I (25%) . 2 (50%) . I(25%) = 4 
133 


The two sets of figures show a striking similarity in the percentage of those 
recovered, improved and unchanged; and, though the numbers are very 
small from a statistical point of view, yet they are large enough to show that, 
roughly speaking, attacks of manic-depressive psychoses can be cut short in 
30% of cases within a period of 2-3 weeks. Such being the case, prolonged 
narcosis has justified itself as a form of therapy in this psychosis, especially 
so when we consider our ignorance of its causation and our limitations where 
its treatment 1s concerned. 


I have to thank Dr. P. K. McCowan, Medical Superintendent of the Cardiff 
City Mental Hospital, for allowing me to make use of the clinical material of 
the Hospital for the purposes of this paper. 


References.—(1) Wolft, O., Zentralbl. f. Nervenhetlk. u. Psych., 1901, xii, pp. 281 and 545.— 
(2) Klasi, J., Zettschr. f. d. ges. Neurol. u. Psychiat., 1922, Ixxiv, p. 557.—(3) Strom-Olsen, R., 
Journ. Ment. Sci., October, 1933, p. 638.—(4) Quastel, J. H., and Wheatley, A. H. M., Proc. 
Roy. Soc., B, 1932, cxil, p. 60.—(5) Staul, Gunther and Frölich, Alin. Wochenschr., 1923, ü, 
p. 2337.—(6) Davies, Dickens and Dodds, Biochem. Journ., 1926, xx, p. 695.—(7) Strém-Olsen, 
R., and McCowan, M., Journ. Ment. Sci., October, 1934, p. 658.—(8) Quastel, J. H., and Strom- 
Olsen, R., Lancet, 1933, 1, p. 464. 
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THE TREATMENT OF MANIA. 


By D. N. Parfitt, M.D., M.R.C.P., D.P.M., 


Medical Superintendent, Warwickshire and Coventry Mental Hospital, Hatton. 


DURING 1931, 1932 and 1933 at least 20 female cases of mania were admitted 
to the Warwick County Mental Hospital, and I propose to review the treatment 
of these cases, omitting melancholia because of the difficulty of excluding 
involutional illnesses, because mania is more difficult to treat (1), and finally 
because the results of treatment are easier to follow. 

I have been very careful to exclude cases of confusion with excitement 
from this group, of which every case has shown at some time while under 
observation the typical manic triad of symptoms. Association with patho- 
logical depression, evidence of heredity and a typical mode of onset marked 
most cases. 

The ages varied evenly between 20 and 60, but the 5 patients in their first 
attack were under 25, and excluding 3 where the history was uncertain, the 
first attack occurred before 30 in all of them. 

The cases occurred in a successive series of 410 admissions, a rate of 1:20 
compared with the usual proportion of 1 : 12, but the care exercised in selection 
probably accounts for this. They can be divided into two groups, firstly pure 
mania, 7 cases, secondly mania complicated or precipitated by toxic confusion, 
13 cases. Such a division is artificial and the groups grade into each other, 
but the results of treatment are so different and indicate points of such 
importance that I think the division is worth while. 

Of the 7 cases of pure mania, 6 recovered and were discharged after an 
average stay in hospital of 14 months, and one is still in a state of chronic 
mania after 4 years. Two of the 6 discharges have returned with further 
attacks, and one other committed suicide. 

Of the 13 with confusion, one died in 9 days, and the remaining 12 were 
discharged in an average time of 4 months. None of them has yet returned. 
Precipitating factors were common in this group: 4 were puerperal psychoses 
and one of these had had Cesarean section; an attack followed the death of the 
father twice and of the husband once; rheumatic fever, operation, loss of hair 
and facial palsy were found in the recent history of different patients. Unhappy 
home life with sexual dissatisfaction was common. 

The standard treatment in both groups was the prescription of soluble 
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barbitone (medinal), gr. x morning and evening as suggested by Black (12), 
supplemented by small doses of morphia and hyoscine during the first days 
of treatment. In two cases dramatic improvement occurred such as one 
sometimes sees in cases successfully treated by prolonged narcosis. 

Many patients showed evidence of some toxic process. The skin lacked 
clearness or was unnaturally moist, the mouth dirty, the bowels constipated, 
the pupils small or dilated and sluggish in reaction, the tendon-jerks exaggerated. 
Enemata were administered, followed by salines, until the bowels were loose 
and thereafter the bowels were kept acting regularly. A course of rectal 
wash-outs was given to 4 patients, and eliminative treatment was assisted by 
continuous bath treatment in 7 cases. 

The diet was restricted to milk, water, fruit-juices and glucose at first; 
and as long as the blood-urea was above 30 mgrm. °%%, every effort being made 
to give at least 100 fluid ounces daily, tube-feeds being necessary at some period 
in 8 cases. The blood-urea was above 45 mgrm. % in II cases, and I regard 
this estimation as important (3). In stubborn cases where the blood urea 
remains high despite the restricted diet, nephritin (4) is a useful drug. 

Albumen was found in the urine in eleven cases, but cleared up in every 
instance. Renal casts were found once and disappeared under treatment. 

I regard the renal changes as evidence of a general toxemia affecting many 
organs and not as a single effect causing the symptoms. A tremendous excess 
of urates in the urine of several cases, the presence of acetone in 9 and sugar in 
5 specimens are indications of general metabolic upsets. More than half were 
anemic and needed iron. The blood-pressure was raised in 9 and was treated 
by rest; it was abnormally low in 2, and here ephedrine may have been of 
service. The treatment here outlined was usually followed by rest on an open 
verandah, graded exercises, occupational therapy, and in the winter a course of 
ultra-violet light. 


FocaL SEPSIS. 


Excepting the local treatment of puerperal cases (5), the eradication of 
septic foci seemed of very little service. Urogenital infections were attacked 
by local treatment, autogenous vaccines and T.A.B. vaccine without appre- 
ciable effect on the mental condition, and although hysterectomy was not 
performed on anyone while in hospital, the attack of mania had supervened 
soon after this operation in 2 instances (6). 

Eight patients were edentulous, 6 of them having had a total clearance 
during previous attacks, 3 more had a total clearance, and the others treatment 
as indicated. Tonsillectomy was performed on 4, and 5 others had had this 
operation, no tonsillar tissue remaining. A routine exploration of the sinuses 
was done in 5 cases, and in each they were found clear and sterile (7). Such 
treatment was followed up by a course of T.A.B. vaccine, but results were not 
obviously of value. 
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The failure of the eradication of septic foci was all the more striking, since 
the purely manic cases who were in hospital for such long periods were those 
whose teeth, tonsils, sinuses and so on were treated most thoroughly, and for 
whom vaccines were used most frequently and assiduously. 


SUMMARY. 


The evidence I have described suggests that cases of mania complicated 
by confusion do well on sedatives, such as medinal, eAminative measures and 
attention to the general health—in other words, if the toxic element is treated 
the mania can be left to itself. Where an attack of mania arises for little or 
no apparent reason and persists in a state of clear consciousness, the outlook 
for early cure is poor. 


PROLONGED NARCOSIS. 


My experiences with this form of treatment have been described elsewhere 
(8), and I have treated 7 cases of pure mania by this means. One was a chronic 
patient and no benefit followed a full course. Another was a chronic parole 
patient with a history of two previous attacks in hospital, each lasting two 
months. She was apparently normal after 14 days’ treatment. 

The remaining 5 were recent acute cases, all of whom had been in hospital 
with a previous attack. One died under the treatment. Two who received 
a full course each were discharged in 4 months and 20 months respectively, 
whereas their previous attacks had lasted 10 months and 40 months 
respectively. In the remaining 2 treatment was abandoned because of toxic 
symptoms after 5 and 7 days. In each case the period in hospital (6 months 
and I year) was the same as in the previous attack. These results are 
favourable enough to warrant much further trial. 

In each case glucose and insulin were used as recommended at Cardiff, 
and I believe this to be an advance in treatment, which, however, remains 
dangerous. I do not think that urinary acetone would be found nearly so 
frequently as is reported from Cardiff if the intake of fluid food was always 
sufficient. 

Wagner (9), in a detailed description of the bodily effects of barbiturates, 
merely says that “ acetone has been found in small amounts ”, and fails to 
mention it when discussing the effects on carbohydrate metabolism. 

The dosage of somnifaine recommended at Cardiff has fallen from 6 or 
even 8 c.c. daily (10) to 4 c.c., and this reduced dosage probably has more to 
do with the very low morbidity-rate than has the insulin and glucose. 

References. — (1) Leroy, A., Journ. de Neurol. et de Psychiat., 1932, xxxii, p. 77.—(2) Black, 
N. D., Gronlund, A. A., and Webster, W. R., Psychiat. Quart., 1932, vi, p. 657.—(3) Parfitt, 
D. N., Journ. Ment. Sci., 1933, 1xxix, p. 501.—(4) Idem, ibid., 1933, Ixxix, p. 371.—(5) Idem, 
ibid, 1934, xxx, p. 43.—(6) Idem, Lancet, 1933, li, p. 292.—(7) Idem, ibid., 1935, i, P. 429.— 


(8) Idem, ibid., 1936, i, p. 424.—(9) Wagner, C. P., Journ. Amer. Med. Assoc., 1933, ci, p. 1787. 
— (10) Stroém-Olsen, R., Journ. Ment. Sci., 1933, lxxix, p. 638. 
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THE EFFECT OF BENZEDRINE ON DEPRESSIVE STATES. 


By E. GuTTMANN, M.D., 


Rockefeller Research Fellow, Maudsley Hospital. 


Dr. Tomasson’s interesting remarks on the therapeutic effect of adrenergic 
and cholinergic drugs lead me to mention some experiments with benzedrine 
recently carried out at the Maudsley Hospital. These experiments primarily 
originated from different considerations. They were part of more extensive 
investigations into the connection between mental phenomena and blood- 
pressure and its fluctuations. Benzedrine seemed to be suitable for experi- 
mental alterations of the blood-pressure because its effect’ on arterial tension 
lies between that of adrenaline and ephedrine with regard to rapidity 
and intensity of action. Experiments on normal persons demonstrated a 
peculiar stimulating and euphorizing effect of the drug. The experimental 
subjects were selected as normal in regard to blood-pressure. They included 
several cases of mild depression. These also showed either a slight elation, or 
at least a decrease of their depression after the administration of the drug. 
This result encouraged further experiments on depressives of various kinds. 
These were always carried out in the following way: Patients whose mental 
state was well known and who had been constant for a period with regard 
to their blood-pressure were given at first small, and later slowly increasing 
doses of the drug. There were intervals without medication in which the 
subjects received inert tablets of the same appearance and taste as the ben- 
zedrine. The blood-pressure was taken several times daily. 

Regarding the subjective experiences, two main groups can be isolated, 
namely one in which the initial stage is a mild intoxication, with slight 
disturbance of consciousness which is generally compared with drunkenness, 
or is called dizziness or giddiness. This state wears off and changes 
into either the normal state or into another state which is experienced 
by the second group immediately, namely a mild elation with motor 
disinhibition. Reactions of the first type are sometimes experienced as 
disagreeable, and the persons react to this experience according to their 
constitution. Experimenting on patients one has to be prepared occasionally 
for a hysterical reaction. The patients describe the euphorizing effect, 
for instance, as follows: ‘I felt more cheerful, much brighter than usual. 
I felt more self-confident. I smiled for the first time since my admission.’’ 
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It is most impressive when melancholic patients report that they feel just 
as in their normal days or that “ the world seemed a bright place generally’. _ 
One of my patients said—and his remarks are interesting with regard to what 
we know about the effect of alcohol: ‘‘ I felt like after a double whisky, so full 
of energy and self-confidence. I mean, like after a double whisky in my 
normal time. When I tried whisky at the beginning of this illness (his seventh 
endogenous depression) I only felt more miserable.”’ 

Observations like these apparently point not only to an influence on the 
mood, but also to an effect on the psycho-motor retardation. One sees in 
normal persons that they move faster, work quicker when under the effect of 
the drug. The same is the case with depressives of milder type. In two 
stuporose or semi-stuporose melancholic patients we also saw some awakening 
of motor activity. Two questions arise from these findings, a more theoretical 
and a more practical one, namely : 

(1) The question of the mechanism of these changes, and— 
(2) The question of the duration of the effect. 
With regard to the first question, attention was paid mainly to the role of the 
blood-pressure, according to the starting-point of these investigations, as has 
been described elsewhere.* Benzedrine influences the blood-pressure. It also 
influences mood and psychomotor activity as mentioned above. The correla- 
tion between these two effects is less than unity, that is to say, there is a propor- 
tion of cases which have changes in blood-pressure without measurable psychic 
changes and vice versa. This has already been discussed in previous communi- 
cations. Some recent observations seem to point in the same direction. 
Several severe depressive cases exhibited some psychic improvement with a 
slight fall of blood-pressure after relatively small doses. The interpretation 
probably is that the drop in the blood-pressure due to the decrease of the 
psychic tension counterbalanced the slight rise due to the small dose of ben- 
zedrine. As yet sufficient observations have not been collected to explain how 
far these reactions depend on dosage, speed of absorption and starting level. 
Relatively small fluctuations need a most cautious interpretation, since one finds 
spontaneous fluctuations, always surprising by their intensity and apparent 
irregularity, whenever one controls blood-pressure over long enough periodsf. 
All these observations lead to the conclusion that the fluctuations of blood- 
pressure neither produce the mental changes nor are produced by them. One 
can only assume that the susceptibility to benzedrine is similar in the apparatus 
responsible for these two functions. The relation is sufficiently close for the 
fluctuations of blood-pressure to be made use of as an indicator of the efficiency 
in experiments. The effect of benzedrine, in the dose used, on other organs 
innervated by the vegetative nervous system is practically none, so that there 
is no hint as to the mode of action. Sleep alone is regularly disturbed even by 


* Peoples, S. A., and Guttman, E., Lancet, 1936, p. 1107. 
t Schott, A., Guy’s Hospital Reports, vol. 1xxxvi, 1936. 
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small doses. Therefore one must consider whether disturbances of sleep 
function can explain the mental alterations. It would be premature to suggest 
hypotheses about this, but it may be mentioned that the disturbance of sleep in 
manic-depressive insanity is a very regular symptom, and that the illness has 
been compared with hibernation from the biological standpoint. 

The euphorizing effect of benzedrine lasts generally only a few hours, the 
total effect, including the disturbance of sleep, not longer than 24 hours. 
Continuous administration of subliminal doses, i.e., of such amounts as have 
no noticeable effect on the blood-pressure, seems to be without therapeutic 
effect as far as our present experience goes. Doses which raise the blood- 
pressure considerably can be given for a longer period only with all precautions 
to a specially selected group of patients. Therefore it will take a considerable 
time until one will be able to collect sufficient material to judge the 
therapeutic results, and even then there will be all the difficulties which are 
connected with the general difficulties of prognosis outlined by Dr. Lewis. 

The present significance of benzedrine in the therapy of manic-depressive 
insanity seems to me best formulated in an utterance of a younger colleague : 
“ Tt is a relief to hear such a patient say he feels better, instead of hearing his 
usual daily complaints.” Certainly such a change, though transient, benefits 
the patient. The more chronic the case, the more important is such a demon- 
stration of a possibility of recovery for him. In rare cases it may be the 
interruption of a vicious circle. The state of disinhibition may facilitate the 
approach to the patient and may give the opportunity for psychotherapeutic 
influence, and this will be considered as the more efficient the more one valuates 
psychic factors in the origin of depressions of all kinds according to Dr. Lewis’s 
conceptions brought forward in his previous papers on melancholia.* 


* Journ. Ment. Sct., vol. 1xxx, pp. 1 and 277, January and April, 1934. 
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Discussion. 


Dr. STROM-OLSEN said that he was in general agreement with the views of Dr. 
Hennelly as regards the efficacy of prolonged narcosis. He disagreed with him, how- 
ever, on the question of dosage. He found it a mistake to adhere to a fixed dosage 
of 4 c.c.; many patients required more and tolerated the drug well, whilst others soon 
showed signs of idiosyncrasy. After all, the whole point of insulin administration 
would be missed if the dose of somnifaine were reduced to quantities which ordinarily 
would be quite safe. He had experienced the best results in cases showing affective 
disturbances, whether on a manic-depressive, schizophrenic, or neurotic basis. 
Cases showing agitation, anxiety and apprehensive depression did far better than 
those with retarded depression and autistic tendencies, and in obsessional neurosis 
the treatment had no beneficial effect. 

As regards the interesting findings of Drs. Hennelly and Yates on the blood- 
calcium level during narcosis, he would like to say that he, too, had investigated the 
blood calcium before, during and after narcosis in three cases. He had noted 
a somewhat larger fallin the calcium level, up to 18 or 20% of that before treatment. 
In his cases the fall did not begin until the third or fourth day, but the rise to normal 
was rapid after the cessation of treatment. In view of Dr. Tomasson’s significant 
findings in the variations of the blood electrolytes in manic-depressive psychosis, 
he thought more work was required on these lines in connection with prolonged 
narcosis. He would like to ask Dr. Tómasson three questions: Firstly, what were 
his views concerning the mechanism by which these changes in the electrolytes 
were brought about ? Secondly, were they primary or secondary changes? And 
thirdly, did he think the changes in the calcium level during prolonged narcosis 
formed a mechanism partly responsible for the therapeutic effect ? 

Dr. G. W. T. H. FLEMING, referring to Dr. Parfitt’s paper, said he thought 
enough care, possibly, was not taken in the matter of the induction of prolonged 
narcosis. Perhaps it was being rather lightly entered upon by some people. He 
himself came across an instance of a medical officer who pooh-poohed regular exami- 
nation of the urine of patients who were undergoing this treatment, and the same 
man did not think glucose and insulin were necessary. It was surely dangerous 
for a medical officer to take that view. If medical officers essayed to tackle this 
treatment by prolonged narcosis without looking for toxic indications in the urine, 
they would quickly get into trouble. In prolonged narcosis insulin was given to 
avoid toxic symptoms; he believed he was right in saying it diminished the 
oxidation in the brain, and it was interesting that the exhibition of narcotics did 
the same; nevertheless insulin seemed to counteract the toxic effect of narcotics 
on the brain. 

In reference to Dr. Toémasson’s remarks, it had occurred to him, the speaker, 
that the quantity of calcium in the body seemed to have something to do with the 
symptoms; it might be a primary, or a secondary effect. Hzmatoporphyrin 
had been employed in manic-depressive cases, and it was said that it decreased the 
quantity of the blood calcium. 

Therefore there were three different treatments, all doing exactly the same 
thing, and he, the speaker, thought there must be some disorder of the calcium 
metabolism in these cases. 

He would like to know whether Dr. Tomasson and Dr. Hennelly had had 
experience of acetylcholine as a prophylactic in these cases. 


Dr. A. A. W. PETRIE said that to some who saw prolonged narcosis carried 
out before the glucose and insulin modification was introduced the great objection 
was that of putting toxic substances into already toxic patients. A corollary to 
the administration of glucose and insulin which he had already seen was to give 
the glucose and insulin in toxic confusional cases, particularly where there was 
ketosis, and at times a considerable alleviation of the confusion occurred. Occa- 
sionally such ketosis and confusion might be associated with a manic-depressive 
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psychosis, and it was easier to deal with the other symptoms when the confusion 
had been dissipated. 

The rationale of prolonged narcosis was a subject he felt sure everyone would 
like to discuss. In giving this treatment he felt that they were imitating nature. 
Everyone had seen cases pass into and remain in a profound stupor for a period 
before getting better. He agreed with Prof. Henderson that it was exceedingly 
difficult to differentiate the type of stupor, when it had reached a marked degree. 
While it was developing it was easy to label a case, say, of depressive stupor, 
but in any marked case it was often only possible from the history to get any real 
indication of the type of stupor which was under consideration. Cases passed from 
a state of agitation into stupor, the nature of which it was impossible to determine 
by direct observation. The period of quiescence during the stupor often provided 
the rest necessary for recuperation, and resulted in the improvement of the 
patient, and treatment by prolonged narcosis was merely imitating Nature in this 
respect. 

‘Prof . Henderson had raised an interesting point regarding early cases, and symp- 
toms arising between attacks. All engaged in the work had sought for drugs to 
allay anxiety and early depression. In the cyclothymic case, rest was obviously 
desirable. The speaker advised his patients to go to bed , and in some cases this 
extra rest seemed to abort the attack, but in a number of cases the cyclothvmic 
tendency was too great, and one often wondered how far it was possible to alter or 
avert a recurrent phase in such a psychosis. Dr. A. J. Lewis had reminded us that 
hospital regime had taught such patients to adjust their habits more wisely. All 
engaged in the work of dealing with such patients were looking for drugs apart 
from bromides and hypnotics, and as previous speakers had indicated, acetylcholine 
and ephredine held out hopes. 

He had only tried acetylcholine in cases of anxiety in too small a number to 
quote seriously. He had given it by mouth, and not by injection, which was 
difficult to arrange for out-patients. Suitable cases had been chosen, but the 
results obtained were poor. Although acetylcholine was theoretically indicated in 
suitable anxiety cases, the results were disappointing, and patients who had been 
on bromide asked to be put back on that drug. 

With regard to ephredine, he had had an interesting case, a mildly depressed 
chronic anxiety neurotic, who had adjusted to this condition when he developed 
what was apparently idiopathic narcolepsy. Investigations for possible mid-brain 
lesions were made with negative results. As the patient was becoming incapaci- 
tated for his work by his frequently falling asleep, he was placed on doses of 
ephredine hydrochloride, gr. } thrice daily, this just restored his balance, and he 
had since been able to carry on useful work, relapsing only when the drug was 
withheld. The development of such symptoms, super-imposed on an original 
anxiety state made the case of interest, and the exhibition of a drug calculated to 
stimulate the parasympathetic system, just enabled the patient to maintain 
equilibrium. 

It was to be hoped that study of these drugs in early cases might enable 
successful treatment to be given in established cases. 


Dr. H. A. PALMER said that his experience of continuous narcosis was very much 
on the same lines as those related by Dr. Parfitt, namely, that he thought that the 
improvement claimed for the insulin-glucose therapy must be taken into con- 
sideration with the fact that if the Cardiff workers were reducing their dosages to 
4 c.c. a day, they were probably thereby eliminating the chief toxic effect. Nothing 
could be more striking than the fact that in Zurich, which could be regarded as the 
fountain-head of this treatment, they appeared to disregard this modification. 
If the glucose-insulin method was so striking in its results as the Carditt people 
declared it to be, it was extraordinary that the Swiss workers had neglected it. 

His own experience agreed with the Zurich dictum, that if one gave these patients 
plenty of fluid—five pints in the twenty-four hours—acetone would not often be 
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found in the urine. It was a surprise to him to hear it stated that 50% of cases 
had acetonuria. 

Another point which required clearing up was the question of a specific bar- 
biturate effect. Without entering into a discussion of the theories as to how the 
treatment acted, mental hospital officers sooner or later came to the belief—which 
they were willing to support by practical evidence—that there was some magic 
in the barbiturates over and above their sedative action. More research was 
needed. Fifty cases should be treated with such a drug as dial and fifty cases with 
paraldehyde, and the results compared. At Woodside Hospital they used a 
technique which was different from that adopted by the Cardiff workers: 2 c.c. 
of somnifaine was given twice a day under medical order ; this was considered safe 
and fool-proof, though it must be admitted that there were cases in which, even 
after that dosage, trouble might arise. The nurse in charge of the case was given 
complete discretion—checked by the medical officer—to keep the patient asleep 
thereafter with paraldehyde in I- or 2-drm. doses. At Zurich a mixture of 
barbiturate, paraldehyde and cardiac stimulants, marketed as ‘‘ Cloettal’’, was 
used, but he and his colleagues thought that, though a convenient homogeneous 
mixture, it confined the physician to a standard proportion of cortical and 
subcortical sedatives, and they preferred the method outlined above. 

In these discussions he was surprised by the paucity of reference to the question 
of blood-pressure. He took it as a sine qua non that the nursing staff should have 
a stethoscope and should take the blood-pressure, in the same way as the tempera- 
ture and the respiration were taken. Ephedrine and cardiazol not only restored 
blood-pressure, but also counteracted the sedative effect of the drug. Continental 
observers mostly favoured ephedrine. At Woodside they used cardiazol. 

In no English article had he seen a reference to sleep charts. Unless some 
method of recording systematically the amount of sleep patients had was used, a 
discussion on continuous sleep could only proceed on casual lines. He thought 
all the sleep each patient had should be charted. At Woodside they had a chart 
for sleep which was filled up with as much care as if it were a temperature chart. 
The aim was to secure twenty hours of sleep for the patient in every twenty-four ; 
anything less than sixteen hours they did not regard as continuous sleep. 

There was also the question of breathing. In this respect he thought continental 
observers could safely be followed, namely, that one could never substitute bio- 
chemical methods for clinical observation; no testing of urine, or serological 
reaction, could be held to be a substitute for the judgment of a trained nurse. On 
the Continent emphasis was laid on the breathing, just as in the operating theatre : 
the surgeon and anezsthetist watched the patient’s breathing and blood-pressure ; 
they did not bother about testing the urine. 

Another point of importance was the following: At Zurich they abolished all 
forms of oral feeding in this treatment; they gave no solid nourishment at all, 
as understood in this country. There were some who believed that the metabolic 
changes caused by starvation were beneficial to the patient. At Woodside it could 
be said that the staff were half-way in this respect; no solid food was given, but 
the fluid nourishment was given by the mouth. The reason for the Zurich regime 
was to avoid aspiration pneumonia, which was a cause of death. 

A further point of interest was the psychotic phase of these cases. He did 
not like, in a scientific conference, to throw out suggestions which had not a scientific 
backing, but his impression was that the patients who were most mad seemed to 
do best. That was an empirical observation, which he had not submitted to 
experimental analysis. 


Dr. A. E. Hastam Fox mentioned two cases under somnifaine treatment who 
developed gangrene of the toes. He asked whether Dr. Hennelly had had any 
similar experience with his cases. 

Dr. Tomasson, in reply, thanked all who had taken part in the discussion. 
Two methods had been discussed : prolonged sleep and a prolongation of the waking 
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state. Acetylcholine treatment meant a prolonged state of sleeplessness. He 
had not heard of cases of psychosis through sleeplessness, therefore he did not think 
that sleeplessness as such was dangerous. Prolonged sleep, however, might be, 
in some cases, double-edged ; and in cases in which it was known that patients 
would recover, whatever was done, it was necessary to be cautious and to avoid 
using double-edged weapons. Therefore he had not used prolonged narcosis for 
some years. 

There was a further fundamental difference in the two methods. Acetyl- 
choline treatment was based on the chemical and physiological alterations found 
in the patients. Only after this had been established had they been used. That 
seemed to be the most interesting thing about the acetylcholine and ephedrine 
treatment: the correction of definite somatic deviations seemed to be sufhcient to 
cure the psychotic trouble. 

He had no definite conception of the mechanism involved in the alterations 
of the electrolytes. As far as possible he had tried to avoid evolving any definite 
theory as to these things; he thought it was better to collect more facts before 
starting with a theory. On the other hand, after having seen the effect of the 
correction of the autonomic electrolytic alterations he had founded a theory of 
the manic-depressive psychoses, but that was not for discussion now. In a number 
of the cases which he had been able to follow through several weeks, he knew 
that during five, six, even seven days before an attack there were deviations in the 
electrolytes ; whether the attack would be mania or melancholia he could not tell; 
he had not been able to detect changes in the patients during those days. But 
he had seen cases in which he had not been able to detect any preliminary alterations 
in the electrolytes. Hence he did not maintain any definite opinion on this. 

Dr. Str6m-Olsen had asked whether the fall in calcium after prolonged narcosis 
would be associated with acetylcholine treatment. The speaker thought there 
was a definite connecting link, but there would be no use in discussing it at present. 
Facts should be collected, and possible theories could be discussed privately. 

Dr. Fleming had asked whether he, the speaker, had any experience of acetyl- 
choline as a prophylactic. To that he would answer “ Yes’’ and “ No”. In the 
more definite cases of manic-depressive psychosis he had not, but in the slighter 
cases, the out-patient cases of melancholia, he had had some experience with it ; 
and in those cases he had found a diminution of parasympathetic tone alone. 

With regard to recurrent mania, he had a case which came every three weeks, 
and had been on acetylcholine for two years. When his wife detected anything 
in his behaviour which she thought meant the onset of an attack, she gave the 
drug, and he had not had an attack for two years. 

Dr. Petrie remarked that he had tried acetylcholine in cases of anxiety, but 
without effect. That accorded with his own experience; he had not seen any 
benefit in anxiety states as such. 

He had not spoken of the depressions; they were more complicated than the 
manias, and he did not think they were so favourable for experiment. But there 
were sixteen depression cases in which there occurred a definite diminution of 
the sympathetic pulse, and in those cases no anxiety was present. Those cases 
reacted very well to ephedrine, though some of the cases would recover without 
treatment. 

Dr. Parfitt’s remarks had interested him a good deal. With reference to the 
cases of mania which lasted four to fourteen months, that seemed to be about the 
European average of mania, except for Russia, where, according to the information 
received from that country, it lasted longer. 


Dr. HENNELLY, in reply, said it had been found in his institution, as a routine, 
that 4 c.c. of somnifaine in twenty-four hours, in a dark room, was sufficient to 
maintain sleep for sixteen to eighteen hours a day. If the circumstances warranted 
it and the patient was in good physical condition and there was no acetonuria, he 
had no hesitation in giving 6 c.c. If further sedatives were needed, say in cases 
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of acute mania, 2 drm. of paraldehyde was given in addition. In any case, on 
account of its toxicity, not more than 6 c.c. of somnifaine was given in the twenty- 
four hours. Recognition of danger-signals and having nurses who were thoroughly 
familiar with the treatment was to him all-important. He and his colleagues 
had not used acetycholine experimentally in manic-depressive psychosis. He did 
not think that reducing the dose of somnifaine to 4 c.c. daily was altogether respon- 
sible for the absence of dangerous symptoms, since even with the reduced dose 
acetonuria occurred at some time or other in about 50% of cases. That was why 
he stressed daily morning examination of the urine. At Cardiff, Cloetta’s mixture 
had been given a fair trial. There was a great deal of trouble associated with its 
administration. It had to be given per rectum, nothing whatever being given by 
the mouth during the narcosis, and nutrient enemata had to be given every three 
hours. For these reasons, and from the point of view of convenience for the nursing 
staff, its use was discontinued ; they saw no advantage in making the work harder 
when no better results were achieved. The fall of blood-pressure, as mentioned 
in the paper, was always taken into account. There it was stated that a fall of 
more than 25 mm. of mercury was taken as a distinct danger-signal, and was 
evidence of the possibility of cardiac collapse if not checked. Breathing, similarly, 
was always carefully watched. In Cardiff sleep charts were always used, sleep 
being charted in the same way as were temperature and pulse. These charts 
enabled one to see at a glance the amount of sleep and the degree of wakefulness 
in the twenty-four hours. It was hoped to publish those charts at a later date. 
He did not agree with Dr. Palmer that most of the recorded deaths following this 
treatment were due to aspiration pneumonia. 

In reply to Dr. Haslam Fox, over 300 patients had been treated with prolonged 
narcosis in Cardiff, and he had never seen among them gangrene as a complication ; 
neither did he think it was mentioned in the literature. 


Sir LAURENCE Brock referred to the insulin shock treatment of schizophrenia 
being carried out in Vienna. At the request of the Board of Control Dr. Isabel 
Wilson had visited Vienna and Miinsingen in Switzerland and studied the treatment 
and had prepared a report which would shortly be published. He hoped it would 
receive careful study, and that this method of treatment would receive a careful 
and prolonged test in this country. 
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THE INHERITANCE OF MANIC-DEPRESSIVE INSANITY AND 
ITS RELATION TO MENTAL DEFECT. 


By Exiot SLATER, M.B., M.R.C.P., 
(From the Central Pathological Laboratory, Maudsley Hospital.) 


In the development of psychiatric genetics progress has been very largely 
dependent on the progress of clinical psychiatry. In the early days the theory 
of polymorphism held the field—that is the idea that there is a single hereditary 
basis for what may be called degeneration, which might show itself in many 
forms, any form of insanity, psychopathic character, criminality or mental 
defect. This theory was built up on the unclear psychiatry of the day, when 
the boundaries between different clinical states were vaguely drawn and largely 
in dispute. We are now passing out of this stage in clinical psychiatry, but 
the genetic theory that was built on it, the idea of polymorphism, still lingers 
on. It has been the stimulus to an immense amount of muddled research 
of no value. The time has come when this theory should be finally discarded. 
We are not entitled to think that different clinical conditions have the same 
genetic basis until such has been proved. From a factual point of view the 
accumulation of knowledge has shown it in a number of cases to be untenable. 
From a heuristic point of view it offers no possibilities of advance. 

_ The task of psychiatric genetics is immense. It consists in the examination 
of the single clinical syndromes, to show whether they are genetic unities or not, 
the proof of a hereditary basis for every such syndrome where it exists, the inves- 
tigation of its method of inheritance, whether dominant or recessive, autosomal 
or sex-linked, whether dependent on one or more genes, whether it is linked 
with any other known factors, its capacity for manifestation, its specificity, 
the measuring of the influence of the environment and the analysis of this 
influence, and finally as a direct aid to clinical psychiatry, the clearing up of the 
clinical picture into the essential features which are directly dependent on the 
hereditary factor in question, and the inessential features as they are introduced 
into the picture either as the manifestation of other accidentally present 
hereditary factors or as a result of the influence of the environment. I 
think we shall find that in the majority of psychiatric states the essential and 
specific quality is dependent on one or more hereditary factors. It may 
well be, for instance, that the reason one syphilitic develops general paralysis 
and another does not will be found to rest on a hereditary factor following 
within limits Mendelian laws. 

Turning to the inheritance of the manic-depressive psychosis, the investi- 
gator is faced with peculiar difficulties. The exact delimitation of this psychosis, 
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or perhaps group of psychoses, is still unclear. On the one side many would 
include in it the psychogenic depressions of the unstable psychopathic character, 
or on the other side almost any endogenous psychosis showing strong affective 
features, however complicated by paranoid ideas, hallucinatory experiences, or 
symptoms characteristic of a schizophrenic or more definitely organic ulness. 
In the investigation of such a syndrome it is essential to leave disputed ground 
out of account. It may be that these outlying conditions have near or remote 
genetic connections with what one might call the central group of manic- 
depressives. It is one of the services of psychiatric genetics to have shown 
that what is commonly called involutional melancholia has nearer connections 
with the schizophrenic psychoses than with the manic-depressives. In an 
investigation of manic-depressive insanity only the indisputable cases should 
be included as part of the working material. These other outlying conditions 
should be investigated singly and for themselves to show whether they have 
any connection with manic-depressive insanity or not. 

In a paper recently read before the Royal Society of Medicine I described 
an investigation into such a central group of manic-depressives. It may be 
worth while here briefly to summarize my results. The total material amounted 
to 879 parents and children who had passed the age of twenty years ; I found: 

I109 cases of manic-depressive insanity and of suicide where a 
manic-depressive psychosis might be suspected. 

68 cycloid psychopaths, that is, people showing such endogenous 
swings of mood as to be reminiscent of the psychosis, without themselves 
ever having been ill enough to have required treatment. 

11 schizophrenics. 

8 epileptics. 
5 imbeciles. 

The results seem to me more than suggestive of the specificity of the manic- 
depressive hereditary factor. While the incidence of manic-depressive insanity 
was high, as was also that of that type of character which one must assume 
to be related to it, the incidence of other conditions was, with the exception of 
schizophrenia, hardly higher than one would find in the general population. 
As regards the incidence of schizophrenia, I found that while the incidence 
among the parents was very small indeed, it was appreciably greater than 
might be expected among the children. It may be that the small incidence 
among the parents is merely due to the reduced fertility of schizophrenics. 
Dividing my material up into the cases with the purest manic-depressive 
symptomatology, and those with a slight colouring of foreign symptoms, 
I found much the higher incidence of schizophrenia among the children in 
the latter group. In other words the more strictly one defines the group, the 
more pure is the psychosis found to run in the families. The incidence of 
manic-depressive insanity among the parents and the children was respectively 
about 16 and 13%. The frequency of direct inheritance is such as to suggest 
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a dominant inheritance, which is not, one might think, supported by the wide 
divergence of my findings from the expected Mendelian proportions. I think 
that this would be a short-sighted way of looking at the results. There are 
so many sources of error, difficulties of ascertainment, incompleteness of infor- 
mation, statistical difficulties, that one would expect the actual findings to be 
considerably less than expectation. In addition, the results of what twin- 
studies have been made hitherto are such as to suggest that not much more 
than 70% of the genotypic manic-depressives ever show themselves as pheno- 
typically so. In addition I have given reasons elsewhere for thinking that 
genetic modifying factors may well play a part. For instance the following 
facts are, I think, highly suggestive of sucha theory. According to the previous 
work of German authors, the incidence of manic-depressive insanity among 
the relatives of manic-depressives is as follows : 
MONE the parents and siblings 10-12%. 
eA uncles and aunts about 5%. 
> cousins about 24% 

These figures being more or less in the ratio 4: 2: I are just what one would 
expect with a single factor inheritance. The suggestion is that whatever 
factors are responsible for the reduction of the incidence of manic-depressive 
insanity among the relatives below theoretical expectation, they are equally 
operative in the nearer and more distant relatives. Environmental influences 
and the influence of unrelated genetic modifying factors are just the ones 
that would have this causal effect, equally operative in every case. In each 
case, parents and sibs, uncles and aunts and cousins, the finding is just about 
one-fifth of that required by a theory of a single dominant autosomal factor. 
If one assumes that the 50% incidence demanded by theory among parents 
and sibs is reduced by environmental influences, as suggested by twin studies, 
to 35%, that insufficient ascertainment accounts for a certain further reduction 
of the findings, and finally that independently inherited genetic modifying 
factors are responsible for the rest, the gulf to be bridged is not such a wide 
one, and the findings are readily explicable. On the other hand, any theory 
relying on two or more factors is powerless to explain this ratio I have mentioned 
of 4:2:1. 

It is a well-known principle that one should adopt the simplest theories 
until more complex ones have shown themselves to be necessary. Nearly all 
the hereditary diseases of man which have been well investigated hitherto have 
proved explicable by theories involving a single factor dominant or recessive, 
autosomal or sex-linked. I believe that this will continue to be the case with 
psychiatric disorders, not only manic-depressive insanity, but schizophrenia 
and epilepsy, and that our present difficulties arise from the practical difficulties 
of investigation, from lack of genetic uniformity in the material selected for 
research, and in the influence of modifying factors. That such modifying 
factors do play a part in the inheritance of the majority of heritable anomalies 
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has been amply proved in the far more accurate and reliable results of animal 
genetics, particularly by the work on Drosophila. In my opinion this simple, 
single-factor inheritance may well show itself in every case where an individual 
either shows a certain condition or not. A man is either hemophiliac or not, 
either epileptic or not, and in my opinion either manic-depressive or not. 
That we may not always be able to give a certain answer in an individual case 
is a different matter. Of course when one comes to the inheritance of stature 
or other qualities where it is a matter of degree and not of a simple positive or 
negative, other and more complex theories will no doubt be required. 

It will be seen that I support in the first place the specificity of the here- 
ditary factors for psychiatric illness as exemplified by manic-depressive insanity. 
This attitude has recently been attacked in a paper published by Drs. Duncan, 
Penrose and Turnbull. The authors remark: ‘“‘ The supposition is often made 
that the same kind of mental trouble is found in different members of the same 
family. Little evidence for this view has, however, been obtained from the 
examination of pairs of brothers and sisters who are in the hospital. From 
the clinical point of view mental disease is not very true totype. For example 
the known relatives of our manic-depressive patients were more frequently 
schizophrenic than manic-depressive.” This is a return to the old polymor- 
phism. I should like to suggest that their findings are due to an insufficiently 
strict definition of their clinical groups. I should like to ask the authors how 
many cases of involutional melancholia there were among their manic- 
depressives, and how many other cases showed symptomatic anomalies. I do 
not accept, as apparently they do, the presence of auditory and even visual 
hallucinations in a patient unfuddled by fever, drugs or the beginning of an 
organic illness, as at all frequent symptoms for a manic-depressive to show. 
For their statement that mental disease is not true to type the authors bring no 
other evidence than the statements quoted above. I should like to ask them, 
Did they find as many epileptics among the families of manic-depressives as 
among the families of epileptics ? And did they find as many manic-depres- 
sives among the families of the schizophrenics as among the families of the 
manic-depressives ? 

Part of the subject of my paper to-day is the relation of manic-depressive 
insanity to mental defect. The main part of the paper of Drs. Duncan, Penrose 
and Turnbull, already referred to, deals with this very point. The authors 
examined the 2,134 patients who made up the standing population of a large 
mental hospital, and also the 463 patients who were admitted to it during 
the year 1934. They found in the standing population the following percen- 
tages of mentally defective patients, correct to the nearest per cent. : 

Of the schizophrenics 38°, dull or defective. 
manic-depressives 46% 
epileptics 66% 
organic psychoses 22% 
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and among the new admissions : 
Of the schizophrenics 24% dull or defective. 

manic-depressives 27% hs = 

epileptics 60% Se e 

organic psychoses 22% 
The authors give separate figures for the different grades of defect. For 
instance, of the manic-depressives who were permanent inmates, 24°4°% were 
mentally defective, and 6% of the fresh admissions. By mentally defective 
the authors state they mean certifiably so. 

These findings must have come as a surprise to everyone who read them. 
The percentages are extremely high, and if they are accepted as representing 
a general truth, then it would seem that there is a general connection between 
mental defect and all forms of mental disorder. Unfortunately this part of 
the authors’ work does not seem to me above all possible criticism. It is obvious 
that working in a rate-aided mental hospital in the country one will be dealing 
at the start with a population selected by purely adventitious circumstances, 
probably favourable for mental defect. The percentage of mental defect, 
however, found by the authors is so high that it could not correspond to any 
community living outside an institution. This criticism, then, hardly meets 
the point. Even if they could expect to find more defectiveness than in 
the general population, they could not have been expected to find all that 
amount. 

Their methods of diagnosis of dullness and mental defect are, however, 
open to more serious objection. They report they used “a few standardized 
questions out of Burt ”’, and backed this up by taking note of the school record. 
It will be remembered that a competent psychologist doing an individual test 
will take about 4-1 hour to assess the intelligence of a normal individual, 
using a whole battery of tests, all of which have been standardized. I should 
like to ask, Have the standardized questions used by the authors ever been 
used by themselves before? If they have been taken out of a complex of 
tests their standardization no longer exists, and they are no reliable test of 
intelligence, even for a normal individual. In any case “a few standardized 
questions °’ do not compare in strictness of testing with the prolonged series 
of tasks and questions given by the psychologists in testing a normal individual. 
But the material in this case was not that of normal and co-operative school- 
children, but the population of an asylum, and presumably consisted to a large 
extent of stuporose catatonics, self-absorbed and hallucinating hebephrenics, 
suspicious paranoiacs, scatter-brained and distractible manics, and worried 
and retarded depressives. It is surprising that anyone at all under such 
circumstances reached a standard of normality. I would suggest that psycho- 
logical tests of intelligence on such people are useless. If one takes no account 
of psychiatric causes of failure to come up to normal, one is grossly misrepre- 
senting the material and not testing intelligence at all. If one does take such 


1936. ] BY ELIOT SLATER, M.R.C.P. 631 


account, one’s judgment becomes in effect quite subjective, and the subjective 
valuation of the patient’s intelligence is likely to vary with the time taken 
and patience of the examiner. 

One would wish to know under these circumstances on what proportion 
of cases the diagnosis of dullness or defectiveness was based on these tests 
alone, and in what proportion there was a backing of a history of failure at 
school. It is to be hoped that in the organic cases the authors did not use the 
tests at all, as it is impossible to tell in a given case where defect ends and 
dementia begins. In these cases one must assume that the diagnosis was 
based solely on the school record. But is this again a reliable test of mental 
defect ? I think not. In an investigation I shall have occasion to refer to 
again, Juda followed up about 500. children who had repeated two classes at 
school. This about corresponds to Drs. Duncan, Penrose and Turnbull’s standard 
of not having reached the fifth standard by the age of fourteen as sufficient 
evidence of certifiable mental defect. In about half of these children she found 
that other causes, such as physical illness, could not be excluded as the cause 
of this educational failure, and that of the remaining 50%, where there was 
no apparent cause of failure, 3% of the persons were all the same of normal 
intelligence, some 28% were “ schwach begabt” or “ debil”, which about 
correspond to the standard of dull and backward of English authors, and that 
only the remaining 19% were of such a degree of defect as to be “ imbezill ’”’, 
which is the German equivalent of feeble-mindedness or higher degree of 
certifiable mental defect. This would suggest that, using comparable standards 
to those of Drs. Duncan, Penrose and Turnbull, only about 20% of those 
whom, owing to failure at school, they would classify as certifiably mentally 
defective may actually have been so. 

It might be profitable here to turn to the English legal definition of certi- 
fiable mental defect. FFeeble-minded persons are those “in whose case there 
exists mental defectiveness, which though not amounting to imbecility, is yet 
so pronounced that they are incapable of managing themselves or their affairs, 
or in the case of children, of being taught to do so’’. It seems to me that any 
person who has been capable of following any employment up to the time in 
which he became psychotic, of earning his living and supporting himself in the 
outside world, or in the case of women, of managing a household, should not 
be regarded as certifiably mentally defective. How many of the cases which 
were diagnosed by Drs. Duncan, Penrose and Turnbull as mentally defective, 
that is as feeble-minded or worse, gave histories of having been unable to 
manage themselves or their affairs ? 

There is one other point in this paper to which I should like to refer. The 
authors provide a table giving the incidence of mental deficiency or disease 
among the near relatives of the resident patients. The figures are expressed 
as the number of affected parents or sibs per patient. Thus there were 94 
affected sibs of the 287 manic-depressive patients, giving an “ incidence ” of 
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0*327 affected sibs per patient. These figures are compared with the figures 
obtained by Luxemburger and Schulz for the expectation of mental disease 
for any individual in the general population. The comparison is impossible, 
and the figures given by the authors are meaningless. The number of affected 
sibs per patient is obviously largely dependent on the total number of sibs. 
If manic-depressives tend to come from larger families than schizophrenics, 
they will for that reason alone tend to have a larger number of affected sibs 
per patient. What is required is the incidence of mental abnormality among 
the sibs of the various diagnostic groups, a figure that will be a function not 
only of the number of affected sibs found, but also of the total number of sibs 
and their age distribution. 

Unfortunately the paper of Drs. Duncan, Penrose and Turnbull is the only 
one I know of that directly attacks the problem of a possible relationship 
between manic-depressive insanity and mental defect, and the answer they 
give is not to my mind satisfying. What other investigations there are bear less 
directly on the point, and the answer given is one contrary to theirs. Luxem- 
burger explained the relationship between psychosis and social class. His 
figures were obtained from a psychiatric clinic in Germany, to which patients 
are admitted entirely irrespective of social position. He found manic-depressive 
insanity nearly three times as frequent in the highest social class, four times 
as frequent in the professional classes, as in the general population, while schizo- 
phrenia was over 1} times as frequent in the highest, and over twice as frequent 
in the professional classes as in the general population. In the lowest social 
class the frequency of both disorders was less than in the population as a whole. 
As against this, the highest social class showed 2 and the professional classes 
+ of the incidence of mental defect in the general population, while the incidence 
of mental defect in the lowest class was higher than that in the population as a 
whole. Now the highest social classes are not free from mental defect, and it 
might be possible that insanity singles out the defectives of every class for 
attack ; but even if this were true, it remains difficult to see why classes with 
a low frequency of defect show a high frequency of certain forms of insanity, 
while these forms of insanity are rarest in the class with the highest incidence 
of defect—that is to say, if the relationship suggested by the work of Drs. 
Duncan, Penrose and Turnbull did actually exist. 

If it is correct that a high proportion of the insane are defective, one would 
expect to find that a relatively high proportion of the defective are insane. 
The evidence is against this. I must refer once more to the work of Juda. 
She followed up the 97 ex-school-children who had been failures at school 
without other obvious cause than possible mental defect, and found that all 
but 6 were dull and backward or feeble-minded. She also obtained all 
accessible data about their parents and their children. She thus collected 524 
members of the families of a largely defective class, and was able to compare 
them with a group of 433 members of families of normal ex-school-children, 
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taken from the same schools at the same period of time. She found 
in the defectives’ families 2 manic-depressives; one of them was one of 
those 6 ex-school-children who had been failures at school, and yet were not 
defective. In fact, then, she found in the families of the defectives only I 
manic-depressive ; in the families of the normals there were 6. In the 
families of the defectives there was I cycloid psychopath; in the normal 
families 11. In the defective families there were 6 schizophrenics, in the 
normals 5; in the defective families 6 epileptics, in the normal families I. 
Summarizing these results, then, epilepsy was nearly six times as common in 
defective families as in normals, schizophrenia was about the same in both, 
‘and manic-depressive insanity was over six times as frequent among the normal 
families as among the defectives. 

The rather small evidence, then, that we have is such as to suggest a negative 
answer to the question, “Is there any relation between manic-depressive 
insanity and mental defect ?’’ The suggestion rather is the reverse—that 
there is a positive association between manic-depressive hereditary traits and 
successful adaptation to life and society. Such a suggestion need not be very 
surprising. One can well understand that the warm affective relation to the 
human environment and the infectious spontaneous sympathy, with which 
the psychiatrist is familiar in dealing with true manic-depressives and their 
nearer relatives, should lead to a good adaptation to the environment as a 
whole, and if these are combined with the abundant flow of energy, which in 
its extreme form is seen in the hypomanic, how the possession of such qualities 
may even lead to success above the average. 
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Discussion. 


Dr. T. A. Munro said that after he had read the abstracts of Dr. Slater’s and of 
Dr. Duncan’s papers, he thought he could be of some use to this discussion by 
showing simply one pedigree of a family suffering from mental disorder. Having 
listened to Dr. Slater’s paper he was encouraged to think he was right in choosing 
this form of contribution. 

The chart he was exhibiting was that of a Suffolk family. 

Several points were to be noted about that pedigree. Six generations were 
represented, and it would be seen that there was mental abnormality in the first 
five generations—the sixth was only now arriving. This mental disease affected 
some families, leaving others free. It would be seen that a person who was 
healthy had healthy children and healthy grandchildren, whereas a person who was 
insane had both children and grandchildren suffering from insanity. There was a 
further degree of order in this selection. In the second generation three out of 
seven brothers and sisters were insane. One of those insane persons had ten 
children, and of the eight of those who reached adult age in this third generation, 
four were psychotic. Those four psychotic people, in the next generation, had 
sixteen children, of whom seven showed mental abnormality. Similarly, in the 
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succeeding generation, of the nine offspring of these seven affected people, four 
were mentally abnormal. 

Such an arrangement was consistent with the theory that a single dominant 
Mendelian factor was the main cause. 

Another point worth noting was that the incidence of 50% affected did not 
vary on coming down the five generations, but remained constant, in spite of new 
blood coming in by marriage. In other words, there was no tendency for the 
disease to ‘* breed out ”. 

Perhaps the most important point about this pedigree was that there was a 
remarkable similarity in the types of psychosis in those who were affected. All 
the abnormal people on the pedigree were mentally defective. With the exception 
of seven young mental defectives, all the abnormal members had had, in addition, 
one or more attacks of mania or depression, or both. He had not time to prove 
that to the meeting by case-records. One woman was unable to read or write,- 
though her healthy brothers and sisters could do so. She could not look after her 
home. At the age of 32 she became excited and elated, believing that she was 
entitled to a legacy of £100. Later in the year she was depressed and suicidal. 
She was discharged from hospital recovered several times before she passed into 
a condition of chronic mania ten years before her death. Similarly her elder 
daughter, who was markedly feeble-minded, had a manic attack in which she thought 
she was an empress, and some years later she was melancholic, and went about 
asking people to forgive her her sins. Thus it would be seen that there was a 
definite psychosis of manic-depressive type, associated with mental defect. It 
might be important to notice that, with the exception of the feeble-minded people 
indicated, who were all young—the eldest was not yet 26 years of age—mental 
defect did not occur in the family by itself. 

It would be possible to produce several families showing an association between 
manic-depressive insanity and mental defect, but it would be more easily possible 
to produce many families of manic-depressive disease in which there was no question 
of mental defect, members of which had, on the contrary, risen both socially and 
financially, and had made a big success of life in a worldly way. And it would be 
interesting to know if such socially-successful people were found in one or other 
type of family more commonly. 

He thought many would agree that in collecting the family histories of 
mentally disordered persons, it was exceptional to get a history showing the order 
and the specificity of the psychosis which this chart showed. More often the 
distribution of mental abnormality seemed to be irregular, and the clinical type 
of psychosis varied widely. Schizophrenia, manic-depressive disease, senile 
dementia might jostle one another in seeming confusion, and, in general, it did not 
seem to him that order could be read into that, and it had not yet been shown 
that a high degree of specificity existed for the inheritance of mental disease, 
although, of course, such seeming confusion did not disprove it. From the 
practical point of view, he supposed it was of importance that in a family such as 
the one now demonstrated, one should look up the ancestors of all the people who 
came in by marriage. Such a task would greatly increase the work of taking 
family histories. 

He wished to come to one practical point. He had been impressed, in doing 
work during the last 18 months in rural counties, by the comparative ease with 
which it was possible to obtain family histories of mentally disordered persons, 
owing to the fact that in most cases the families had lived and died in the same 
locality for generations past, and for scores of years the insane members of a family 
had gone to the same county mental hospital, where their records were available. 
This state of affairs—happy from the research point of view—was now rather 
rapidly changing, owing to the vast increase in road travel. He thought that in 
future years the practical difficulties of getting family histories would become 
rapidly greater, but at the present moment there existed a great opportunity for 
acquiring family histories in the areas supplied by the county mental hospitals. 
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THE material on which this communication is based was obtained during 
a survey of all the patients in Severalls Mental Hospital, one of the objects of 
which was to obtain information about the incidence of the various types of 
mentally disordered and mentally defective patients. An account of this 
survey was published in the Journal of Neurology and Psychopathology for 
January, 1936. For the purpose of the present more detailed analysis of the 
results relating to manic-depressive insanity and mental deficiency, mental 
ability has been graded as (1) feeble-mindedness, including all patients certi- 
fiably defective, (2) dullness, i.e., subnormal ability without certifiable defect, 
(3) normal. 2 

Of 287 patients suffering from typical manic-depressive insanity (involu- 
tional states are, of course, not included under this term), 24% were found to 
be feeble-minded, and 22% dull, a total proportion of 46% of subnormal 
mental ability ; male patients showed a higher proportion of mental defectives 
than female. It is not suggested that these figures represent the incidence of 
mental defect in manic-depressive psychotics. The greater tendency to 
relapse, as well as the actual defect, in the feeble-minded, results in their 
discharge-rate being lower than in those of normal intelligence. A better 
indication of the incidence is that ascertained from the new admissions of a 
certain year; of the 8x manic-depressives admitted during 1934, 27% were 
subnormal (21% dull, 6% feeble-minded). These figures are high enough 
to be of considerable interest and importance; they imply an etiological 
factor more common than any other which has been suggested for this form of 
psychosis. For the moment I will leave this point in order to draw comparison 
between the subnormal and the normal groups in regard to the psychotic 
symptoms, prognosis, the presence of physical abnormalities known as stigmata 
of degeneracy, and the indications of any hereditary influence. 


SYMPTOMS. 


A study of the patients and their records did not reveal any essential 
difference in the nature of the symptoms referable to the psychosis. In the 
manic state, the degree of exaltation, excitability and overactivity of mind and 
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body are not apparently influenced by the extent of the patient’s mental 
ability ; in the melancholic phase, retardation of thought, self-absorption, 
agitation, suicidal tendencies and the various depressive ideas and delusions 
are as common in the subnormal as in the normal. Hallucinations occur more 
frequently in the subnormal (in 32% compared with 20% of the normal), but 
there is no constant difference in the nature of the hallucinatory percept. 
Visual hallucinations are relatively more frequent in the feeble-minded, but 
the symptom is so rare that the significance of this frequency cannot be 
estimated. 

There is, however, an important and significant difference in the frequency 
with which the manic or the depressed state predominates. In a small 
proportion of manic-depressive psychotics phases of mania and melancholia 
alternate, with or without complete remissions, and are similar in both severity 
and duration, but in the great majority of patients there is a tendency for one 
morbid mood to predominate, the other being absent, or relatively infrequent, 
less marked, or of shorter duration. The group of manic-depressive patients 
of normal mental ability showed a predominating manic and a predominating 
depressed state in equal proportions (the percentages being 42 and 44, and sex 
making no appreciable difference). In dull patients depression is rather more 
frequent, but among the feeble-minded mania is far more common than melan- 
cholia ; it was the usual state in 64% of male and 69% of female patients, 
melancholia in only 24 and 14% respectively. In other words mania is about 
four times as common as melancholia in the feeble-minded. 

It is convenient to consider here a third group of patients, who, while 
showing a considerable degree of emotional instability, could not be regarded 
as typical manic-depressive psychotics. Their mood is subject to rapid 
changes; they are irritable and quarrelsome, sometimes morose and sulky, 
easily moved to temper or tears, often expressing warm affection and hostile 
resentment to the same individual within an hour or two. They are, in fact, 
manic-depressive in all but the extent and duration of their mood changes. 
In this survey 52 such patients were seen; their importance to the point 
under consideration lies in the fact that nearly all were feeble-minded, and in 
85% manic symptoms were customary. 

This preference for the exalted mood, so frequently manifested in the 
emotionally unstable and in the feeble-minded manic-depressive, finds an 
explanation in the fundamental difference between euphoria and depression 
as experienced by persons of normal mentality. A mood of slight exaltation 
is to be regarded as natural ; it is pleasant to the individual, and its biological 
value is obvious ; its maintenance is the object of many, perhaps most of our 
activities. Of the nature of depression there are many theories, none of them 
satisfactory ; but we do regard it as abnormal to the extent that we dislike it, 
and endeavour to avoid conditions which induce it; and it has no apparent 
biological value. In the normal individual, emotions, like instincts, are kept 
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under a voluntary control which has become habitual. (I use the term 
“ control ”’ in this sense ; there is, of course, a voluntary control and inhibition 
of the actions which accompany the emotions ; but introspection tells us that 
there is also voluntary limitation of the degree of an emotional reaction, and 
that it can likewise be enhanced.) Temporary removal of this control, as for 
example by moderate quantities of alcohol, results usually in elation, because 
that is the normal direction of mood change, and depression is not. In mental 
defectives of higher grade, inefficient emotional control allows frequent and 
extreme mood changes, and these again will be in the normal direction of 
elation and mania. Melancholia is therefore much less common; when it 
does occur, I suggest that the depression is reactive, only its degree being a 
consequence of mental defect. . 


PROGNOSIS. 


The chance of recovery from an attack of mania or melancholia does not 
seem to be in any way influenced by the presence or absence of mental defect, 
nor does it appear that in either group the duration of the psychosis is more 
prolonged. Relapses are more frequent in the feeble-minded, on account of 
their instability, and for the same reason the age of first certification is earlier 
—in our series it was below 30 in 40% of the subnormal and 24% of the normal. 
Terminal dementia is equally rare in normal and in feeble-minded manic- 
depressives. 


STIGMATA. 


Under this term are included all abnormalities of anatomical development ; 
it is recognized that not all developmental anomalies are indications of 
degeneracy, but as they are more frequent in the mentally defective, it is of 
interest to ascertain their incidence in the mentally disordered. Only male 
patients have been considered, the records of female patients being incomplete 
in this respect. It was found that stigmata were present in 20% of manic- 
depressive patients (a proportion similar to that in schizophrenics) ; they were 
closely associated with the degree of mental deficiency, being manifest in 9% 
of the normal, 13% of the dull, and 50% of the feeble-minded. Mental 
defectives without mental disorder showed them in 57%. Their incidence in 
the general population is not known, but comparison may be made with cases 
of mental disorder due to organic disease in persons of normal intelligence ; 
the incidence in these is 12% —a figure which is probably not below that for 
normal individuals. The incidence of stigmata in normal manic-depressives is 
therefore similar to that in normal individuals, and in feeble-minded manic- 
depressives it approximates to that in non-psychotic defectives. Evidently 
the frequency of these developmental anomalies in patients with manic- 
depressive psychosis is to be associated with the mental defect, not the mental 
disorder. | 
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INHERITANCE. 


Incidence of mental disease or deficiency among the relatives of psychotics 
has been considered only in so far as immediate relatives (i.e., parents and sibs) 
of our patients were known to be affected. Expressed in terms of the number 
of affected relatives of 100 patients of any clinical group, the incidence for all 
manic-depressives is 46—a much higher figure than inany other type of psychosis. 
Is this frequency also associated with the prevalence of mental defect ? The 
incidence is certainly higher in subnormal manic-depressives—in the normal, 
dull and feeble-minded groups the figures are 43, 65 and 36 respectively ; but 
it is only 21 in non-psychotic defectives, and it is the same in patients with 
insanity due to organic disease. That for schizophrenics without mental 
defect (28 per 100) is of the same order. Evidently the frequency of mental 
abnormality in the near relatives of manic-depressives is not to be associated 
with the frequency of mental defect ; nor does it appear to be a characteristic 
of the constitutional psychoses as a whole, but rather of manic-depressive 
insanity as an entity. 

So far, the relationship of manic-depressive insanity to mental deficiency 
has been investigated by a consideration of the psychosis. Let us now approach 
it from the other side and consider the moods of oligophrenics. Idiots need 
not delay us; the placid have little or no feeling, and the conduct of the 
excitable is too erratic for any accurate estimation of the amount and quality 
of their emotional reaction. With regard to imbeciles and the feeble-minded 
seen in mental hospitals, instability of mood is far more common than stability. 
As already mentioned, the group of feeble-minded patients without mental 
disorder show frequent and sometimes extreme changes of mood, and in the 
great majority disturbance of their unstable equilibrium is in the direction of 
excitement and manic symptoms. This is also true of imbeciles certified under 
the Lunacy Act; in three-quarters of them certification has been necessi- 
tated by symptoms of instability. Most imbeciles are in mental deficiency 
institutions, of which I lack experience, and the authorities whom I have con- 
sulted are not in agreement on this subject, though the higher grade oligophrenics 
are usually said to be unstable. It may be also, that as imbeciles are usually 
under institutional care from an early age, protected from circumstances which 
are disturbing to emotional equilibrium, they have to some extent developed 
a stability within the limits of their sheltered life. Lacking such artificial 
support, it seems probable that all imbeciles and feeble-minded would, in 
failing to adapt themselves to a normal environment, reveal qualitative or 
quantitative abnormalities of mood as well as lack of intelligence ; and unless 
we are prepared to postulate a considerable degree of independence of the 
various mental functions it 1s difficult to see how it could be otherwise. For 
emotional control, like subordination of the instincts, is a function of the 
highest and most recently acquired cerebral processes; if these are impaired, 
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full power of emotional restraint can hardly be maintained—it is affected by 
alcohol, for example, at least as early as are the properties of association, 
judgment and reasoning. | 

The frequency of mental subnormality in manic-depressives, the similarity 
of symptoms, course and prognosis of the disorder in normal and subnormal 
groups, and the mood instability shown by many mental defectives, all indicate 
a close association between the two conditions. The suggestion that two 
different conditions can have the same genetic basis has been severely criticized, 
but I fail to see why it should be impossible. Examples of its apparent 
operation in general pathology are easily found; the many manifestations of 
early and progressive neuronic decay (the familial and hereditary ataxic 
paraplegias and the myelopathic muscular atrophies) are different clinical 
conditions only on account of the different localities of the same abiotrophy ; 
and this leads one to inquire on what grounds two conditions are to be regarded 
as ‘‘ different’’. Obviously the social and legal separation of mental defect 
from mental disorder can have no value in the argument ; clinical dissimilarity 
does not exclude pathological identity ; and the pathologist, so far as oligo- 
phrenia and the constitutional psychoses are concerned, has not been able to 
offer much assistance. It seems that we are very far from being in a position 
to assert that two conditions, clinically different, cannot have the same genetic 
basis. 

I am not, however, inviting you to suppose a common cause for mental 
deficiency and manic-depressive insanity as two different entities. I am 
suggesting that we regard the psychosis as a manifestation of mental defect. 
We cannot frame our definition of the subnormal mind entirely within the 
limits of intellectual capacity, nor even with the impairment of such capacity 
as an essential feature. It is not unknown for certification under the Mental 
Deficiency Act to be necessitated in persons whose intelligence is quite up to 
the average, but who from an early age have shown such emotional instability 
that they completely fail in social adaptation. Once we admit that there 
can be, by reason of mental defect, excessive emotional reaction (or deficient 
emotional control), there is nothing to prevent us from placing in that category 
all violent mood changes which are apparently spontaneous, or which, being 
reactive, are excessive. I will admit that the normal stability from which 
there is an alleged departure is not fixed, but arbitrary, and that the extent 
of such departure, to constitute a psychosis, is a matter of degree, the limits 
of which cannot be determined. Is not this in accordance with our attitude 
to intellectual deficiency ? There is not, and there never can be determined, 
on any social, biological or other stientific basis a level above which mental 
ability is normal, below which it is abnormal; and precisely the same must 
be said of mood stability. There might be an individual so intelligent that 
he could reasonably regard all the rest of us as mental defectives ; there might 
be one so stable of mood that he can call us all manic-depressives. It does not 
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alarm us. We accept our relative defects with equanimity, and we can still 
continue to regard as mental defectives all others below an ill-defined standard 
of intelligence we arbitrarily select, and as manic-depressives all whose defect 
lies mainly in their instability of mood. We shall never be able to make it 
anything but a relative matter; the subnormal will always shade impercep- 
tibly into the normal, the unstable into the stable, and the combination of 
lack of intelligence with deficient emotional control into that of relatively good 
intellectual standard with comparative stability of mood. 

I have purposely abbreviated this paper so that I might claim your 
indulgence while answering some of the questions which have been put by 
Dr. Slater during his searching criticism of the investigation which formed the 
basis of my own communication. His comment that our records constitute 
a “return to the old polymorphism ” has, of course, nothing to do with their 
accuracy. Our research was undertaken with the object of ascertaining and 
recording facts, not in order to promote any theory, old or new. As we did 
not classify manic-depressives in various degrees of purity, and involutional 
conditions were stated to be excluded, the reference to insufficiently strict 
definition of clinical groups can only suggest erroneous diagnosis. This is 
always possible, and certainly did occur in some cases; but many of these 
patients have been under our observation for ten or twenty years, and it is 
difficult to imagine that errors of diagnosis coud have been sufficiently numerous 
seriously to affect the results. In reply to the request for the number of 
patients showing symptomatic anomalies, I can only ask who is to decide 
what is anomalous. Few will deny that hallucinations can occur in manic- 
depressive insanity, though we may differ concerning their frequency ; in any 
case, their presence as the result of fever or drugs could hardly have influenced 
a diagnosis made, in the great majority of cases, after long observation. 

Dr. Slater remarks that even if we could expect to find more defectiveness 
than in an average normal population, we could not have been expected to 
find all the amount we did. The obvious explanation is that we were dealing 
with persons selected from the average population, and the high incidence of 
mental defect in them could only indicate an association between mental 
deficiency and the selecting agent ; this selecting agent was the development 
of a psychosis. This explanation Dr. Slater rejects in favour of the one that 
diagnosis of mental defect was faulty, and he queries our experience of the 
methods. I may perhaps be permitted to express some surprise that one who 
professes to be in touch with modern work on this subject should inquire 
whether Dr. Lionel Penrose has ever used the standardized questions before. 
We have been informed that a competent’ psychologist will take from half to 
one hour to assess “‘ the intelligence of a normal individual ’’. Perhaps Dr. 
Slater means “the intelligence of an apparently normal child”; but to 
determine in which of some sixteen or more grades of intelligence a child 
should be placed is very different from deciding whether a man is subnormal, 
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feeble-minded, or an imbecile. My own experience of clinics is that it is much 
more difficult to ascertain mental defect in a child (whose future is unknown) 
than in a mental patient whose record is complete. For the population of a 
mental hospital is not made up largely, as Dr. Slater thinks, of the stuporose, 
self-absorbed, scatter-brained and retarded, and it would probably surprise 
him to realize the extent to which our subjects co-operated in this investigation. 
Undoubtedly there are some whose mental condition and lack of complete 
history prevent any estimation of the initial mental capacity, and for the 
purpose of an investigation such as this they have to be regarded as normal. 

During the last few years medical science has come more and more to realize 
that the nature of disease depends not only on the direct cause—toxic, microbic, 
irritative, etc.—but also on the soil in which such causes flourish. Psychiatry 
has applied this recognition in some directions, but very little attention has 
been given to the way in which mental disorder can be modified by mental 
defect, and I suggest to you that if on the immense material we have at our 
disposal, such investigations are carried out without bias for or against any 
preconceived theory, the results will not be without value. 

I do not propose to enter into a discussion on Dr. Slater’s paper, but I 
would ask him to answer two questions in order to make quite clear certain 
points on which he was not definite : 

1. With regard to the central group of manic-depressives he investigated, 
were the patients all examined by him during their illness, or was his information 
gained by a study of records only ? 

2. With regard to the relatives of these patients, quoted as manic-depressive, 
cycloid psychopath, etc., to what extent is the investigation the result of his 
own observation of these relatives, and in what proportion of them did he 
rely only on reports about them ? 
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Discussion. — 


Dr. Rees Tuomas said he owed an apology to the meeting for appearing to 
speak for Dr. Schneider, and owing to the short time available for preparation he 
would confine himself to general impressions. He would first quote some of the 
figures given in the original communication by Drs. Duncan, Penrose and Turnbull, 
i.e., concerning the cases on admission. Of the schizophrenics, 37% were dull, 
backward or defective ; of the manic-depressives, 27%, of the organic psychoses, 
22%. He did not know whether the difference between the 27% and the 37° 
was significant, but it seemed to him that it could not be taken to show a high 
incidence of manic-depressive conditions among defectives. The other figure which 
was interesting, apart from this problem, was that there were 17° non-psychotic 
patients in the Severalls Hospital population, as compared with 14% of defectives 
in a number of mental hospitals in this country ; the latter percentage was estimated 
as the result of a survey made by the Board of Control. 

One point he wished to make—and he made it now because it had great impor- 
tance in this connection : if it was true that patients suffering from manic-depressive 
conditions tended to be defective, the question arose at what stage deficiency 
originated. He had a strong feeling that much of the apparent defect which was 
revealed afterwards arose during the course of the psychosis, and that many of the 
psychoses, as medical men knew, arose at the period of childhood, puberty and 
adolescence. He had known cases which seemed to be subjects of obsessional 
conditions showing marked mental clouding during the years 14 to 18, and, in 
consequence of that, coming under the Mental Deficiency Act, and being treated 
as defectives. He did not suppose that cases admitted to Severalls Hospital were 
people of 17 to 20 years of age; it might be that the mental disorder had existed 
a considerable time, and that there had been mental changes arising during the 
school age ; and these changes, though not gross, might be very important for the 
purposes of this investigation. It did not follow that the defectives were of high 
grade ; it might be a severe secondary defect arising in consequence of a psychosis 
beginning earlier. 

Taking a group of 1,000 defectives of dangerous propensities, from his knowledge 
of them he was able to say that manic-depressive psychosis was a relatively rare 
condition. He investigated this subject some years ago, and he could say that 
50% of the cases at Rampton at some time or other suffered from some form of 
psychosis, and that manic-depressive insanity was relatively rare. There was a 
temptation to say that the manic-depressive condition did occur in mild form, for 
the reason that a patient who was in a condition of euphoria would ask the question 
“ When shall I be discharged ?’’ The patient would continue to worry about that 
for two or three months, and then, growing tired of doing so, would say “ I will not 
bother any more ’’. He was disappointed, quiet, mischievous, perhaps troublesome, 
and there was a tendency to regard the cycle as a manic-depressive condition. If 
cases like that were included, the incidence of cases of manic-depressive disorder 
would appear to be higher. The true manic-depressive condition was rare among 
the criminal defectives who came to the State institution, and if it was common 
amongst defectives generally it must be regarded as a socialising factor. On this 
basis if one could inoculate the population with a manic-depressive condition it 
might be possible to wipe out criminality. 

Dr. Duncan had much to say about emotional change and instability. He, the 
speaker, wished to suggest that the characteristic of the emotional change in 
instability was its explosiveness, not its cyclic form; and further, if a condition 
which appeared at one stage to be instability became a psychosis, the psychosis was 
never of a manic-depressive character; it was schizophrenic. He could quote many 
cases of patients who were sent in after having committed absurd or aimless crimes. 
At this stage the clinical picture was one of instability. In a few years they had 
passed on to become definite schizophrenics, but never manic-depressives. 


1936.] MENTAL DEFICIENCY AND MANIC-DEPRESSIVE INSANITY. 643 


Dr. LIONEL PENROSE said he had made a few notes on the subject of the problem 
which Dr. Slater had raised, and which had since been discussed, and he hoped that 
what he had to say would contribute to the general enlightenment. He admitted 
to some fog on the whole subject, however, and even on mental deficiency. 

There were two fundamental difficulties in this discussion, and they were the 
types of difficulty which, he thought, formed the basis of good arguments, rather 
than good scientific work. The first thing which struck him particularly, and which 
tended to make these differences between the points of view of some of the speakers 
more marked, was the selection of cases. He had had some experience of a mental 
deficiency institution, and in making this survey in a large hospital he had had some 
experience of a large mental hospital, and he knew well that one met the same 
types of patients in both institutions, that it was a matter of accident, in many 
cases, as to which institution they went into. From the scientific point of view 
these accidents were irrelevant, but from the social standpoint they might be very 
important. One did not want these accidents of certification under one or other 
law to affect one’s judgment in the important problem whether manic-depressive 
insanity was caused by mental defect, or vice versa; and he suggested that the 
most important contribution which he and his colleagues intended to make in the 
Severalls survey was to discover what kinds of patients were in the mental hospital, 
what patients were likely to be certified under what Act, and how long they 
stayed there. They evolved a new classification because it seemed important to 
distinguish between innate defect of intelligence, as understood by psychologists, 
and mental disorder as understood by psychiatrists. It might be said that 
this distinction could not be made, and Dr. Duncan has mentioned some of the 
difficulties. Vocabulary tests were mainly used for determining initial mental 
grade in deteriorated cases. 

The second thing which he wanted to mention was that the standard of defect 
which Dr. Slater referred to in German work was not necessarily the same as the 
standard of defect in England, and, as Dr. Duncan said, a person whose intelligence, 
as judged by psychologists, was normal, might be certified because of behaviour. 
Therefore the criterion of even certifiable defect was not a very good one, but it 
had to be used for this investigation. He and his colleagues did not intend to put 
people whom they did not consider intellectually defective into this category. 

One could look at the problem from the point of view of the defectives themselves. 
One could take a group of defectives and find out how many had mental disorder 
and of what kind. Rampton was an institution in which patients were selected 
by gross behaviour, whereas in the ordinary institution they were selected mainly 
because of their intellectual defect. He had not actual figures to give to the meeting, 
but he thought it could fairly be said that manic-depressive insanity did occur 
among at least a few of their patients certified under the Mental Deficiency Act, 
though if the condition was severe they would be tranfserred under the Lunacy 
Act. He thought he was right in saying that the patient who had changes of mood 
was more typical of mental deficiency which did not amount always to insanity. 
There were defectives who had elated moods, aggressive and violent moods, which 
sometimes alternated with depressed moods, and others had long periods of 
depression. He could not say whether those people were all suffering from manic- 
depressive insanity, or whether, even, they were mild schizophrenics. He thought 
the question had not been studied sufficiently by clinicians to enable us to say 
under which heading they properly came. Among severe grades of mental defect 
—and here he differed from Dr. Duncan—he thought that psychosis occurred 
frequently, and he agreed with Earl, who thought that katatonic psychoses occurred 
in many cases. Cases of Kraepelin’s dementia precocissima were usually certified 
under the Mental Deficiency Acts. Epileptic psychosis was the most prevalent 
among the mental defectives in institutions ; he thought that certain of the violent 
mood changes which patients had might be epileptic equivalents. 

There were also one or two things he wanted to say about heredity, a 
question which was raised by Dr. Slater, and also dealt with by Dr. Munro. He 
considered that the findings of Tredgold and some of the other early workers in this 
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field of genetic investigation were incontestable. He did not say that they were 
infallible in their observations, but that their general impressions were true. To 
say that one agreed with the facts had nothing to do with accepting the idea of 
polymorphism ; the explanation was in question, not the facts. Mental disease 
was very peculiar in the matter of family histories. One might investigate colour- 
blindness or hemophilia and find a perfect Mendelian picture, but it was very rare 
to find such a thing in mental disorder or mental deficiency. He only knew four 
conditions which ran so: amaurotic idiocy (two types), phenylketonuria, and 
Huntington’s chorea. There were also one or two more doubtful ones which were 
more loosely associated with mental deficiency, like Friedreich’s ataxy. Even in 
those former conditions the matter was not always a straightforward one. Ina 
family with Huntington’s chorea, from generation to generation, there could be 
a wide difference in the age at onset; it might be that the onset was very early 
or very late, and the patient might be mentally defective, or he might be of normal 
intelligence, and even without a psychosis, and yet have signs of Huntington's 
chorea. It appeared that mental disease and deficiency were less clearly cut 
characters than physical diseases ; they were associated with physical characters, 
such as chemical changes in certain cases ; but it did not follow that in the individual 
of the same genotype, the same psychosis would develop. Therefore he thought 
that the method of investigating family trees by taking a set of cases clinically 
alike might not be the best method of studying heredity. 

He said that he was engaged on work, not yet finished, concerning the incidence 
of mental disease in the families of mentally defective patients. Out of about 
600 cases which he had analysed so far, he found that mental disease (psychosis) 
was commoner in parents of mental defectives than in the general population, 
i.e., about 5% had gross mental disease sufficient to cause certification. The 
mental diseases met with among them were of all the different types; but the 
commonest mental disease among the sibs of mental defectives was schizophrenia 
(dementia precox). The commonest mental disease among parents or uncles or 
aunts was some type of manic-depressive reaction. He was not prepared to say 
whether they were pure manic-depressive psychosis cases or not, but the manic- 
depressive type seemed to be the commonest, whether it occurred in early life, or 
at the involutionary stage, and suicide was extraordinarily common. That was 
only a partial and rough analysis, but he wanted to draw attention to a way of 
looking at the problem which might result in the discovery of peculiar things. He 
did not think it likely that single gene differences would explain the majority of 
types of mental disease or mental deficiency. Probably the same gene under 
variable environmental and genetic conditions might give rise to quite different 
clinical entities, and in other cases its effects might be suppressed. That was not 
polymorphism, because the meeting was not considering anything in the nature 
of degeneration of the plasma. Analysis of the behaviour of highly modified genes 
was difficult, but he thought it could be attempted. 


Prof. HENDERSON said he did not want to add to the controversy which this 
topic had raised ; it was a very controversial subject, but he would like to pour a 
a little oil on the waters. 

It seemed to him that this problem had been attacked from two different 
angles. On one hand there were men like Dr. Slater who were looking at this 
subject from the predominantly manic-depressive aspect, whereas Dr. Penrose, 
Dr. Duncan and Dr. Turnbull were thinking of it essentially from the angle of 
mental deficiency. He might be doing both sides an injustice when he said that, 
but if that was a possibility, he thought it was easy to see how the controversv 
had arisen. He thought that anyone who had been occupied with mental hospital 
work over many years would feel rather strongly that if Dr. Duncan and his 
co-workers’ contribution was to be accepted now on the basis of this investi- 
gation, it would be necessary to alter one’s entire conception of what constituted 
manic-depressive states, and of all the other psychotic states treated in mental 
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hospitals. He said that for the following reason: In dealing with states of mental 
deficiency, all recognized that such patients were subject to emotional outbursts, 
expressed very well by Dr. Rees Thomas when he said it was a state of instability 
which showed itself in explosiveness, which was essentially episodic, and which 
very rapidly passed off. He never had any hesitation in saying, where he had a 
mental deficiency case associated with an episodic state, that that state would run 
a more acute course and would be more transitory and was likely to be more 
recurrent than with the ordinary manic-depressive patient. If members wished 
to call these manic-depressive states they must do so; he hesitated to do so; he 
thought they were emotional upsets in cases in which mental deficiency was the 
predominant factor. For an analogy one had only to consider the organic 
psychoses and think of general paralysis. General paralytics could be divided 
into those who showed manic episodes and those who showed depressive states. 
One did not say, therefore, that those general paralytics were manic-depressives, 
but it was recognized that the general paralytic process was the predominant one, 
hence the name given. It was much the same with arterio-sclerotics ; many of 
them showed emotional fluctuations, but they were called arterio-sclerotics, not 
manic-depressives. 

Coming back more specifically to this discussion, to attempt to estimate mental 
deficiency in a group of psychotics was very difficult. Dr. Slater had pointed 
that out extremely well. In Glasgow, when the speaker was there, an investigation 
was Carried out by Leonard Findlay with regard to the amount of mental deficiency 
in association with encephalitis lethargica. Findlay attempted to prove that after 
those patients had become ill with encephalitis they were mentally defective, on 
the basis of the intelligence tests given. That was a fallacy. If one was to judge 
whether people were mentally defective, there must be an examination not merely 
when they were psychotic, but also before the psychosis developed. It was only in 
that way that a true estimate would be obtained of whether mental deficiency 
was the predominant factor, or whether the emotional instability was the 
predominant factor. 

Those were the main points which he wanted to discuss. It was rather a 
paralysing thought to him to have this mental deficiency basis of manic-depressive 
states pushed. If that view was pushed, he thought that, almost inevitably, one 
would become encompassed with a feeling of greater therapeutic nihilism than was 
necessary or justified. 


Dr. T. A. MuNRo said he thought that the question largely came down to this. 
It might be allowed that families existed in which manic-depressive insanity was 
associated with mental defect. There were families in which manic-depressive 
insanity occurred alone, and these families were more free from defect than the 
general population. The point seemed to be, what was the incidence of these 
types ? Surely it was a matter of figures, not the fact of existence of different 
types, about which one could not argue. The diagnosis of mental deficiency in 
people who had manic-depressive psychosis was not insuperable to a clinician. 
One got it often without asking for it by applying to the mother, who would tell 
one, right off, that “ Johnny learned late to walk; that Johnny did badly at school ”, 
and so on, giving a definite history of feeble-mindedness. Such facts were more 
reliable than tests given in a mental hospital to patients suffering from psychoses. 


Prof. MACDONALD: I agree with every word Dr. Munro has said. 


Dr. SLATER, in reply, said the family tree shown by Dr. Munro wasa very interest- 
ing one. A collection of any number of family trees was a collection of special 
instances. This was a very important method of investigation, and was a different 
method from the statistical one; it was upon the latter that his own work was based. 
In this list was seen a defective family showing profound mood changes. It might 
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be something on its own. He did not say there was any necessity to include 
mood changes of grossly mentally defective people among the manic-depressive 
psychoses ; and that, as Prof. Henderson remarked, was the fundamental point of 
difference between himself and Dr. Duncan. The latter took all kinds of emotional 
instability as one or other form of manic-depressive insanity. His, Dr. Slater’s, 
point of view was different; he thought reactive mood changes of the normal 
individual, mood changes in the mentally defective and of the psychopathic 
personality were different from manic-depressive insanity. Dr. Duncan had 
construed the speaker’s remarks about insufficient accuracy in clinical grouping as 
referring to errors of diagnosis. He, Dr. Slater, did not say, nor did he mean, errors 
in diagnosis. It was a different scheme of diagnosis from that which he had been 
using. Mood changes of paralytics and arterio-sclerotics were not usually taken as 
manic-depressive insanity. 

Two questions had been asked of him concerning the family investigations 
which he presented. Actually the material on which his paper was based consisted 
of Kraepelin’s original cases of manic-depressive psychosis. Very few of the 
patient’s relatives had actually been seen by him. 


Dr. DuNCAN, in reply, said he had listened with very great interest to the 
criticisms which had been brought forward that afternoon, and he was sure he 
would find them of great value in future work arising out of the survey at Severalls 
Hospital. 

He was interested in the remarks of Dr. Rees Thomas, whom he understood 
to say that 50% of the cases at Rampton were diagnosed as psychotics. That 
answered one of the points put by Dr. Slater, doubting that a relatively high 
proportion of the mentally defective could become insane. Evidently they could. 
Dr. Rees Thomas asked at what period this disorder arose. That could only be 
entered into by explaining again that he, the speaker, did not associate mental 
deficiency and manic-depressive insanity as two conditions having the same cause ; 
he regarded the psychosis as a manifestation of mental (not necessarily intellectual) 
defect. It was not known why primary aments were mentally defective, and he 
had no idea why a manic-depressive patient was manic-depressive. If he were 
asked to state, more exactly, when the disorder or defect, whatever it was, arose, 
he could only reply that he thought it was before birth. The best analogy he 
could think of was one adopted by Dr. J. S. Collier ten years ago when he gave his 
Presidential Address to the Neurological Section of the Royal Society of Medicine, 
on the pathogenesis of cerebral diplegia. Seeds or very young seedlings, when 
attacked by frost, might be killed at once. Or they might grow up stunted and 
weak—corresponding to the feeble-minded—and liable (like the feeble-minded) to 
develop disease. Or they might grow into apparently strong healthy plants, but 
later show deterioration and abnormalities—corresponding to the psychotic. The 
disorder might become apparent at any age, but the cause must have operated 
before birth. The process was similar to that which seemed to occur in the familial 
abiotrophies. 

Dr. Rees Thomas used the term “ instability ” in a sense different from his own. 
As the speaker saw it, this instability was not necessarily explosive. Was Dr. 
Rees Thomas perhaps getting his idea of “ explosive ” from explosive conduct ¢ 
Emotional instability was shown by excessive or causeless fluctuations from 
“normal” stability, but it need not be violent or explosive. He agreed that 
instability of an explosive type was more common in children, and he was told, it 
also occurred in some primitive backward races. 

He had also listened with much interest to the remarks of Prof. Henderson, 
who seemed to deplore the association of manic-depressive insanity and mental 
deficiency because it would mean an alteration of one’s whole conception of manic- 
depressive insanity. He had, in fact, no fixed conception of the nature of manic- 
depressive insanity, and was prepared to use the results of his own or anybody 
else’s research work to assist him in forming an idea of its pathogenesis. 
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As to the diagnosis of mental defect among the mentally disordered, any of 
those present who had attempted to do it might have been—as he was—rather 
astonished at the comparative ease with which, in many cases, it could be done. 
Some appeared to be of the opinion that it would be very difficult in a mental 
patient to ascertain the degree of mental deficiency ; but when he came to do it, 
having the record of the patient before him—a record which one could take steps 
to make as complete as possible—it was found (and he thought Dr. Penrose would 
agree) to be easier than he had anticipated. He had found it very much easier 
to decide that a given patient in a mental hospital was or was not mentally 
defective (he could not always say to what degree) than he did a child of ten years 
of age passed on to him at one of the clinics. 

With regard to mood changes in mental defectives, Dr. Slater had suggested 
that these should not be regarded as manic-depressive. That, at present, was a 
matter of individual opinion. He, the speaker, was not saying one ought to. 
One did not necessarily include mental defectives who showed some degree of 
emotional instability as psychotics, but he suggested that they constituted a link 
between the two extremes to which he had referred. 
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IRRITABILITY AS A SYMPTOM IN THE MANIC. 
DEPRESSIVE PSYCHOSES. 


By W. MAyYErR-Gross, M.D., 


Rockefeller Research Fellow, Maudsley Hospital. 


[A bstract].* 


THE occurrence of irritability has been described in most text-books as a 
symptom in manic and depressive states. The causation of this symptom and 
the circumstances in which it is observed, have not received much close atten- 
tion. Most authors put the states of irritability under the heading of mixed 
states. They cannot, however, be regarded as such in a strict sense, because 
the effect of irritability brings into the picture something new which cannot 
be derived from a mixture of the basal manic-depressive symptoms. 

Irritability is, on the one hand, a very common phenomenon in more or 
less normal states of mind (in fatigue, in alcoholic drunkenness, in premenstrual 
‘phases, in mountain sickness, etc.) ; on the other hand, it is known as a symptom 
in several psychic illnesses, as, e.g., in neurasthenia, post-traumatic and other 
forms of organic impairment, and in epileptics. Thanks to the frequency 
with which it is observed under various conditions, something is known about 
the nature of irritability and the conditions of its occurrence. This should 
enable us to enlarge our understanding of the dynamics of the morbid affective 
happenings which characterize the manic-depressive phases. There is, further- 
more, always some advantage in attacking a clinical problem from an outside 
angle. Kahn, who has also pointed out the interesting light cast by such a 
procedure, has studied irritability in manic-depressives by collecting his matenal 
out of a large number of case-histories. I tried to check his results by a smaller 
number of patients who had been seen personally and in whom I had 
investigated the conditions of irritability as widely as possible. 

A small number of typical constellations in which irntability occurred were 
thus established. These constellations are of theoretical interest through their 
contribution to the psychology of irritability, and they are practically useful 
in regard to diagnosis and treatment of manic-depressives. 


* The full text of this communication will be published in a later number of the Journal. 
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SIMPLE PSYCHOLOGICAL DATA IN MELANCHOLIA. 
By ARTHUR GUIRDHAM, D.M.Oxon., D.P.M., 


Medical Superintendent, Bailbrook House. 


THE material for this paper was obtained by using the Rorschach test. 
Purely as an introduction to this paper it may be said that the test differentiates 
individuals according to their preference for perceptions of form, colour and 
movement. This separation into categories is obtained by the exhibition to 
the patients of ink-blots of different colours and shapes. For details of the 
technique the best source of reference is Rorschach’s Psychodiagnostik, though 
no English translation of the original German is available in print. For those 
unfamiliar with the test the articles of P. E. Vernon, McCalman, and the 
present author may be found useful. 

Most investigations of the psychological content of, or causative factors in, 
depressive states deal with data which cannot in any sense be called primary. 
The complexes responsible at their origin are essentially compounds of different 
psychological factors. The alterations in the personality which occur with 
the incidence of the disease involve elements which permit of no clean-cut 
definition. To submit patients such as these to the ordinary psychometric 
tests does not, as a rule, permit us to differentiate them into recognizable 
personality types. The Rorschach test aids these typological ambitions in 
that it classifies patients according to their preference for simple perceptive 
data. 

The most striking fact elicited in my own investigation is the reduction of 
colour and movement interpretations in patients in the depressed phase of the 
manic-depressive psychosis. The average figures, per individual, for the 
movement responses are *33 in the melancholic group as compared with 1°63 
for normal subjects. In the case of the colour answers the figures are ‘6I and © 
1-96 respectively. The fact that my figures for normals are less than those of 
most investigators is a point of added significance. The reduction in the 
_ movement answers is more striking than that of the colour answers. 

Another interesting feature, so far as perceptive data is concerned, is the 
melancholic’s preference for different varieties of colour. His colour predi- 
lections are generally diminished. Those which are most provocative of answers 
are grey of various tones, and the paler blues. Reds, yellows and bright greens 
are but little interpreted. 
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The next factor to be considered is the appreciation of form. Rorschach 
claimed that in subjects with, at any rate, simple melancholia, this was more 
acute than in normal individuals. My experience does not wholly bear this 
out. The presence of agitation vitiates this acuity. One can say, however, 
that as a rule the perception of form in melancholics compares favourably 
with that in normal subjects. 

A further striking fact to be elicited is related to the question of whether 
the whole blot, or a detail or very small detail of it, be interpreted by the subject. 
The criteria of differentiation between “detail” and ‘‘ small detail ” answers 
and the derivation of all other standards applicable in this test cannot be dealt 
with here, and must be obtained by consulting the literature. It must be 
said that melancholics reveal an inordinate attention to small details. This 
finding is in agreement with that of Rorschach, who, however, asserted a 
greater preponderating significance to them than I find. The results of these 
investigations show an accentuation of small detail and whole answers at the 
expense of ordinary detail answers which, in ordinary subjects, are of most 
common occurrence. 

As might be expected, many interpretations of the proffered ink-blots are 
concerned with animal forms (T answers, from the German Tterantworten), 
and with parts of the human body (Md answers, from the German Menschen- 
detailantworten). These answers are increased in melancholic subjects. 

Further symbols used convey the degree of originality and frequency of 
the interpretations. These are called O and V answers respectively. The 
former are decreased and the latter markedly increased in melancholia. 

Throughout the test responses it is necessary to note the degree of 
stereotypy present. Stereotypy has a special meaning here. It refers to a 
tendency to offer those stock interpretations to which the pictures must lend 
themselves, such as the heads of dogs and humans, etc., and to fail to enrich 
the subject’s perceptions with imaginative embellishments. It will be under- 
stood that stereotypy involves a concentration of V answers {the commonly 
recurring answers), a reduction in the O answers, and an increase in animal 
and human body answers. It involves a utilization of the most common 
and restricted associative data, rather than any which can be used for the 
higher process of abstractive synthesis. Stereotypy is very commonly asso- 
ciated with a reduction in the movement and colour elements, which can 
therefore almost always be taken as an indication of it. In melancholia there 
is an undoubted increase in the degree of stereotypy. There are certain types 
of response indicative of the higher powers of abstractive organization. These . 
include incorporation answers, where different coloured areas of the plates 
are included in a single form interpretation, together with what are called 
EQ answers, where some mien or emotional attitude recognized in the blots 
determines the nature of the interpretation. These answers, of rare occurrence 
even in the highest normals, are practically non-existent in melancholics. Both 
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sorts of answer taken together yield 5°46 per 100 subjects in melancholics and 
62 in normals. This well illustrates the associative restriction in melancholics. 

Anxiety and agitation are terms used loosely in connection with melan- 
cholia ; anxiety in particular is a phrase to be used with circumspection. 
There is a growing tendency, even allowing for the fact that so many varieties 
of anxiety exist, to demarcate clearly between psychoneurotic anxiety and 
anxious conditions occurring in melancholia. There is a type of Rorschach 
response which represents psychoneurotic anxiety. In it the grey-shaded 
areas are used as determinants of responses from the point of colour, as 
in such interpretations as clouds, smoke, landscapes seen at a distance, 
etc. These responses are most developed in patients with psychoneurotic 
anxiety. They are of small occurrence in melancholic subjects, the average 
figures for normals and melancholics being 1°12 and -46 respectively. In a 
whole group of depressed subjects the incidence of these responses in suicidal 
and agitated patients gave figures of ‘38 and 27 respectively. This clearly 
supports the view that the anxiety occurring associated with depression is 
essentially different in its genesis from that which occurs in psychoneurotic 
conditions. | 

Consideration of the different varieties of melancholia reveals that at present 
there are no very characteristic differences between the Rorschach response 
in the clinical varieties of melancholia usually described, i.e., simple retard- 
ation, melancholia with delusions, etc., no matter what scheme of clinical 
classification be employed. One fact does emerge, however—that the presence 
of manifest psychomotor agitation does alter the Rorschach response in the 
following ways: With agitation the acuity of the appreciation of form 
diminishes, and there is less tendency to stereotypy. The interpretations 
show a higher percentage of original answers. These, however, are of what is 
described as the minus variety, since the novelty of the perceptions concerned 
is vitiated by their lack of resemblance to the form of the blot, or of the part 
of the blot concerned. l 

Each of the Rorschach manifestations which have been described represent 
some clinically demonstrable psychological factor, since the meaning of the 
test factors was established by clinical correlations. The elucidation of these 
is difficult in a short paper of this description, and somewhat superfluous, in 
that a bald statement of them is no substitute for, or addition to, the subjective 
clinical knowledge of the patient obtained from observation over a considerable 
period of time. Points of particular emphasis, or additional points not readily 
discoverable by other means, are as follows : There is, in melancholia, a great 
diminution in what Rorschach calls the capacity for inner creativity. It is 
that propensity which expresses itself in artistic and religious experience. It 
involves productive introversive tendencies. Such qualities are, of course, 
at the opposite pole to mere self-absorption. In addition there is a gross 
restriction, as expressed by the paucity of colour answers, of extratensive 
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tendencies. There is, indeed, a marked affective repression. It should be 
pointed out that Rorschach’s use of the terms “ introversive ’’ and “ extra- 
tensive” is at variance with the terms “ introverted ” and “ extraverted ” 
used by such authorities as Jung. One cannot enlarge here on these 
differences. It must suffice to say that Rorschach’s terms apply to tendencies 
in continual operation, whereas Jung is dealing with more static attributes 
of mind. As regards the other types of response we have mentioned, these 
show that the general faculty we call “ intelligence” is not depleted in 
melancholia to the extent which applies in other mental disorders, but that 
this intelligence is of a very restricted variety, and embodies the use of only 
the most basic associative data. The indication derived from consideration 
of the number of whole, detail, and small detail answers is that in melancholics 
we are dealing with an intelligence so meticulous as to be unpractical, and 
the abstractive powers of which are devoted only to the most commonplace 
syntheses. 

A very common problem faced by all alienists is the occurrence at certain 
periods, in other types of mental disorder, of a depression so intense and all- 
pervading that, though the diagnosis be schizophrenia, paranoia, or what 
you will, the immediate picture presented is one of acute melancholia. One is 
allowing for the fact that analysis of the contents of these depressions may 
provide a strong clue to their real nature, perhaps particularly so where 
hypochondriacal ideas occur. But even taking this into consideration, 
it must be admitted that the very elasticity of the most honest diagnoses 
ensures that the above be true. One has only to peruse the case-sheets of any 
mental hospital to see what alarming excursions a patient can make in the 
diagnostic scale. That this occurs is no slur on the examiner, but a tribute to 
his honesty. The fact remains that diagnosis, from mere clinical observation, 
can be surpassingly difficult in these cases. On first seeing a patient, say a 
case of dementia præcox, or delusional insanity, in such an acutely depressed 
phase, it may be impossible to offer a correct diagnosis, though this is of 
considerable importance from the prognostic view. 

The test findings in melancholia differ from those in the depressed phase 
of dementia przcox and delusional insanity. This affords a means of distin- 
guishing cases which cannot be differentiated by any other means. The 
distinction depends on the degree of stereotypy present. In the matter of 
stereotypy, melancholia lies midway between depression in dementia przcox, 
where it is most developed, and depression in delusional insanity, where it is 
least developed. This means that in dementia præcox with depression there is 
the lowest average for colour and movement elements, the highest percentage 
of favourable form perceptions and animal and human part answers, the 
highest occurrence of V answers, and the lowest percentage of original answers. 
As one passes through true melancholia to depression in delusional insanity 
there is a somewhat lesser tendency to stereotypy, shown by some increase in 


1936.] BY ARTHUR GUIRDHAM, D.M. 653 


the colour, movement and original elements, and a decrease in the form, animal, 
human body and vulgar percentages. It has been possible to devise a numerical 
formula to determine in depressed cases whether they belong to the manic- 
depressive, dementia pracox, or delusional groups. This formula expresses 
mathematically the degree of stereotypy present in each. It may be said 
that the only type of dementia præcox considered here is that stage of apathetic 
withdrawal, general emotional retardation and constriction of interest which 
constitutes what continental authors call dementia præcox simplex. This, it 
will be agreed, is the only type of dementia præcox, complicated by depression, 
which is likely to be confused with melancholia. 

My experience with this test has been confined to the depressed phase of 
the manic-depressive psychosis. In the maniacal state the colour and move- 
ment answers are increased, the form perception is less acute, the animal and 
human body elements less developed, and the percentage of original answers 
increases. It should be possible to predict, particularly from the increase in 
colour and movement elements in a patient previously depressed, the onset 
of a maniacal phase. It is advisable, in closing, to emphasize the usefulness 
of the Rorschach test when applied to subjects of this description. As regards 
the general psychological make-up of the individual, it is not suggested that 
the test is to be used as a substitute for clinical observation. In one particular 
it has an advantage, in that the nature of its answers is useful as psycho-analytic 
data, which might not otherwise be so readily offered. It must be admitted 
that for this purpose its value is more in psychoneurotic cases. One of its 
main uses is in differential diagnosis. I consider its main application is, 
however, in the formulation of a new scheme for the differentiation of personality 
types. Kretschmer’s body-character classification is an absorbing theme, the 
main claims of which are generally recognized. Jung’s exclusively psycho- 
logical classification has the disadvantage that certain of the types involve 
the use of data which overlap for the different categories described. The 
description of, say, introversive thinking and introverted feeling types ensures 
that this should be so. The Rorschach test embodies the separation of types 
according to their preference for certain primitive perceptions. The origins of 
personality have their foundation in perceptive data. A system of classification 
based on these has certainly the strictest scientific justification. 

In conclusion I must say that these remarks must inevitably seem too terse 
in that in this short space it has been necessary to describe the data of a test 
which may be new to you, as well as to outline its applications to melancholics. 
The findings, expressed here, for melancholia are only a fractional summary of 
a more comprehensive work on the diagnosis of depressive states. 
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A NOTE ON PSYCHOPATHOLOGY AND PERIODICITY. 


By STANLEY M. CoLEMAN, M.R.C.S., L.R.C.P., D.P.M., 


Deputy Physician Superintendent, Runwell Hospital, Runwell, Essex. 


THE following tentative theory is to a large extent influenced by Rouart’s 
work. This psychiatrist recognizes two fundamental forms of behaviour— 
periodic and intermittent. 

The former is the mechanism by means of which the organism prefers to 
react unless frustrated by outside agents. In human beings this periodicity is 
manifest everywhere, but most markedly in those systems least subject to 
external disturbance, for instance the circulatory system. 

The latter, intermittent reaction, is essentially an immediate adaptation 
to the environment. Presumably it evolved as a response to interference with 
the periodic reaction by external factors. Intermittent reaction necessitates 
the storing up of energy and the inhibition of periodicity until, under the 
influence of the appropriate key stimulus, a release of energy with an attempt 
to restore the normal equilibrium of the organism takes place. 

Periodicity is, however, the preferred mode of reaction. Economically it is 
a saver of energy, and there is always a tendency under favourable circumstances 
to revert again to a modified periodicity. 

The nervous system shows the same inherent preference for periodic or 
rhythmic action. To mention a few examples, the periodicity of sleeping and 
waking, activity and repose, and to some extent of normal mood swings. Again 
there is the rhythm of walking, bicycling and other acquired habits, also the 
gradual temporal fixation of habits in older people. Again in the repetition 
compulsion, regarded as the most primitive psychic urge, psycho-analysis 
appreciates this phenomena. 

Actually this fundamental tendency towards periodicity is constantly 
interfered with by the necessity of reacting intermittently to the environment. 
Normal behaviour with economic working and maximum efficiency strikes 
a mean between these two modes of action. 

Faulty maladjusted behaviour may be also of two types. First it may 
show a regression to the more fundamental periodicity with more or less total 
obliviousness to immediate response. This mode of pathological reaction is 
characteristic of the manic-depressive psychoses, and to a lesser degree of the 
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epileptic and katatonic states. The second mode is characterized by inappro- 
priate intermittent response, the mode of behaviour in the schizophrenias, 
obsessional states and hysteria. In actual practice it is rare to find either 
form ina pure state. 

Turning’ now to the psychopathology of manic-depressive insanity, psycho- 
analysis has demonstrated a series of xtiological factors. Starting at the 
surface there is usually found some disappointment in the love-life as a precipi- 
tating or exciting factor. This is found on analysis to be merely a pale replica 
of an earlier trauma; an infantile disappointment or loss of love occurring 
before the cedipal wishes were mastered, and resulting in a severe shock to 
primary narcissism. Ultimately psycho-analysis traces back the genesis of 
the disorder to a fixation of libido at the oral and to a lesser extent the anal- 
erotic zone. Analysis can proceed no further, and is forced to concede a 
constitutional factor, an inherent intensification of mouth and anal eroticism. 

What exactly is meant by this last constitutional factor? Presumably 
that such an infant has excessive difficulty in suiting its oral and anal needs 
to the dictates of society. Here it is of interest to note that it is at just these 
two points, the ends of the alimentary tract, that the automatic and periodic 
functioning of the digestive system is most interfered with by exogenous 
factors. 

It is suggested that regulation of feeding and the evacuation of the rectum 
constitute not only, as psycho-analysis has pointed out, the child’s first loss 
of individual freedom, but at the same time the first attempt to modify the 
periodicity of the body. Any failure would indicate an inherent weakness in 
the mechanism of intermittent reaction, and might well set a pattern for all 
subsequent behaviour. It is suggested that in the manic-depressive group 
this inadequacy of intermittent response, especially in its efforts to control 
and modify periodicity, is the essential constitutional anomaly, this weakness 
first showing itself in unsuccessful attempts to modify the behaviour of the 
alimentary tract. 
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By Ian Sxorrowe, M.D., D.P.M. 


Medical Superintendent, Bucks County Mental Hospital. 


I aM not amongst those who believe that a complete understanding of the 
manic-depressive states can be reached within the field of psychopathology. 
On the other hand, it is quite impossible to render intelligible the behaviour, 
thoughts and feelings of these patients without reviewing the changes which 
occur at the psychological level. Instead of baffling myself by thinking in 
those speciously convenient terms “ functional” and “ organic ”, I find it 
more satisfying to look at the patient from the Meyerian point of view ; that is 
to say, as an integrated series of functional levels—an extension, if you like, 
of Hughlings Jackson’s and Sherrington’s well-known conceptions of central 
nervous function, downwards to the more archaic autonomic level (and all 
that is implied by that ), and upwards into the more recently evolved realm 
of function, of which we can at present speak only in psychological terms, 
because we do not know enough to speak of it in any others. The disturbance 
is of the functioning organism as a whole; and I believe that the clinical 
picture depends to a large extent upon the levels where the disturbance is 
greatest. Unless all human values go by the board, however, we shall always 
require the aid of psychopathology to enable us to reach a complete under- 
standing. Frustration will always produce sorrow, or a state of which sorrow 
is an important component ; and achievement will always produce elation or 
one of its allied states. The converse of these propositions is not neces- 
sarily true; and although there may be strong presumptive evidence for 
doing so in individual cases, it is not necessarily correct to assume that because 
a state of joy or sorrow exists, it must have been preceded by some achievement 
or frustration as the case may be. To me, there are two essential parts of the 
problem in any given case. The first—and more difficult—is, Why does the 
emotional swing arise ? And the second is, To what extent is the psychosis 
intelligible by considering the emotional change in relation to the sum total 
of the events that go to make up the patient’s life? This involves a process 
of empathy—what the Germans call Einftihling—and it is relatively easy for 
those of cyclothymic disposition to doit. The crux of the situation is therefore 
the emotional change; and although its origin may not always lie at the 
psychological level—in fact in the extreme sense I suppose it never does— 
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I am much impressed by the psychological principle implied by MacCurdy’s 
explanation of certain manic states. He says, in effect, that they do arise 
from achievement, from fulfilment—if we must use analytical terms—of an 
unconscious wish, in respect of which there has been and still is considerable 
conflict ; and that the manifest thought content may be in part a secondary 
phenomenon, and in part a fragmentary disguise of the wish. It does not 
matter whether the wish is conscious or not ; nor, so far as emotional value 
goes, does it matter whether it is achieved in fact or in phantasy. A biological 
urge of some kind has been fulfilled, or what is psychologically very similar, 
is on the verge of practical fulfilment ; and the natural concomitant of that 
fulfilment is joy or elation. It needs but little introspection and observation 
to be assured of the naturalness of this reaction; and the benign qualities, 
which we expect, are present in proportion to its purity. It may be argued 
that the schizophrenic also secures achievement in phantasy ; why then is he 
not elated? Does not the answer lie in this: The manic patient’s thinking 
and behaviour are gross ; they are open for all to see ; he is frankly and openly 
erotic or obscene or aggressive, and the more acute the attack the more gross 
are his thoughts and behaviour. There is no disguise—or perhaps it would be 
more correct to say the more acute the attack, the less the disguise. Symbols 
are practically unnecessary for the manic patient ; so is projection; he may 
transfer his affect, but he does not disguise it. He is in fact uninhibited 
to a degree. As MacCurdy says, where there is no repression, there is no 
need for disguise. If one likes to put it so, the material with which the manic 
patient has to deal is not so deeply suppressed, is more ordinary, less archaic, 
less perverted, less worthy of guilt, or less infantile, according to the shibboleths 
of one’s own psychological beliefs. Needless to say these views are quite 
incompatible with those of Freud and Abraham, who, although they differ 
as to the erogenous zone concerned, are agreed that the manic is narcissistically 
fixated. Anything less narcissistic than a full-blooded acute mania I have 
never seen. The whole keynote of the manic is that he is ordinary. He is 
concerned with real things, the most clamant of which is his own real emotion, 
with which he cannot deal if, at the same time, he is to keep his thought and 
behaviour directed towards ordinary everyday external goals. 

So overwhelming is his sense of impending achievement that if he gives 
himself up to his emotion he passes into a state of manic stupor; if he does not 
give himself up to it he has not sufficient urge towards external things to attend 
to them properly, for they cannot serve his purpose. Now it is a clinical 
truism that in the less severe and less pure form of mania, the course is longer 
and the result less satisfactory. It is in these forms, too, that one sees the 
elements of irritability, quarrelsomeness, and that awkward paranoid tendency 
characterized by complaints and half-truths. I believe that these states have 
a quite different origin. I cannot accept White’s formulation of a “ defusion ” 
of affective drives to account for, say, anger in mania ; and I believe that there 
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are elements in the etiology of these mixed states which are not present in 
the pure culture of the condition. The attempt to render these impure forms 
intelligible by the application of a psychopathology that was never evolved 
from the study of them has done much harm to a valuable formulation. Super- 
ficially they resemble true mania, because there is the restlessness, the over- 
activity, over-talkativeness, the apparent contact with reality without gross 
oddity of thought content, without gross confusion of intellect. I have not 
observed, however, that the quality of emotion is one of real joy or elation. 
It is, no doubt, due to a sort of implied acceptance of McDougall’s delightfully 
simple explanation of mania as an overactivity of the instinct of self-aggran- 
dizement that the admixture of anger and elation has come to be regarded as 
being of no clinical importance. It is much easier to believe McDougall than 
to argue with Freud. 

Now, although these atypical, but very common, manic patients are not 
confused in the sense of disorientation, I have found that the application of the 
finer intellectual function tests often reveals a sufficient evidence of primary 
disturbance at the physiological association level. Obviously such a distur- 
bance may occur in a person who is so constituted that he possesses a “ pattern ” 
of manic reaction within him ; and this pattern may well be released to take 
command of the final common path by virtue of changes which are initially 
a matter of toxemia and lower level release in the neurological sense ; but 
which, later on, involve additionally the same psychic and biological processes 
of which I spoke earlier. Thus clinically we get, what we often see, a smoulder- 
ing hypomania bursting forth into a not quite pure acute manic attack, 
sometimes passing, if—as my biochemical friends would say—the changes 
become irreversible, into a state of chronic mania. To this there is no end 
save by the operation of the law of habit, a gradual withdrawal from true 
contact with reality, resulting in a sort of disuse atrophy of the adaptative 
mechanism, which, in their wisdom, our nosological experts of thirty years 
ago very properly scheduled as secondary dementia. 
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Discussion. 


Dr. HELEN BoyYLe said she wished, at the outset, to congratulate the President 
and Dr. McCowan on the very interesting sessions the Association had had this 
year. They had been of outstanding value to those who came to the meetings 
mainly to learn, and most of the papers had been so put together that those present 
had been able to grasp a great deal of what the papers were intended to help the 
hearers to understand. 

In accepting the honour of contributing to this discussion, she wished briefly to 
refer to observations on the clinical side, about which she had previously spoken 
at a meeting of the Royal Society of Medicine in 1930. 

What had struck her most in listening to the discussion had been the difficulty 
in understanding exactly what was meant by manic-depressive insanity. In the 
discussion involutional cases had been included, also psycho-neurotic cases, while 
some included arterio-sclerotics and others excluded them. In the discussion it 
had been difficult to know what cases could justly be referred to this category. 
Some time ago Dr. Mapother had said that the difficulty about all the psychoses at 
present was that data were not yet available to name them efficiently, and all that 
could be done was to talk about certain syndromes of symptoms, and adhere as 
carefully as possible to those. She suggested—speaking as a clinician—that there 
were certain cases showing manic-depressive symptoms which could be divided 
into separate groups. Some of the cases she would speak of had been observed 
for over twenty years. It seemed worth while to consider clinically, and more 
fully than was usually done, the links between a large group of manic-depressive 
or cyclothymic states, and cases of endocrine, particularly thyroid gland distur- 
bances, which latter were so closely associated with the whole vegetative nervous 
system. 

Secondly, there was another—and she thought a smaller—group of cases about 
which also she would like to hear opinions of members, a group which appeared 
to be closely associated with hyperpiesis and faulty elimination. These cases 
gave a history of recurring attacks of insanity, in some of such a severe type as to 
necessitate certification. In one such case the patient had been several times 
under care following certification, and in the mental hospital the trouble was 
diagnosed as manic-depressive insanity, therefore the diagnosis did not rest on 
her opinion alone. The patient had been acutely suicidal and at times excitable. 
This patient came to the speaker when an attack was felt to be coming on, and she 
told her it was better to go back to the mental hospital and be cared for there. 
However, she refused. Her blood-pressure was over 200 mm., she had an enlarged 
heart and also renal deficiency. The speaker tried to reduce the blood-pressure, 
and the patient told her next morning that that was what everybody tried to 
do, and it made her worse. Accordingly she ceased giving the woman depressants, 
and substituted tonics. It was found, however, that the blood-pressure could be 
reduced without mental disturbance by giving steam baths, disinfectants, and very 
free supplies of liquid to drink. It seemed true that that patient had needed the 
high blood-pressure, until elimination was promoted in other ways. On a later 
occasion she nearly had a recurrent attack ; she went down to a hydro-therapeutic 
centre, and though the patient’s doctor there was written to, he evidently thought 
little of it, for he reduced her blood-pressure, and with dire results, worse only being 
avoided by reversal of the treatment. It needed to be remembered that even a 
person aged thirty-five might require, in order to live comfortably, to have a high 
blood-pressure; that should be borne in mind when treating some cases, particularly 
those who showed any other signs of intoxication. It was explained to this patient 
that she might die younger if she did not have her blood-pressure reduced, but she 
replied that her terror was lest she should become insane. There was an optimum 
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blood-pressure for these cases, and usually it was between 187 and 200 mm., and 
when treatment was given for hyperpiesis this might not be recognized. Steam 
baths were preferable to dry heat for elimination. Some observers expressly 
excluded arterio-sclerotic cases from the manic-depressive group, but she did not 
know on what grounds. 

The other group of cases appeared to have too close a relationship to thyroid 
disturbances for this to be a mere coincidence. Kraepelin had pointed out that in 
manic-depressives one met with conditions which were almost myxcedematous, 
e.g., in the depressed phase the hair might become thin and lustreless and the 
nails suffer, and that at a subsequent stage the hair and nails were restored. In 
comparing the phases of cyclothymia with brain disease and hyperthyroidism 
complicated by, as Dr. Golla said, ‘‘ the exhaustion asthenia following on the 
excessive metabolism ’’, it was impossible not to be struck by the common pattern. 
Dr. Golla had further said of the mental symptoms of brain disease that “ they 


resemble in many ways those of manic-depressive insanity ’’; the same authority 
said ‘‘symptoms of hyperthyroidism are not infrequent in manic-depressive 
insanity ”’. 


Some common factors between hyperthyroidism and the manic-depressive syn- 
dromes were the following: (1) Both were more common in women than in men. 
(2) The usual age of onset was almost the same. (3) The functional activity of the 
normal thyroid showed annual fluctuations, and many manic-depressive patients 
did the same. There were cases which had attacks in springtime, so that one reflected 
on the association in the other group with defective elimination. In this group the 
cases might start young. There was a tendency to regard the enlargement of the 
thyroid gland in girls as a physiological enlargement, and to feel that there was no 
need to pay attention to it. She would suggest that some were associated with 
early cyclothymic states. Her observation had been that these girls were extra- 
ordinarily keen, and, as a rule, very intelligent, and she—Dr. Boyle—dissociated 
herself from the statements sometimes made that there was a large amount of 
mental defect in subjects of manic-depressive insanity. She would have said, 
rather, that the manic-depressive syndrome was somewhat conspicuously associated 
with brilliance and capacity in the mental sphere, though her acquaintance had 
been largely with cases of the milder type. The cases she had seen of enlarged 
thyroids at puberty were, in many instances, daughters of professional people, 
who were keen upon the examinations being passed, and on their daughters doing 
well in academic life. She wondered whether it was possible that in those cases 
there was a great lashing-up of the whole organism to pass the examinations and 
do what was required with increase of thyroid activity. Might they not feel that 
they were faced with a very serious situation ? The patients were usually good at 
games, as well as at academic tasks, and they exhausted themselves, so that they 
fulfilled Dr. Golla’s description of the asthenia which succeeded excessive 
metabolism. A theory she had, from observation, was that the activity of the 
thyroid and endocrines generally fluctuated, and, following a period of tiredness 
and asthenia, the girl lashed herself forward again, and once again she suffered 
from the same asthenia until it might pass from that to cyclothymia and manic- 
depressive psychosis. She had seen that happen several times, and she thought 
the appropriate treatment of rest and relief from all anxiety should be given to 
these girls, as contrasted with the neglect which was so often their lot. (4) There 
was a tendency to glycosuria in both. (5) A large thyroid might appear in both, 
or might be absent in either. (6) Palpitation, or a rapid heart-rate, might be 
common to both, as also was (7) tremor. 

The so-called “ physiological enlargement ” of the thyroid in adolescents was 
not an uncommon occurrence. It seemed to her to synchronize with a physiological 
alteration in mood—a fact which might be significant. These girls were usually 
conscientious and hard workers ; some of them developed a cyclothymic tempera- 
ment later. She asked what was the connection here, if any. She submitted 
the possibility of an intense desire to excel, coupled with anxiety as to possible 
failure to attain to the desired degree of excellence. Dr. Crichton Miller had 
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suggested as a matter of speculation concerning this disease that periodicity 
appeared to be a physiological rather than a psychological quality, and that it 
was therefore reasonable to look for a somatic rather than for a mental explanation. 
Other observers were making observations on similar lines. 


Dr. Tómasson said he would like to make a few remarks on Prof. Mayer-Gross’s 
paper on irritability. It was a well-known physiological law that there was an 
inverse relationship between the psychic activity and the peripheral innervation. 
That was demonstrated by the fact that one could not, at the same time, carry 
heavy weights, run very fast, and be absorbed in intense psychic work, such as 
the solution of philosophical or mathematical problems; similarly, while absorbed 
in a scientific problem one might not pay attention to coldness or stiffness of feet 
until about to stand up. That law applied to manic-depressive patients as well 
as to other people, and he thought it might help to explain a number of the pheno- 
mena of the psychoses. The substratum of the peripheral innervation, which was 
biochemically the sodium-calcium ratio, was, as he thought he had been able to 
demonstrate, altered in such a way that the peripheral innervation of these 
patients must be diminished. The consequence was that (1) fewer peripheral 
impulses were conducted centrally to the brain; (2) fewer central impulses 
were conducted peripherally. If fewer peripheral impulses reached the brain, the 
processes of the brain were less interfered with from without, the stream of thought 
was more free, and the faculty of co-ordination was increased, as in mania, and so 
there occurred an excitability of the patient. Variations in the innervation 
explained variations in the irritability. Mutatis mutandis the same applied to the 
depressions. The concentrated attention of these patients might be regarded as 
an increase of cerebral activity, and a greater capacity to concentrate on a subject. 
It might also explain the irritability of the depressed, which, if closely studied, 
seemed to have a different psycho-pathogenesis to the irritability of manic patients. 
In both phases irritability could be considered as the sequence of humoral deviations 
found in these patients, and therefore they showed the importance of investigating 
these deviations. 


Dr. AUBREY Lewis said: My remarks will be of a general kind. The first point 
is that I think there is an advantage, for research, in making a distinction which, for 
clinical purposes, we should not make, between the psychology of the previous 
personality, that of the attack as such, and of the psychogenesis ; they are often 
dealt with as though they were inevitably part and parcel of the same thing. 
Clinically this is a justifiable and useful assumption, but I think it can lead one 
astray in investigation. 

I. It is perfectly true that the previous personality often shades into the attack, 
which seems only an exaggeration of it. Valuable as it is to study and emphasize 
this relationship, we must reckon with the many cases in which there is no apparent 
consonance between the tendencies and traits evident prior to the outbreak, and 
those manifest during it; this is true of the type of personality as a whole, and of 
such special traits as sensitiveness in relation to paranoid ideas and so forth. My 
own opinion is that there is nothing by which we may differentiate the normal, 
i.e., pre-morbid psychology of the person who will have a manic or depressive 
attack, from the psychology or the structure of the similar normal personality in 
those who will never have an attack. It is true that there may be dispute about 
what is normal and what is healthy, but so long as personality remains within the 
commonly accepted bounds of the normal and healthy, i.e., so long as there is not 
incipient or established illness, there is nothing psychologically recognizable that 
we may take as characteristic of the manic-depressive illness. The medical value 
of personality, psychology and psychopathology is in the field of retrospective 
construction, and it is dangerous to use it as though there were always psycho- 
logical instead of biological continuity. Sometimes there is, but often there is 
not. 
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2. Psychogenesis should not be taken to be psychopathology set forth as an 
explanation of causes. Psychopathology, in one or other of its aspects, cannot be 
more than a partial view of the phenomena, i.e., the phenomena interpreted or 
described in the light of psychological concepts ; obviously such an interpretation 
can be made consecutive and even explanatory, but however artificial or however 
useful such an explanation, it does not enable one to distinguish the indispensable 
from the trivial causes, or the common causes from the infrequent ones, using the 
word ‘‘causes’’ as synonymous with preceding happenings in a connected sequence. 

It has often now been pointed out that psychological connections may be 
comprehensible but not necessarily causal; constancy and specificity should be 
the characteristic of the ‘‘ causal ’’ connections, otherwise every case is inevitably 
psychogenic; the word loses all precision of meaning, and psychopathology becomes 
the slave of forced etiology. 

3. The phenomena of the illness itself are commonly taken to be contrasted in 
mania and depression. I think that to limit the illness to pure forms of these 
conditions is to exclude much that is relevant, but in so far as one does this, 1.e., 
limiting, it is still, I think, useful to see in what respects they are alike. Their 
differences leap to the eye; they are dramatic; but their points of similarity are 
numerous, if unobtrusive. Some of the French writers, like Neuberger, have dwelt 
on this, but they do not include all the points of identity. Deron gives a most 
valuable analysis of the psychological phenomena of mania in which, without 
referring to the likeness, he often seems to be describing melancholia. The chief 
point lies in the restlessness and activity of thought, turned, in depression, more 
inwards, but just as striking, reported subjectively, and as far removed from empti- 
ness of thought or apathy as in mania. The frequent recurrence of emotionally 
stressed ideas is common to both; in mania, of course, it can easily be overlooked, 
but is usually found when looked for. In both there is distractibility and dithculty 
in remaining at a purposeful task which brings one into relation with the environ- 
ment; the distractibility of the depressive must often be inferred from his 
wandering glance, his attention to trivial perceptions, the increase in his slowness 
when some ordinarily negligible external occurrence breaks in upon the fragile 
sequence of his more ordered and purposive behaviour. In both there is much 
aggression and a tendency to paranoid distortion of experience, ideas of reference and 
influence, and much demanding of attention. These phenomena are not invariable 
in either condition, but occur with such frequency, when looked for, as to justify 
the parallel, or rather the assertion that they represent the same psychological 
happenings. This may be said, too, of the hypochondriacal preoccupations, the 
anxiety and the sometimes trenchant self-criticism. I would repeat that I am 
not asserting an identity of mania and melancholia at all points, which would be 
absurd, but an identity in respect of certain psychological happenings, which are, 
superficially, different. Benon, on the other hand, denies that they are polar 
contrasts, much less similars, and would oppose hyperthymia to depression. 

I think there is a risk of making psychopathology too biological while we 
are still in doubt about the biology. I question whether we can fructify 
biology at present by our psychological methods; we cannot hasten ahead of 
biology on its own ground; yet much of the psychopathology of melancholia, 
for example, is based on what are really biological conceptions of instincts and 
their development, which the biologists do not accept or would not extend to the 
human fields in which we use them. We have no more business in psychopathology 
to hypothesize biological phenomena than to do so with physiological or chemical 
ones. The dangers of such methods are seen in some of the psychopathological 
explanations of the tendency to periodical recurrence in manic and depressive 
attacks. 

Also I think that where the quantitative deviation from normality is considerable, 
qualitative deviations inevitably enter. The derivation of the morbid phenomena 
from the quantitative heightened affect, which is didactically so useful an approach, 
is subject to error through assuming that there are no qualitative, but only quan- 
titative variations in the manic-depressive conditions. If we take depersonalization 
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or hypochondria, the fallacy inherent in this common psychopathological assumption 
is well illustrated. I cannot now develop in detail the positive side of this view, 
but it is valuable in studying the particular aspects of the affective syndrome, 
apart from the restricted disturbance of affect. 


Dr. A. A. W. PETRIE said that he would like to ask a question of Prof. Mayer- 
Gross, and he had hoped that the meeting might have heard the same thing from 
Dr. Tómasson, in regard to some possibile biochemical explanations of at any 
rate some of the changes in irritability. To give point to his questions, he would 
mention some cases which he came across many years ago. A colleague of his, 
Dr. J. J. M. Shaw, was doing some work on epilepsy. In order to study the calcium 
metabolism of these cases, he gave them small doses of oxalic acid to lessen the 
calcium metabolism. The result, while diminishing the fits, was a notable and 
extraordinary irritability, so that the staff who supervised the cases asked that 
the unfortunate patients under their care might not be given that mixture. The 
alteration of the calcium metabolism in those cases induced a tremendous irrita- 
bility ; and in order to alter the pH of the blood— it was before much of the modern 
work had been done—he gave sodium carbonate. That came to be known as 
“the good temper mixture’’, owing to its greatly diminishing the irritability. 
That led the speaker to ask Prof. Mayer-Gross regarding some of the biochemical 
changes which might be underlying factors in this variation in irritability. 


Prof. HENDERSON said the discussion had been concerned with a very big field, 
and to enter upon it fully now would take the members too far. He felt the truth 
of Dr. Skottowe’s remark, that it was easier to agree with all the speakers than to 
argue with Freud or other authorities. 

He had enjoyed the discussions very much, and had learned a great deal from 
them. He wished to express his thanks for the arrangements made for the meeting, 
and to those who were responsible for bringing up this topic for discussion. 


Dr. GuIRDHAM, in reply, said he was glad Dr. Skottowe raised the point about 
the numerical standard of diagnosis being no substitute for clinical diagnosis. 
He, the speaker, thought people using the Rorschach test had laboured too much 
the fact that it was essentially a psychometric test ; it was held by Beck and others 
that it was not asubjective test. What one was studying was the organism reacting 
as a whole, and that was the attitude he himself took, because, any system of 
philosophy being a history of the clash of conflicting temperaments, a standpoint 
was chosen which Nature had ordained. Mathematical factors in the Rorschach 
test were of secondary importance, and he did not regard them as anything but a 
convenient method of assessing what was essentially derived subjectively. 


Dr. Tómasson, in reply, said he thought the irritability coefficient was primarily 
a calcium-sodium ratio. Some years ago he himself did some experiments with 
oxalic acid, and he knew it lowered the calcium of the serum, and increased the 
sodium; but those changes were of only very short duration. It seemed to be 
necessary to give the oxalic acid every two hours throughout the day to keep the 
level low. He did not continue it longer than a few days, as the toxicity of the 
oxalic acid was so pronounced, and therefore he did not consider it efficient enough 
to be used in therapeutics. (Dr. PETRIE: I gave half a grain three times a day 
for a time.) Sodium carbonate Dr. Tomasson had not used, and he had no infor- 
mation about it. Sodium chloride, in large doses, increased irritability, and, to 
some extent, gave a definite result. 


Dr. MAYER-GROSS, in reply, said he wished to express his thanks for the oppor- 
tunity which had been given him of speaking to members of the Association, and 
of contributing to this important discussion. He regarded it as especially important 
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that, as Dr. Lewis had said, one could look at psychopathology as a scientific 
matter, not only hovering in the air and concerned with philosophical theories, but 
as being supported by biological findings, such as Dr. Tómasson had shown on the 
previous day. Out of these points which had been opened up during this meeting, 
the question arose as to how to separate those two aspects, so that there might not 
be a confused overlapping, as sometimes happened when psycho-pathologists used 
biological expressions or took over points of view from the biologist which he himself 
did not agree with, or which were out of date. Conversely it might be that the 
biologist took such an expression as, e.g., ‘“‘ rage”, and made it a sort of unit or 
psychological concept, when it had not in fact been properly worked out by the 
psychologist. At any rate the discussion which had taken place at this meeting 
had shown that at last fruitful co-operation was possible in the matter. 


Dr. Tom A. WILLIAMS (former Consulting Neurologist to Gallinger Hospital, 
and Professor and Director of the Department of Neurology in the Post-Graduate 
Medical School, Washington, D.C.), who was unable to be present at the meeting, 
sent the following contribution to the discussion: Depression or exaltation may be 
caused by concussion or a poison; it may also be caused by the kind of stimuli 
termed ‘‘psychological’’. In both, the depression or inhibition of an activity must 
be distinguished from a mere feeling of depression. Similarly the augmentation 
of function is not the same thing as the sentiment of capability. The sense of 
illumination and accomplishment of the dreamer or ecstatic connotes a superior 
product. When put to the test, enthusiasm is no measure of value of output. 

Elations and depressions are only adjudged abnormal when not directly 
excited, or when they are so extreme as to endanger life. That the taking of life 
may be sometimes based on reason, however, no one will deny. Nor will it be 
disputed that the depressed or excited man may consider valid reasons which 
appear absurd to the well balanced. These cases, however, reach the mortuary 
_as often as they do the psychiatrist. However, for many persistent deviations of 

feeling tone, anamnesis reveals no adequate psychological foundation. Some 
psychopathologists have invoked a hypothetical unconscious to explain what seems 
irrational. To them rebellion against frustrated animal drives is responsible for 
those disturbed feelings which lead to irrational belief and conduct. The theoretical 
possibility of this has attracted many subtle minds ; but the psychological analyses 
practised by them have been meagre of result in affective psychoses, as contrasted 
with the supreme value of skilful psychotherapy of psychoneuroses without any 
recourse to a hypothetical unconscious, interpretation of dreams or the invocation 
of repressions. It is accomplished by procedure which relies upon the ascertaining 
of faulty conditioning ; and patients are dealt with by measures similar in principle 
to those of Pavlov, although carried out in a very different way, by the indirect 
medium of language. 

Although laden with psychological symptoms, the affective psychoses cannot 
now be adjudged psychogenetic. Perhaps, indeed, they are differentiable by the 
very failure of psychotherapy. Not the intensity of the symptoms presages 
the measure of refractoriness to treatment; for many psychoneurotics seem to 
suffer more intensely than do many of the insane, and yet are rapidly relieved by 
a proper psychotherapy and do not relapse. Of course in the outspoken cases, 
physical symptoms clearly differentiate. Such are retardation or its converse of 
rapid reaction time, with their accompanying metabolic sluggishness or acceleration, 
which do not characterize psychoneurotics. But when these are not conspicuous, 
as in the agitated depressions of involution, psychopathology may be the diagnostic 
criterion. Thus: 

Increasing anxiety and agitation of a barrister of 48 became so intense that he 
could not bear to be without the presence of a member of his family even in the 
toilet. There was great loss of weight and obstinate insomnia; he showed the 
distressed appearance of agitated melancholia, plus a wild look. He attributed 
his distress to injuring others through carelessness with poisons he must have sent 
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them through the post ; so that panic seized him whenever a post-box or office was 
_ passed ; and every letter which left the house had to be inspected again and again 
to make sure no poison was contained. 

Despite treatment in a sanatorium, attention to teeth, and then removal to the 
seaside, he had become steadily worse since the onset of scruples after an attack of 
influenza over a year before I saw him ; so that he had lost insight and was deluded 
into believing that he must have done harm to many people, and must be protected 
from injuring others by the constant presence of a member of his family. 

Examination showed no retardation, nor flight of ideas, although he was quite 
incapable of analysing his own psychological state. 

However, persevering anamnesis brought to light a history of scruples against 
injuring others, from early boyhood, derived from his father and reinforced by 
some striking incidents which had originated a feeling of guilt which created a 
habit of social reticence, despite which he made a great success at the Bar and had 
a devoted wife and three happy children, the eldest of whom was a partner and 
constant companion in his illness. 

On the above grounds compulsion neurosis was diagnosed tentatively, and 
treatment was directed towards reconditioning the besetting phobia. At first he 
seemed incapable of grasping the psychological connection, in spite of an intelli- 
gence dialectically trained in his profession. His reports of our interviews were 
well enough expressed, but were only a series of clichés. In a fortnight, however, 
he began to see light, and then rapidly gained an insight into his own psychology. 
After this he began to sleep a little better, but did not begin to gain weight for two 
months, although his fears no longer dominated him. In three months more he 
was back at his law practice and has remained well over four years. 

In the case of a young man, also a lawyer, the psychopathological criterion also 
seemed conclusive, until sixteen years later doubts arose on account of a psychotic 
disturbance which proved unamenable in other hands. 

Twice holding a pistol to his head, a science lawyer, æt. 28, twice refrained 
from firing. For six months he had secluded himself, going out only to snatch 
meals at deserted night lunch rooms, and beset by a terror which had increased 
since childhood. Because of this and a bad family history, he believed himself 
fated to insanity. He had lost forty pounds, and wore an anxious look, immediately 
stating, “ You can do nothing for me ”. His agitation kept him perambulating 
his room nearly all night. 

Anamnesis showed, however, a quite logical development. His father, a brilliant 
but eccentric professor, had deliberately inculcated in his children fear as the 
beginning of wisdom, throwing them into the sea to sink or swim, chasing them 
out of bed with a whip until they took refuge by climbing a tree, running through 
the snow to do so. He succeeded only too well. The patient, as a boy, struggled 
bravely against the fear he had of every situation. Later he had fought it to the 
extent of playing American football at college, which he dreaded and loathed ; later 
still he tried to acquire bravery as a lumber-jack. It was his failure to overcome 
his fear that made him believe he was a degenerate fated to insanity. 

By means of facts concerning Mendelian heredity and about the role of psycho- 
genesis and the nature of belief he was enlightened. This was done only after 
sleep had been induced through hypnosis. The result was the dissipation of his 
fears within a fortnight. He celebrated this by sitting up all night to write spon- 
taneously a long account of his situation. It showed the enthusiasm of the convert, 
and I almost suspected that my own intervention might be a mere coincidence in 
a periodic psychosis of which his enthusiasm was the expansive phase, until the 
extravagant behaviour gradually subsided. 

“ Pve won, I’ve licked him; I’ve driven away the beast that was driving me 
mad. As soon as I knew just what he was, and why he came, I poked him with my 
finger and he busted. He's not gone entirely, he’s crouching growling nearby, 
waiting to jump on me again. Occasionally he gives me a twinge, such as 
some men get when passing a looking-glass. I laugh at it. I’m on my back no 
longer. I’m fighting! I’m fighting now. My battle is all but won. I wrote 
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my last letter on Friday. Yesterday I had fun. I got up singing in the morning, 
dressed carefully, and went down town. I ate my breakfast slowly, but made the 
waiter scurry. I roamed the streets. A week ago I slunk into a restaurant, because 
I was fearfully hungry, unshaven, unshorn and unkempt, and the waiters all 
laughed at me, and I hurriedly gobbled my food, and crept trembling out again. 
I went back there yesterday and bullied the whole crowd. One of them came up 
grinning, and I looked him in the eye, and the grin changed to a smirk. I kept 
him standing waiting, while I read the menu through. And I said, ‘ Bring me this 
and this and that, and Waitah, hurry, and don’t you dare to not do so always’. 
Ten days ago I sneaked up to the Sherman statue, by moonlight, and looked at the 
statue of a soldier, longingly, and wondered how he could be. Yesterday I walked 
up to him laughing, and wished I could shake his hand.” 

Thus both in the young and the middle-aged man a picture of intense anxiety 
with complete incapacity for affairs, with extremely faulty interpretations was 
presented. In both cases, however, psychogenesis was clearly traceable, and in 
both cases reintegration was effected in short order by a rational psychotherapy, 
without recourse to any far-fetched hypothysis of an unconscious, without the 
use of artificial association experiments, without analysing dreams, and without 
invoking any theory of repression. 

The attitude towards diagnosis was the possibility that the patient’s emotional 
distress might have been conditioned psychologically, as physical signs were not 
apparent. Therefore exploration might reveal a psychological conditioning 
sequence. Itdidso. Hence the psychotherapeusis consisted of the reconditioning 
of the faulty intellectual attitudes. When this was accomplished the emotional 
consequences ceased. 
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Part II.—Reviews. 


Child Psychiatry. By Lro KANNER, M.D. London: Bailliére, Tindall 
& Cox. Pp. x + 528. Price 27s. 


Nothing could be more fitting than that the first comprehensive text-book 
of child psychiatry should come from the pen of Dr. Leo Kanner. His work 
in the psychiatric department of the Harriet Lane Clinic reflects the learning 
and wisdom of Edwards Park, the Professor of Pediatrics at Johns Hopkins 
University, of which the Harriet Lane Clinic constitutes the children’s block. 

Dr. Kanner’s psychiatry is expounded on the psycho-biological principles 
evolved and taught by Prof. Adolf Meyer in the adjoining Phipps Psychia- 
tric Clinic. It is, indeed, a testimony to the universal application of these 
principles that in the more restricted field of child psychiatry they yet hold 
good, and serve to elucidate the causative factors which may be at work. 

To English readers, not accustomed to the Meyerian terminology, the 
nomenclature may seem discouragingly strange, yet each term is explained, 
and so fully illustrated that there need be no difficulty in following the general 
scheme, and the reasoning behind it. Both these professors, of psychiatry, 
and of pediatrics, contribute an introduction, and it is perhaps as a linkage 
between the two schools that this volume will make its essential contribution. 
There has surely been a tendency to separate unduly the care of the physically 
disturbed child from that of the child who shows a problem of emotional and 
social adaptation, and yet in no other sphere of medicine is the close inter- 
dependence of physical and psychical factors more easily demonstrable. This 
book is the outcome of clinical studies made by a psychiatrist working in a 
children’s hospital, and whilst it is essentially written from the psychiatric 
angle, it may be taken as embodying far more of the pediatrician’s point of 
view than is usual in the child guidance clinic organized as a separate unit. 
Opinions will differ as to whether this is a gain or a loss. In this country it 
remains one of the less usual methods of providing psychological help for 
mal-adjusted children, and the tendency is still to link these personal problems 
of children with the psychiatric clinic, or the educational services rather than 
with the children’s hospital. This book would suggest that the union which 
Dr. Kanner has built up for the pursuit of his work is a singularly happy and 
satisfactory one. 

The general lay-out of the book follows on a somewhat unusual method of 
classification, but in line with psycho-biological principles, the child is viewed 
as a whole, inseparable from the various factors, of heredity, of environment, 
of his physique and its possible disturbances, and the way in which these 
affect his personality and his behaviour. After a couple of introductory 
chapters, the section of ‘‘ Examination and Diagnosis ’’ takes up roughly one- 
fifth of the book. On the principles and methods of treatment, including the 
very general aspects such as work with the community and parent education, 
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there are only I9 pages. In explanation of this it must be added that through- 
out the subsequent sections dealing with organically determined problems, and 
what are called ‘‘ personality difficulties expressing themselves in the form of 
involuntary part-dysfunctions ’’ and “‘ personality difficulties expressing them- 
selves as whole-dysfunctions of the individual ’’, there are abundant illustrations 
taken from case-material indicating something of the kind of work done on 
the case and the result obtained. 

Nevertheless one is left in doubt, perhaps a wholesome doubt in these days 
of wholesale acceptance on this or that particular therapeutic method, as to 
the actual nature of the treatment undertaken, and the methods by which 
the generally excellent results were obtained. It is perhaps truer than we 
care to believe, that the mechanisms of cure by psychotherapy remain even 
more obscure to the critical observer than the mechanisms of causation. It 
is to be hoped that in subsequent editions there will be the same careful and 
critical study, not so much of how and why individual methads work, as of the 
factors dominating causation. 

The author has a somewhat marked bias against the concepts of psycho- 
analysis as applied to children. His very brief summary of the psycho-analytic 
viewpoint suffers from this bias, and the practice of using inverted commas 
around such generally accepted terms as ‘‘ free associations '’ and ‘‘ sublimation ”’ 
tends to imply a greater irritation at what are regarded as unwarranted 
assumptions than would seem to be necessary. This attitude may account 
for a tendency shqwn in some of the case-descriptions of disregarding, even as 
a hypothesis, the importance of early emotional problems. A fascinating 
case-study of a girl on p. 362 concludes the description with the words, “ she 
was placed in a boarding home where she adjusted and was soon rid of her 
behaviour difficulties ’’. In other words, the story stops just at its point of 
maximum interest. 

The wealth of verbatim case-material adds greatly to the interest of the 
book, and although the point is not particularly emphasized, the factor of the 
broken home, or lack of parental harmony and wise discipline, seems even more 
prominent than in comparable material from English clinics. 

Here and there the classification is confusing, and in spite of the apology 
it is difficult to understand the ranging of the attack disorders, including epi- 
lepsy, alongside sexual difficulties and antisocial trends, while headache and 
migraine are included under a subheading of the central nervous system, where 
the symptoms are described under the systems affected. This section also 
includes ‘‘ encopresis ” (the art of involuntary defecation which is not directly 
due to organic illness) under affections of the digestive system, following it 
with a case-history in which this symptom was surely correctly ascribed to 
jealously of a sibling. 

There is no mention of Schilder’s disease among the anergastic reactions, 
but possibly some cases of Heller's disease described among the major psychoses 
might be regarded in this country as atypical cases of Schilder’s. In any case, 
no volume of child psychiatry can claim, in our present state of knowledge, 
to have said the last, or perhaps even the first, word as to classification. Dr. 
Kanner has been at pains to explain his rationale, and his conclusions are 
neither dogmatic nor exclusive. 

His greatest contribution lies in his sympathetic descriptions, and his 
lucid, common-sense delineation of the problems, both in maladjusted 
children and unhappy parents which so urgently call for understanding and 
relief. MILDRED CREAK. 
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Pathology of the Nervous System. By J. HENRY BiccarT, M.D. Edin- 
burgh: E. & S. Livingstone, 1936. Pp. xvi + 335. Price rzs. 6d. 


The author, who is Pathologist to the Scottish Asylums’ Board and Neuro- 
pathologist at the Royal Infirmary, Edinburgh, has provided us with a book 
which has as a subtitle ‘‘ A Student’s Introduction ’’, and for this purpose we 
think the book is excellent. We should, however, have liked, considering that 
the author is in charge of the Laboratories of the Scottish Asylums’ Board, 
to have seen rather more space devoted to the pathology of mental diseases, 
especially as the book is stated to have grown out of lectures given to those 
preparing for the Diploma in Psychiatry. 

The illustrations, 204 in number, are extraordinarily good. We would 
like to have seen a good illustration of the spirochetes in the brain in general 
paralysis included. (Spirochztes can be well demonstrated in the cortex by 
Jahnel’s method ; we have found the results very satisfactory.) We cannot 
see the value of including an illustration of a brain from an early case of 
general paresis with only a slight degree of atrophy ; it is just the same as 
thousands of other brains not from general paralytics. 

The chapter on the cerebro-spinal fluid is very short—too short to be of 
any real value to a student. It is surprising to find in the chapter devoted to 
vascular lesions and the brain no mention of the work of Pickworth on the 
study of the brain capillaries and his method of showing regional localization. 

In discussing pellagra we think the author might have mentioned its 
occurrence in mental hospitals in this country, where, of course, the question 
of any relationship with the eating of maize does not arise. The work of 
Watson on pellagra is worth mention. We think a fuller description of the 
theories of the formation of senile plaques might have been given (there are 
twelve !). At the same time, when mentioning Alzheimer’s disease, we should 
have liked to see some mention of Pick’s disease. The candidate for the 
Diploma is going to have a very, very scanty knowledge of these two presenile 
conditions if he depends on this book. Less space might have been devoted 
to the tumours of the nervous system and more to Pick and Alzheimer’s 
diseases. 

In discussing amaurotic family idiocy we wish the author had avoided the 
use of the word ‘‘ amentia ” and used the word “ oligophrenia ” instead. 

These remarks apply more to the book when regarded as a manual for 
medical students. The candidate for the Diploma in Psychological Medicine, 
in England at any rate, requires considerably more than this book provides. 

G. W. T. H. FLEMING. 


The Psychology of Human Behaviour. By JosEPH HARRY GRIFFITHS, 
Ph.D. New York: Farrar & Rinehart, 1935. Pp. xxi+ 515. Price 
$2.50. 

The author is Professor of Psychology in Lawrence College, and the book 
is based on his lecturing experience to elementary students. 

The book is really excellent. At the end of each chapter is a very good 
summary, together with a number of examination questions, a bibliography, 
and a very ample course of further reading. The author gives very free 
acknowledgment of the various books and journals from which he has borrowed 
figures and quotations. 
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The book is divided into six parts, dealing with what psychology is, the 
psychology of learning, of feeling and emotion, of thinking and imagining, of 
perceiving, and of personality. 

We cannot remember reading a text-book on psychology which is better 
laid out and in which the subject-matter is more clearly presented. 

The psycho-analytic views might, however, have been given in rather greater 
detail and at more length. The author does refer to the psycho-analytic 
theories as ‘‘ fascinatingly real” and to the account of the developing per- 
sonality as ‘‘ a veritable mirror of one’s own self ’’. 

In the same way, having regard to the clinical importance being attached 
to the Rorschach test, we think that greater attention might have been paid 
to this. G. W. T. H. FLEMING. 


Personality Maladjustments and Mental Hygiene. By J. E. WALLACE 
WaLLin, Ph.D. London: McGraw-Hill Publishing Co., Ltd. 1935. 
Pp. xii + 511. Price 18s. net. 


The author is Director of the Division of Special Education and Mental 
Hygiene for the Delaware State Department of Public Instruction. His book 
is described as the outcome of the investigation of numerous cases of mental 
defect, disability and adjustment difficulty. 

He begins with a description of what we understand by mental health, and 
then proceeds to describe the symptoms of personality maladjustments and 
their treatment. We do not altogether agree with the statement that rest 
as a general treatment in nervous and mental difficulties is not held in such 
high repute to-day, and most certainly not with the statement that ‘‘ nowadays 
the substitute for the rest treatment is occupational therapy and social 
diversion’’. There is nothing more irritating to a sick mind than “ social 
diversion ”’. 

It is doubtful if the economic depression has really led to any increase in 
mental disorder ; if there is any it can only be slight. 

We should like to see the following paragraph broadcast and indelibly 
imprinted in the minds of man: “ A large proportion of our social and political 
distempers can, doubtless, be traced to the disfigured, discordant, dissatisfied 
personalities that inhabit the earth. Were the earth peopled with more 
harmonious and better integrated personalities, there would be less political 
and social conflict and fewer wars and rumours of wars. If the nations of the 
earth showed more regard for the principles of mental sanity and mental 
hygiene in their relations with one another, occasions for the exhibition of 
national bigotry, violent jingoism, jealousies, hatreds and international strife 
would be reduced to a minimum, if not to the vanishing point. Mental health 
and mental hygiene in international as in personal relations mean facing the 
facts and issues candidly and dispassionately, without bias, duplicity, hypo- 
critical diplomacy, or subservience to insensate emotional urges.” If the 
statesmen of modern Europe could only be segregated for a few years and dealt 
with, preferably by prolonged narcosis, there might be some prospect of peace 
at last. The child-guidance movement is an invaluable movement, but requires 
greater scope and development. How true is it that “ the smattering of 
scientific information that teachers have obtained from the vast field of applied 


1936.] REVIEWS. 671 


mental science constitutes a wholly inadequate foundation to prepare them for 
the difficult work of analysing, understanding and interpreting the behaviour 
patterns and personality make-up of their pupils; . . .’’ Wedo not think 
that those who are psycho-analytically minded will agree with much of the 
teaching in this book ; they will regard it as superficial and savouring too much 
of the ‘‘sound common sense ” which has been shown from a psychological 
point of view to be not always quite so “‘ sound ”’ as it should be. 

The author does not like the concept of an unconscious mind, but regards it 
as a convenient fiction, although at the same time admitting the existence of 
“ unconscious or subconscious processes that can profoundly influence one’s 


attitudes, disposition and beliefs’’. We cannot see any difference. 
The author adds an appendix on the treatment of “ stage fright and other 
forms of fear’’. G. W. T. H. FLEMING. 


The Natural History of Mind. By A. D. Ritcuiz, M.A. London: Long- 
mans, Green & Co., 1936. Pp. vi-+ 286. Price 15s. net. 


This is a wholly excellent book, which requires little reviewing, save such 
as indicates the necessity of reading it. The author is described on the title- 
page as Lecturer in Chemical Physiology at the University of Manchester. 
It is a tribute to the catholicity of his interests that he is able to write such a 
treatise, and that his work is so conspicuously free from academic bias—a fact 
particularly to be noted in the chapter entitled “ Living and Lifeless ’’. This 
latter section is almost unique in that, though devoted to the ultimate fabric 
of being, it is noteworthy by reason of its sanity. The insistence on the 
necessary connection between philosophy and psychology is a salutary doctrine 
in days when the mind is regarded as a sort of troublesome butterfly, to be 
secured once and for all in the meshes of the psychometric net. The criticisms 
of psycho-analysis are both pungent and fair. The analysis of the tenets of 
behaviourism is excellently expounded. Herein is to be found one of the 
better summaries of the achievements of those who find the salvation of 
psychology in the salivation of dogs. 

The usefulness of this book is directly proportional to its malty. The 
reader is not made to feel that he is being afforded embarrassing admission to 
holy mysteries, which demand of him that strange mixture of reverence and 
credulity insisted on by so much psychological writing of the present day. 

In reviewing this book one deliberately abstains from a too close analysis 
of its contents, which are expressed in an even and logical sequence, which 
prevents one from too much comment on isolated sections. The style is 
remarkably lucid, almost as though the author believed the disgraceful heresy 
that a culture indebted to the arts is not out of place even in dealing with the 
new heaven of psychology, where the angels are all Wranglers, and Father Time, 
with his sickle, has given way to the metronome. The author never obtrudes 
a conspicuous gift for apt and witty phraseology, so that when this latter 
manifestation appears it is of added excellence, occurring, as it does, in a setting 
of so much worth. A. GUIRDHAM. 
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The Chemistry of Thought. By CLAUDE A. CLAREMONT. London: George 
Allen & Unwin, Ltd., 1935. Pp. 259. Price 8s. 6d. net. 

The main defects of this book are embodied in its title, which might lead 
one to suppose a dramatic addition to available psychological data. This is 
not meant to imply any lack of merit in the doctrines propounded, but the 
theory of the complex unit, capable as it is of explaining certain phenomena 
encountered in the author’s experience, cannot be taken to imply established 
scientific truths. The author insists on freedom and individuality of method 
within the confines of psychology, a very permissible viewpoint, but involving 
potential sources of error, since it tends to a confusion of comparative data. 
The doctrines of the direct perception of causation, and the identification of 
necessity with causation, as well as the previously mentioned theory of the 
complex unit, are, at the very least, stimulating additions to knowledge. 

The section on the application of the previously enunciated principles to 
the arts exhibits the defects inevitable when it is desired to incorporate a whole 
firmament of facts into a single constellation. The psychological interpre- 
tation of cultural pursuits must surely, if it is to have scientific validation, 
embrace an expert knowledge of artistic technique, and certain bald and highly 
provocative statements on the part of the author cannot be permitted to pass 
without criticism. There is a short section on the distinction between prose 
and poetry, which should summon the protesting shades of Landor, Pater and 
Moore from their graves. Such a topic as this, so summarily despatched to 
the limbo of ruthless classification, is enough to occupy any reasonable, non- 
hair-splitting investigator for a score of years. 

The later chapters show a certain lack of definition in the terms they employ. 
Such statements as “ The instincts actually shown by the child are detailed 
and specific ; they alter with his age ’’, are illustrative of this tendency. 

A point for the attention of doctors in institutions for oligophrenes ; by 
the Montessori method “ idiot children ’’ can be made to pass state examinations 
in reading and writing, as set for normal children. Is this a miracle, or merely 
an error in definition ? A. GUIRDHAM. 


Vom Sinn der Sinne. By E. Straus. Berlin, 1935. Pp. v + 314. 
Price Mk. 12. 


This book: attacks a far-reaching problem. The author endeavours to 
give psychology its own epistomological foundation by freeing it from the 
mathematical-physical conceptions upon which the biological sciences have 
been based since the time of Descartes. 

Straus demonstrates in the introductory chapter how much Cartesian 
philosophy still dominates present views, using Descartes’ doctrine of 
sensory perception as a paradigm and discussing its place in his philosophy. 
His theory of sensation and of man as a feeling subject serves as a prototype 
of mechanistic thinking. This is especially illustrated in the way that 
Descartes carried over into psychology the atomistic conception of time as 
used in physics. Furthermore, Straus illustrates his view that the interpre- 
tation of psycho-physiological experiments is always fundamentally dependent 
on the interpreter’s philosophical concepts, by criticizing Pavlov’s investigations 
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into conditioned reflexes. He does not question their exactitude, but he 
shows that Pavlov’s reflexology is based on Cartesian principles, and that 
even the experimental devices were anticipated in that philosopher’s writings. 
Some difficulties which Pavlov’s theory were unable to solve are—according 
to Straus—due to an attempt to interpret the facts in the light of Cartesian 
ideas and might have been overcome by eliminating mechanistic precon- 
ceptions from psychology. 

The second part of the book deals with this more positive task in detail. 

Straus’s analysis of the “ signal ’’ (in conditioned reflexes) is an example of 
his way of approach ; the signal is to Pavlov a physical phenomenon deter- 
mined within objective time. It “ signalizes ” the beginning of the experiment. 
Straus, however, states that it is entirely arbitrary to assume that the situation 
which precedes the signal is indifferent and unimportant. With living beings 
there is never such an indifferent situation. The signal belongs to both 
situations, the preceding and the following, which are separated by it. It 
can be psychologically characterized as a phenomenon of “in-between ’’. 
The physical quality of the signal becomes unimportant if compared with 
its individual psychological significance. The latter cannot be derived from 
the properties of the signal, but is founded in the individual’s history and 
equipment. Under this new aspect the phenomena described by Pavlov 
can no longer be classified as reflexes. Along the line of the previous argument 
Straus develops his problem. | 

In the third part of the book he aims at outlining a theory of sensation 
thoroughly free from Descartes’ influence. It would go beyond the scope of 
this review to elaborate his standpoint in full. For general orientation it 
may be said only, that his ideas are akin to those of Bergson, Heidegger, 
Jaspers and other representatives of “ Existenzialphilosophie ”’”. Straus 
discriminates the “‘ process’’ of sensation from sensation itself, which he 
regards as a result of this process, sensation being something final and static, 
in contrast to the dynamic process. This discrimination is possible for him 
because emotional factors (e.g., terrifying or enticing) and motor components 
are constituents of his special concept of sensation. It represents for him a 
kind of primary and immediate experience by which living beings come into 
communication with the world. An enticing object, e.g., has this enticing 
quality only for a subject either in motion or capable of motion ; and the 
affective part of enticing is inseparable from the whole experience. Straus 
calls sensation a “ sympathetic experience ’’. This concept serves to explain 
such phenomena as a human being’s psychological understanding of animals, 
his immediate grasp of gestures and expressive movements, as well as other 
problems which have proved difficult to solve in the light of previous theories. 
The specificity of the senses and synesthesiz are also considered from this 
standpoint. 

By Straus’s concept of sensation, the latter is removed from perception 
which thus comes into closer relation to cognition. On the other hand 
dynamic sensation is strictly kept apart from the corresponding physiological 
process. Any form of similarity or analogy of the two events is denied. 

Such a theory is required if one accepts motor components in “‘ sensations ”’ 
which Straus assumes. His theory of movements is also strictly kept apart 
from physiology. He shows that to understand movement and sensation,. 
the same basic conceptions are needed. He does this by distinguishing 
mechanical movement, defined as a physical happening, from the “ animated 
movement ” of living beings. 
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Thus Straus succeeds in his endeavour to discriminate physical, physio- 
logical and psychological aspects of the complex phenomena. This leads 
him to criticize and finally to refute epiphenomenalism, of which, as he 
shows, Gestalt psychology is a modern representative. His own views are 
most clearly elucidated in his discussion of time and space as physical and 
psychological concepts. The application of his theory to the interpretation 
of hallucinations and depersonalization is of special interest for psychiatrists. 

This book is distinguished by its profoundly philosophical attitude. The 
reader, however, will find plenty of psychological details formulated with a 
subtlety which defies brief presentation. 

ERICH GUTTMANN. 
W. MAYER-GROssS. 


Opicinus de Canistris. Edited by R. Satomon. (Studies of the Warburg 
Institution.) London, 1936. Two vols. Pp. xlv + 348. 


In these two volumes the reader will find a photographic reproduction of a 
Codex of the Vatican Library, a detailed description of its parchments, a printed 
copy of the written text and the learned commentary of the editor. 

The manuscript was recommended to Prof. Saxl, Director of the Warburg 
Institute, because it seemed to offer astrological material. It proved to be 
of interest, since it contained the author’s biography, and autobiographies 
of the time of its origin are rare. According to his own statement, the writer 
was in an abnormal state of mind when he produced these most curious and 
disconnected tables, and this is the reason why this publication may be 
recommended to readers of the Journal. ‘‘ Opicinus was in a pathological 
state of excitement,” the editor (Salomon) writes, and goes on: “I had 
much doubt, whether it would not be the best thing to dispose of the 
whole manuscript as a ‘ pathological product’, but finally I overcame my 
objections on the consideration that the application of that always uncertain 
classification into ‘‘ morbid-sane ” does not give us the right to lay aside as 
historically useless any remarkable relic of past times. There may be in 
abnormal products something that furthers historical knowledge, not to 
mention the experience that the products of a morbid personality generally 
are not morbid throughout and that they may show the spiritual potentialities 
of a period in a one-sided, but pecuharly clear light.” 

Salomon avoids describing the case from a medical angle, and restricts 
himself to publishing the material. He mentions the idea of inviting the 
co-operation of a psychiatrist, but rejects it, partly determined by his experience 
that, after a lecture on Opicinus, two medical men who attended it held exactly 
contrary views of the diagnosis. 

Opicinus was born (1296) and educated in Pavia. When 20 he had to 
emigrate to Genoa for political reasons and had to earn his living by giving 
lessons and illuminating books. Later on he was able to return to Pavia, 
became a priest and wrote on theological subjects. Forced again to leave his 
home-town, he went to Avignon, where he published some religious-political 
papers, as well as a descriptive account of his native town. In 1333 he was 
involved in legal difficulties ; in 1334 he became severely ill. ‘‘ I was laid up 
for a third of the month of April, nearly dead. When I came round again, 
I found myself invalid in all my limbs.” He was “‘ dumb and paralysed in 
his right hand ” and had lost a good deal of his memoria litteralis. He 
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improved to a large extent, he recovered speech, writing and drawing, but 
still, 1336, i.e., at the time when he finished his autobiography, he was in some 
abnormal state of mind. He compares it with that of Job. He is full of self- 
tortures and self-reproaches, and the simple and plain style of his writing on 
his native town is now a jumpy, dark, artificial and exaggerated language. 
He repeats the same thought or metaphor over and over again, combines 
paradoxical ideas without criticisms and indulges in etymological subtleties. 
This text is scattered over the tables, which mainly contain a network of geo- 
metrical constructions, maps, astronomical and astrological drawings, calendars, 
pictures of saints, etc., difficult and partly impossible to analyse, even for the 
expert. A self-portrait exhibits him as a sick and haggard man. Only in his 
autobiography, which is the last part of his work, does he return to his original 
plain diction. 

How far Opicinus recovered cannot be inferred from the few data available. 

Salomon regards as important for the psychological interpretation of the 
tables the endless repetition of some details, the author’s manner of separating 
things which belong together, his arbitrary distribution of marginalia over the 
tables, and his reckless destruction of any esthetic effect of the drawings by 
overloading them with inscriptions. 

The historical and philological analysis of the editor is of particular interest 
for the psychiatrist, since Salomon can explain many peculiarities of form and 
content in the light of manner and tradition of Opicinus’s period, whilst a 
superficial glance at the pictures might have led the reader into identifying 
them with the products of schizophrenic thought. Even the apparently 
very odd and eccentric language with its dark allusions, quotations, metaphors 
has—according to Salomon—its parallels in contemporary literature. Thus 
the case demonstrates impressively how valuable, if not necessary, an expert 
analysis of the symptoms is for the psychiatric interpretation of the picture, 
and this the more so if the symptoms appear in a field which is not primarily 
our province. On the other hand, one would have thought that the historian, 
who undertakes the study of “the spiritual potentialities of a period in the 
one-sided, but peculiarly clear light ” of the products of a morbid personality, 
should be interested in the kind of light in which he sees the things—in other 
words, in the psychopathology of the underlying state. It might prove of 
importance for the historical interpretation of an autobiography of a depressed 
person that patients of that sort tend to falsify their life-history in the direction 
of their self-reproaches or hypochondriacal ideas. We may see something of 
the spirit of our time in the hallucinations and delusions of our patients, but 
we know how difficult it must be to use their statements as historical documents. 
The same applies, one would think, to patients of past periods and their 
products. At any rate, the history of such an elaborate case is stimulating 
literature, and the admirably reproduced tables are, apart from all else, of 
great psychopathological interest. The Warburg Institute has performed a 
considerable service by the publication of these documents. 

E. GUTTMANN. 
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Part III.—Epitome of Current Literature.* 


-+ 


1. Anatomy and Physiology. 


The Cerebral Blood-fiow in Man as Influenced by Adrenaline, Caffeine, Amyl Nitrite 
and Histamine. (Amer. Heart Journ., vol. x, pp. 916-24, 1935.) Gibbs, 
F. A., Gibbs, E. L., and Lennox, W.G. 


Intravenous injections of large amounts of adrenaline caused a greatly increased 
cerebral blood-flow, but small amounts caused only a slight increase. Caffeine- 
sodium benzoate caused a decreased flow and increased blood-pressure. Amyl 
nitrate caused an increased flow and a lowered blood-pressure, suggesting dilatation 
of the cerebral vessels. Histamine caused a gradual progressive increase in 
blood-flow. Measurements were made with a thermo-electric flow recorder. 

E. W. Scott (Chem. Abstr.). 


The Effect of Injecting Certain Electrolytes into the Cisterna Magna on the Blood- 
Pressure. (Amer. Journ. Med. Sci., vol. cxci, p. 835, June, 1936.) Resnik, 
H., et al. i 


The intracisternal administration of potassium chloride caused a marked rise 
in the blood-pressure of dogs. Sodium chloride was without effect. Calcium 
salts produced only decline in blood-pressure, but had a marked and prolonged 
effect in preventing a rise in blood-pressure from subsequent injections of potassium 
chloride. Salts such as oxalate, phosphate and citrate, which diminish the 
ionization of calcium, had marked pressor effects. Lead caused a delayed but 
prolonged rise in blood-pressure. All these actions were observed following the 
use of doses which were ineffective when administered intravenously. The site of 
action of these electrolytes appeared to lie in or near the floor of the fourth ventricle. 
Effects persisting after section of the brain-stem above this level, were not obtained 
after section below, and were elicited by the application of as little as ‘1 c.c. directly 
to this area. 

All these electrolytes, given in large doses, produced death by respiratory 
paralysis. Marked initial stimulation of breathing was produced by potassium 
phosphate, oxalate and citrate, but not by calcium and magnesium. The former 
salts also caused general restlessness and muscular twitchings. These effects 
were relieved by ionized calcium salts. G. W. T. H. FLEMING. 


The Role of the Autonomic Nervous System in the Production of Pain. (Journ. 
Amer. Med. Assoc., vol. cvi, p. 350, Feb. 1, 1936.) Davis, L., and Pollock, 

LJ. 
The authors show by experiments that the impulses of referred pain travel 
from the viscera along with either autonomic or spinal sensory fibres to the spinal 
cord by way of the posterior roots. After passing over a synapse with cells in 


* A number of abstracts in this section are reproduced from Chemical Abstracts by kind 
permission of Prof. Crane of Ohio University, to whom the Editors wish to express their 
thanks. 
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the antero-lateral column, the impulses travel over pre-ganglionic efferent fibres 
to the autonomic ganglions. Post-ganglionic efferent fibres then carry the 
impulses to the skin, where the sensory end-organs are stimulated. The only 
proved contribution of the autonomic system to the production of pain is in its 
efferent arc. T. E. Burrows. 


The Afferent Path of the Pupillary Light Reflex in the Monkey. (Brain, vol. lix, p. 
234, June, 1936.) Magoun, H. W., et al. 


An investigation of the afferent path of the pupillary light reflex in the monkey 
by electrical stimulation of the interior of the brain-stem, with the aid of the Horsley- 
Clarke instrument, indicates that the light reflex fibres traverse the portion of 
the optic tract which runs medial to the lateral geniculate body, and passes caudally 
along the lateral and dorsal aspects of the medial geniculate body, to reach the 
brachium of the superior colliculus. It is clear that after reaching the brachium 
of the superior colliculus the light reflex pathway does not enter the superior 
colliculus itself, but turns rostrally and medially into the pre-tectal region, or the 
transition area between thalamus and midbrain. From the pre-tectal region the 
pathway descends around the rostral end of the central grey matter of the aqueduct 
to the oculomotor nuclei. Central crossings in the path occurred both in the 
posterior commissure and ventral to the cerebral aqueduct in the immediate 
vicinity of the oculomotor nuclei. G. W. T. H. FLEMING. 


The Motor Cortex in Man in the Light of Hughlings Jackson's Doctrines. (Brain, 
vol. lix, p. 135, June, 1936.) Foerster, O. 


The writer, in discussing the precentral area, draws attention to the relatively 
large extent of the finger area in which each finger has its special representation, 
to the fact that there is a bilateral representation in the cortex of different parts 
of the body, and that the foci overlap. This latter is shown well by experiment. 
When the thumb-focus is stimulated by galvanic threshold stimuli at intervals of 
one second, the first to the fourth stimuli result in movement of the thumb, the 
fifth this movement to a less degree, and the sixth no movement of the thumb, 
but a movement of the index finger; similarly with the seventh; with the eighth 
all the fingers move but the thumb does not; with the ninth the finger movements 
are barely visible, with the tenth and eleventh the hand moves, and on the twelfth 
the primary effect, the movement of the thumb, reappears. 

Small destroying lesions in the cortex can be repaired to a considerable degree. 
The restitution depends on the compensation which is furnished, first by the 
cortical elements lying in the adjacent unimpaired foci, and secondly by the 
ipsilateral precentral convolution. 

The two areas composing the precentral gyrus, area 4 and area 6aa, differ from 
each other by their threshold of excitability, 6aa needing a considerably stronger 
stimulus than 4, amounting to from 1-2 m.a. Under general narcosis, area 6aa 
becomes inexcitable to the galvanic current and under deep narcosis even to 
faradic currents. Area 4 preserves its excitability under these circumstances. 
The impulses from 6aa pass to area 4 before they leave the cortex via the efferent 
system. When area 6a is stimulated under local anesthesia by strong faradic 
currents a complex mass movement of all parts of the contralateral half of the 
body occurs. Head, eyes and trunk are turned to the contralateral side and the 
contralateral arm and leg execute combined movements. The arm is raised and 
abducted, the forearm flexed, the hand pronated and the fist is closed or opened. 
The leg is simultaneously flexed at the hip and knee with dorsal flexion of the foot 
and toes, constituting a flexor synergy of the leg. 

The main symptoms resulting from destruction of the anterior central convolu- 
tions are: 

(1) The negative symptoms are loss of the isolated innervations of 
single muscle groups, loss of the most specialized movements, and loss 
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of the faculty of modifying the stereotyped extrapyramidal synergias and 
of adjusting them to special purposive acts. The loss of function can be 
compensated to a more or less considerable degree by the ipsilateral pre- 
central gyrus. 

(2) The positive symptoms are: (a) Exhibition of the function of the 
intact extrapyramidal cortical motor areas which are no longer under the 
control of the anterior central convolution and are dissociated from its 
activity ; (b) increased spinal reflex activity, the spinal reflex machinery 
being freed from the control exerted on it by the anterior central con- 
volution. G. W. T. H. FLEMING. 


The Effects of Certain Experimental Lesions of the Central Nervous System of Cats 
as Determined by some Specific Tests of Motor Performance. (Bull. Neur. 
Inst. New York, vol. iv, p. 451, Dec., 1935.) Chapell, M. N., and Pike, F. H. 


The authors give the methods and results of experimental lesions of the motor 
cortex and pyramidal tracts in cats. The destruction of a relatively large area of 
one parietal lobe did not give rise to any disturbance which could be construed as 
arising from an actual lesion of the motor cortex. The limitations which were found 
were due to an interruption of the afferent side of the motor circuit. After longi- 
tudinal incision of the decussation of the pyramidal tracts, recovery was so complete 
that only a slight motor deficiency remained. 

A small lesion in the right motor cortex caused the permanent loss of skilled 
movements on the left side, and the animal, which was “ left-handed ”, became 
“right-handed ’’. The results of bilateral excision of the motor cortices were 
profound and widespread. Incision of the decussation of Forel did not give 
permanent loss of control of the movements of large groups of muscles. 

The effects of two lesions in the same animal produced successively were often 
greater than would be expected from the study of the effects of each lesion taken 
separately. T. E. BURRows. 


The Significance of the Frontal Lobes for Mental Performances. (Journ. Neur. and 
Psychopath., vol. xvii, p. 27, July, 1936.) Goldstein, K. 


After frontal lobe lesions we find: (1) There are disturbances in different 
fields of psychic performance, but no field is disturbed throughout its extent. 
(2) The basic change is not a change of any one field or any one performance but 
a change of total behaviour, with a lack of a particular behaviour. Active 
(abstract) behaviour is łacking, but concrete behaviour may be very well preserved. 
This is a disintegration of a higher function to a less complicated lower one 
determined more by the stimuli of the outer world. G. W.T. H. FLEMING. 


Conditioned Reflexes in a Castrate Dog. (Med. exptl. [Ukraine], Nos. 7-8, PP. 33-44. 
1935.) Arkhangelskii, V. M. 


Experiments were performed on a dog for a period of 6 years after castration. 
The functions of the cerebral hemispheres were disturbed, especially for 
the first 2-3 years after the operation, the disturbance becoming less marked 
5-6 years after the operation. During the first period after castration, new 
conditioned reflexes could not be established (or only with great dithcultv). The 
usual external stimuli had no effect on the conditioned reflexes (this might have 
been due to the long practice developed by the dog for a period of 9 years of 
experiments). From 5-6 years after castration the old positive conditioned 
reflexes gradually returned as well as rough ditferentiations and old conditioned 
inhibitions, though the latter were not stable. Fine differentiation was still 
absent. Conclusion: Though the processes of excitation and inhibition gradually 
became more stable, there was no return to the normal. 

S. A. Corson (Chem. Abstr.). 
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2. Psychology and Psychopathology. 


Ability to Influence One’s Score on a Typical Penctl-and-Paper Test of Personality. 
(Char. and Personality, vol. iv, p. 206, Mar., 1936.) Kelly, E. L., Miles, 
C. C., and Terman, L. M. 


The writers undertook an investigation to determine the ability of subjects to 
influence their scores by conscious effort to do so. The Stanford M.-F. test was 
used, and it was found that subjects of both sexes were able to shift their scores 
enormously in either the masculine or feminine direction as the result of directions 
to do so. Male subjects were able to shift their scores more in the feminine 
direction than in the masculine direction and vice versa. There was no correlation 
with age, intelligence, or scholastic achievement. It is suggested that such 
ability may be related to the subject’s level of social adjustment. The writers 
suggest that the susceptibility of other “ paper-and-pencil’’ tests to intentional 
faking should be investigated. G. W. T. H. FLEMING. 


Remarks on the Psycho-Phystology of the Skin. (Psycho-Anal. Rev., vol. xxiii, 
p. 274, July, 1936.) Schilder, P. 


A psycho-analytical study of various psychogenic sensations and manifestations 
of the skin leads to the general formulation that such lesions always have a meaning. 
This may be conscious, or may lie in the symbolic and instinctive sphere. The 
localization and character of the manifestation will largely depend, therefore, upon 
the individual’s libidinous structure in connection with past and present life 
situations. Such psychogenic skin diseases are conversion symptoms, and an 
early somatic skin disease offers the best basis for such symptoms in later life. 
The final borderline between the so-called psychogenic and organic case is diffuse, 
and in the former group, cases of itching, blushing, sweating, haemorrhages, 
impetigo, urticaria, alopecia, psoriasis, eczema, herpes, acne and warts have been 
reported. STANLEY M. COLEMAN. 


August Sirindberg: The Autobiographies. (Psycho-Anal. Rev., vol. xxiii, p. 248, 
July, 1936.) Coleman, S. M. 


It is concluded that Strindberg was a schizothymic personality, and maintained 
his hold on reality only in reacting to external stress by the mechanism of projec- 
tion. During one period of his life even this defence reaction broke down, revealing 
a schizophrenic psychosis. Regarding libido development there was evidence of a 
failure of genital primacy with fixation at every level between homosexuality and 
oral-eroticism. (Œdipus fixation was marked, and he never really broke away from 
the bondage to the parents. All subsequent love-objects were parent-surrogates. 

The psychotic episode showed evidence of narcissism, pre-logical thinking and 
megalomania. There was a regression particularly to the anal-erotic level. In 
the persecutors, persecuting machine and the double there was found evidence of 
the introjected super-ego, of the over-libidinized organs and of the bowel content. 

In the post-psychotic period, adjustment was re-established by the adoption 
of a passive homosexual attitude towards the father-surrogate (Swedenborg). 
This necessitated a renunciation of anal-eroticism, over-compensated for by the 
defence mechanisms of the anal character. This renunciation was also responsible 
for a still deeper regression to the oral level. STANLEY M. COLEMAN. 


680 EPITOME. [Sept., 


3. Psychiatry. 


Suicide Among Civilized and Primitive Races. (Amer. Journ. Psychiat., vol. xcii, 
p. 1346, May, 1936.) Ztlboorg, G. 


The writer points out that suicide was very common among primitive peoples, 
i.e., whole tribes committed suicide rather than face the Spanish cruelties. The 
relationship between psychosis and suicide is not clear. The Jews in Prussia 
yielded a greater percentage of mentally sick among their co-religionaries, but fell 
among the lowest places in the statistical tables on suicide. The Prussians were 
exactly the opposite. A relationship appears to exist between suicide and murder. 
There is an inverse ratio. Catholic countries show a high murder-rate and a low 
suicide-rate. Not only patients with depressions commit suicide, but also cases of 
hysteria, compulsion neuroses and some types of schizophrenia. It was found that 
the death of a parent or sibling during the formative periods of the future suicide 
(between 4-6 years and at puberty) produces a definite predisposition towards 
suicidal depressions. The universal rejection of suicide as something sinful and 
forbidden only dates from the fifth century. The impulse to destroy oneself is 
deep-rooted in primitive man and thought nothing of. In Scandinavian folk-lore 
no one is permitted to enter Valhalla who did not die in battle or from suicide. 
The simplest form of suicide appears to be met with among the Papuans, who 
simply lie down and die peacefully! Detzner (1920) says he saw hundreds of such 
peaceful, voluntary deaths. 

Strangulation or hanging seems to be the most ancient form of suicide. The 
belief in after-life seems to be one of the most forceful determinants for human 
sacrifice and suicide. 

The most frequent suicidal drive which we find clinically to-day, the primitive 
identification with the dead, has its own history. Passive suicide, which was actually 
a requested murder, evolved into active self-murder, the psychological purpose of 
which was entrance into hedonistic eternity and identification with the dead. 
Through the primitive act of suicide man achieves a phantasied immortality—a 
purely infantile way of achieving a seemingly adult goal. There is a pbantasied 
preservation of the ego through death. G. W. T. H. FLEMING. 


Study of a Case of Cyclic Psychic Disturbances Associated with Menstruation. 
(Amer. Journ. Psychiat., vol. xcii, p. 1403, May, 1936.) Horwitz, W. A., 
and Harris, M. M. 


The authors present a study of 24 years’ duration of a patient with psychotic 
episodes closely related to the menstrual cycle. Antuitrin-S and theelin adminis- 
tered hypodermically had no effect. Continued oral administration of large doses 
of thyroid brought about a marked amelioration in the clinical picture with freedom 
from psychotic attacks. Discontinuation of thyroid was followed by a return of 
symptoms, which disappeared on further thyroid treatment. Possibly the mental 
disturbances in this case were due to endocrine dysfunction, perhaps of the 
pituitary. G. W. T. H. FLEMING. 


Capgras’s Syndrome [Le syndrome de Capgras). (Ann. Méd. Psych., vol. xv [i], 
p. 706, May, 1936.) Brochado, A. 


Six cases of Capgras’s syndrome of the illusion of doubles are described. Of 
these, one occurred in a recurrent melancholic, three were schizophrenics, and 
two suffered from chronic hallucinatory psychoses. Five of the cases were women, 
and the writer comments on the extreme rarity of the syndrome in the male. 

It is noted that the double is associated invariably with a person towards whom 
the patient feels an intense affective bond, and that in each case an affective crisis 
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was responsible for the evolution of the syndrome. The writer finds a close 
association between Capgras’s syndrome and the déjà vu illusion. In one of 
the cases cited both illusions were present. STANLEY M. COLEMAN. 


Tuberculosis and Dementia Pracox [Tuberculose et démence précoce]. (Ann. Méd. 
Psych., vol. xv [tt], p. 1, June, 1936.) Beerens, J. 


A survey of the statistics brings forward no irrefutable evidence to suggest 
that in dementia precox death from tuberculosis is of exceptional frequency. 
- Laboratory investigations on twelve cases of dementia præcox suffering from 
tuberculosis established the absence of the tubercular virus in the cerebro-spinal 
fluid, while serological examinations showed the absence of a positive reaction for 
tuberculosis. STANLEY M. COLEMAN. 


The Genesis of Schizophrenia. (Char. and Personality, vol. iv, p. 185, Mar., 1936.) 
Bruel, O. 


The writer considers that contrary to what most people teach, schizophrenics 
and schizoids possess the ability to feel in a truly extensive degree. Bleuler’s 
autism consists in blocking all unpleasant emotions from consciousness. The 
prepsychotic schizoid is a hypersensitive, highly-strung individual. The writer 
suggests on this theory that the nursing of schizophrenics by nurses of schizoid 
type is indicated. This has been tried by various psychiatrists with a certain 
measure of success. It is pointed out that the morbidity amongst schizophrenics 
in Sweden is lowest in the northern and middle areas where the inhabitants are 
predominantly schizothymic. In Iceland also where the typology corresponds 
largely with north Sweden, the morbidity is low. G. W. T. H. FLEMING. 


Concerning Schizophrenia and Manic-depressive Psychoses Associated with Pregnancy 
and Childbirth. (Amer. Journ. Psychiat., vol. xcii, p. 1331, May, 1936.) 
Davidson, G. M. 


The writer points out that the prognosis of post-partum schizophrenia is better 
than in the usual forms, probably due to the fact that only catatonic cases were 
met with. Hebephrenics or simple deteriorations were encountered. The factors 
at work appear to be (a) mental conflicts, (b) neuro-endocrine and metabolic 
changes and reticulo-endothelial dysfunction, (c) precipitating and aggravating 
factors supplied by the pregnancy, etc. 

The treatment in most cases consisted in giving theelin, sometimes with 
antuitrin-S or thyroid. Excited cases responded to prolonged baths followed by 
occupational therapy. Excited, agitated or anxiety cases should not be given 
theelin and thyroid. G. W. T. H. FLEMING. 


Clinico-pathologic Study of Alzheimer’s Disease. (Arch. Neur. and Psychiat., vol. 
xxxvi, p. 293, Aug., 1936.) Rothschild, D., and Kasanin, J. 


The writers describe five cases of Alzheimer’s disease. Two cases of toxic 
psychoses are reported in which lesions of the type occurring chiefly in Alzheimer’s 
disease and in senile disorders were shown. These observations suggest that the 
changes characteristic of Alzheimer’s disease and of senile dementia represent a 
general type of tissue reaction which may be caused by different exogenous and 
endogenous factors. It seems possible that toxic factors may modify the normal 
ageing process, giving rise to syndromes like Alzheimer’s disease. From a psycho- 
logical standpoint, Alzheimer’s disease is characterized by profound regression to 
primitive infantile levels of behaviour, with a tendency to compensatory phenomena. 
The suggestion is made that one is dealing with an attempt at rejuvenescence in 
the face of an abnormal ageing process. G. W. T. H. FLEMING. 
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A Contribution to the Psychopathology of Alzheimer’s Disease. (Amer. Journ. 
Psychiat., vol. xc, p. 155, July, 1936.) Boyd, D. A. 


The writer describes a typical case of Alzheimer’s disease in which he was able 
to make a very complete mental examination, together with an encephalogram. 
Tissue removed at biopsy confirmed the diagnosis. An early symptom was the 
inability to calculate. Speech disorder was marked, with slurring but no aphasia. 
There was a loss of inflection, rhythm and emphasis in reading aloud. When 
attention was divided, both mental and motor performance were poor. Motor 
co-ordination was poor unless all attention was centred on it. The mathematical 
ability, best retained, depended on rote memory, while he was unable to solve 
problems requiring logical reasoning. The main impairment was in the field of 
retentive memory, while remote memory was fairly well retained. The patient 
attended, and was able to perceive and comprehend, but there was severe disability 
in engram formation and recall. Perception and comprehension showed consider- 
able impairment on unusual and abstract material. There was a slowness of 
mental reactions. 

The writer concludes that it is not possible to diagnose Alzheimer’s disease 
from other diffuse diseases of the cortex solely on the psychological picture. 

G. W. T. H. FLEMING. 


Alzheimer’s Disease—the So-called Juvenile Type. (Amer. Journ. Psychiat., vol. 
xciit, p. 39, July, 1936.) Jervis, G. A., and Soltz, S. E. 


The authors consider in great detail the literature and a case of their own in 
aman, et. 37. The pathology of Alzheimer’s disease is not pathognomonic, 
clinical data being essential for diagnosis. The recognition of a juvenile form 
of Alzheimer’s disease is not at present justified. Of 10 cases reported in the 
literature, 7 presented insufficient pathological or clinical elements. The doubt 
cast on the generally accepted conception of Alzheimer’s disease as a presenile 
psychosis, doubt based upon the occurrence precisely of the disease in its so-called 
‘juvenile form ’’, is therefore somewhat premature. G. W. T. H. FLEMING. 


4. Neurology. 


Clinical Tests of Function of the Autonomic Nervous System. (Journ. Amer. Med. 
Assoc., vol. cvi, p. 353, Feb. 1, 1936.) Brown, G. E. 


Clinical tests to measure responses of the autonomic nervous system have two 
broad purposes: (1) to determine the sensitivity or reactability of this system 
in different functional disorders ; (2) to predict the dilating effects of interruption 
of the sympathetic nerves by operative measures. Methods for the measurement 
of vaso-constriction, sweating, reactability of the systemic blood-pressure, the 
effect of posture on błood-pressure and the standard exercise tolerance test are 
given in detail. Tests for vaso-dilation are used for the differentiation of organic 
and vasomotor disturbances of the extremities and for the selection of patients with 
occlusive arterial disease, such as thrombo-angiitis obliterans, scleroderma and 
advanced cases of Raynaud's disease, for sympathetic ganglionectomy. Arterio- 
graphy has also proved an accurate procedure, and is more accurate in the case 
of the hands than in that of the feet. Sweating tests assist in the diagnosis of 
diseases such as postural hypotension, and determine the presence or absence of 
generalized or localized anhidrosis, hypohidrosis or hyperhidrosis, and are also used 
to show the extent of denervation present after sympathetic ganglionectomy. 
In several hundred cases no instance of sweating of the feet was demonstrated 
after removal of the second, third and fourth lumbar sympathetic ganglia. 
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The operative problem for cervico-thoracic ganglionectomy is more difficult. 
Hyper-reactions with vaso-motor tests are synonymous with potential or existent 
essential hypertension, and differentiate it from the secondary forms of hyper- 
tension. The response of the blood-pressure is an accurate measuring rod for 
evaluating the effects of therapy. Results suggest that this test may be of great 
use in eugenics in establishing the constitutional nature of essential hypertension. 
Postural tests are important in the diagnosis of orthostatic hypotension with syncope, 
and should be carried out in all cases of vertigo or weakness occurr ng in the upright 
position. The exercise tolerance test is useful in the diagnosis of cardiac neuroses 
such as the “ effort syndrome’’. An excessive response may be associated with 
an elevation of systolic blood-pressure, increased sweating and flushing, signs of 
sympathetic over-reactivity. These cases may be differentiated from cases of 
early essential hypertension by the “cold pressure test” for the vasomotor 
mechanism. T. E. Burrows. 


Indications for Operation on the Sympathetic Nervous System. (Journ. Amer. 
Med. Assoc., vol. cvi, p. 360, Feb. 1, 1936.) Adson, A. W. 


The author gives the main symptomatology, indications for operation and 
the prognosis in fourteen different conditions. Operative treatment is called for 
in peripheral vascular diseases such as Raynaud’s disease, scleroderma and 
thrombo-angiitis obliterans, when medical treatment fails, if the disease is pro- 
gressing, or interferes with the normal activities of the patient, and provided that 
the blood-vessels are capable of sufficient dilatation as shown by clinical tests. In 
scleroderma, operation is contra-indicated in late cases when the skin has become 
adherent to the knuckles. Contra-indications in the case of thrombo-angiitis 
obliterans are active disease and the absence of signs of healing in trophic ulcers 
or gangrenous digits. In chronic arthritis, operation is only indicated in cases 
showing a cold, wet, clammy skin, and is of no value in arthritis of the larger joints 
such as the knee, hip, elbow and shoulder. Contra-indications are infective and 
senile arthritis. The decision in essential hyperhidrosis depends entirely on the 
severity of the symptoms. Moderately severe spastic conditions where the 
patient is mentally alert and free from tremors may benefit by operation. In 
poliomyelitis, sympathectomy is indicated for the relief of cold, painful and 
unpleasant sensations and in aiding the growth of the involved limb if it becomes 
retarded. Causalgia and painful stumps do not benefit by operation on the 
sympathetic, but it may be tried in cases of dysmenorrhea where all other methods 
fail, and also in cases of splanchnic pain if previous anesthesia of the splanchnic 
nerves relieves the pain. In essential hypertension the best results are obtained 
in patients under forty years of age with a short history and slow progression of the 
disease. Operation is also called for in severe cases of Hirschprung’s disease, and 
in cases of ‘‘ cord bladder ’’ and spasm of the neck of the urinary bladder. 

T. E. BURROWS. 


Factors of Resistance in Experimental Poliomyelitis, with Comments on Immunity 
in Poliomyelitis. (Journ. Amer. Med. Assoc., vol. cvt, p. 2037, June 13, 
1936.) Hudson, N. P., Lennette, E. H., and Gordon, F. B. l 


The authors give the results of five years’ work on the factors of resistance to 
poliomyelitis in the Macaca mulatta. Evidence pointed to the upper respiratory 
tract as the portal of entry, although a certain degree of resistance was demon- 
strated in the naso-pharyngeal mucosa. The intestinal mucosa was an effective 
barrier to the infection. Neutralizing antibodies were formed in “ vaccinated ” 
monkeys, but were not an indication of protection from intra-nasal infection. 
Sectioning of the olfactory tracts prevented infection not only after intra-nasal 
virus but also after intravenous injection of virus. The virus was also obtained 
from the naso-pharynx in monkeys infected by the blood-stream. The authors 
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conceive of the virus as entering the body by the olfactory tract, migrating intra- 
cellularly through the central nervous system to the loci of predilection in the 
cord and sensitizing the nervous tissue so that it is resistant to re-exposure to 
the virus. The virus apparently escapes from the nervous tissue and irregularly 
invades the body with the stimulation of antibody formation. Artificial immuni- 
zation in man should take into account the distinctness of the central nervous 
system in the pathogenesis of poliomyelitis. T. E. BuRRows. 


Nervous Complications Following Spinal Anesthesia. (Journ. Amer. Med. Assoc., 
vol. cvi, p. 441, Feb. 8, 1936.) Brock, S., Bell, A., and Davidson, C. 


Seven cases of neural complications following spinal anæsthesia with the 
cocaine derivatives, procaine and nupercaine are reported. In two cases the 
complications followed a second spinal anæsthesia. 

The complications recorded were: Aseptic meningitis (two cases), polio-ence- 
phalitis, lumbar radiculitis, cauda equina neuritis with myelitis (two cases) and 
transverse myelitis. Two of these cases ended fatally and two were left with 
permanent disability. 

The zxtiology is discussed, and the restriction of spinal anesthesia to individuals 
unsuitable for general anesthesia is strongly urged. T. E. Burrows. 


Post-traumatic Narcolepsy. (Journ. Amer. Med. Assoc., vol. cvi, p. 431, Feb. 8, 
1936.) Hall, G. W., and Le Roy, G. B. 


The authors report one case of post-traumatic narcolepsy and quote reports 
on fourteen others from various sources. The majority are typified by the close 
relation between the time of the head trauma and the onset of symptoms. 

The cases are divided into two groups: (1) diurnal attacks of sleep with 
catalepsy ; (2) pathological and paroxysmal attacks of somnolence only. It is 
pointed out that these symptoms are rare sequelz of head injury, and frequently 
follow inflammatory lesions of the hypothalamus. Improvement occurred in some 
of the cases in Group I after the administration of ephedrine, and was also noted 
following encephalography. T. E. Burrows. 


Catalepsy. (Arch. Neur. and Psychiat., vol. xxxv, p. 1175, June, 1936.) Ingram, 
W. R., et al. 


Catalepsy was produced in cats by lesions at the base of the brain in the region 
of transition between the midbrain and the forebrain. Possibly the damage may 
be to the posterior hypothalamic nucleus, the supramammiullary area, the lateral 
hypothalamic area, or the region just caudal to the mammillary bodies. In the 
days following the operation the cats were Somnolent and showed marked plastic 
tonus of the muscles.: There was a disinclination to eat and the cats required 
artificial feeding. The syndrome did not develop in cats in which there was 
extensive damage to the central grey matter of the aqueduct and the third ventricle, 
but in which the mammillary bodies and the surrounding parts escaped injury. 

G. W. T. H. FLEMING. 


Tuberous Sclerosis. (Psychiat. Quart., vol. x, p. 365, July, 1936.) Ferraro, A., 
and Doolittle, G. J. 


The writers discuss the literature and refer to seventeen cases of their own. 
They do not think that the pathogenesis is consistent with a “ histioatypica 
disseminata °. Bielchowsky tends to regard it as a mixture of abnormal develop- 
ment and neoplastic tendencies. The writers are more inclined to consider it as a 
neoplastic condition. They regard the disturbed architecture as due to glial 
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replacement of degenerated nerve-cellelements. The neoplastic theory is supported 
by the occasional presence in the inner cortical layers of nodules of various sizes, 
the neoplastic nature of which is obvious. They consider the condition as one of 
diffuse neurospongio-blastomatosis. G. W. T. H. FLEMING. 


Convulsive Seizures in Adult Life. (Arch. Int. Med., vol. lviii, p. 250, Aug., 
1936.) Walker, E. A. 


The writer investigated a group of 100 patients whose seizures began in adult 
life. Idiopathic epilepsy did not occur in cases over 50 years of age, and in the 
others, 40% of seizures were due to definite organic conditions, mostly brain tumours, 
neurosyphilis and trauma. Emphasis is made on the necessity of performing 
encephalography on all adults who develop seizures. G. W. T. H. FLEMING. 


The Galvanic Falling Reaction in Patients with Verified Intracranial Neoplasms. 
(Journ. Amer. Med. Assoc., vol. cvii, p. 411, Aug. 8, 1936.) Blonder, 
E. J., and Davis, L. 


The authors tested 154 individuals, including 100 normal persons, for the 
galvanic falling reaction, the clinical application of which they have previously 
described. They show this method to be an accurate and simple clinical test for 
determining the integrity of the vestibular postural arc. Individuals with peri- 
pheral labyrinthine defects failed to react to the test. A group of patients with 
supra-tentorial tumours required on an average less galvanic current to produce 
falling than patients with infra-tentorial tumours. Experimental evidence 
obtained on decerebrated cats indicated that the galvanic current as used in this 
test is not localized to the brain-stem but has a peripheral action. The galvanic 


falling reaction appears to be a test for otolithic labyrinthine function. 
T. E. Burrows. 


Postural Reflexes in Patients with Lesions of the Frontal Lobe. (Arch. Neur. and 
Psychiat., vol. xxxv, p. 1208, June, 1936.) Wechsler, I. S., Bieber, I., and 
Balser, B. H. 


The writers point out that forced grasping in man varies with the posture of 
the subject, in a manner similar to that observed in animals with lateral lesions of 
the motor and premotor areas, being maximal when the affected extremity is 
uppermost, and minimal when it is undermost. This influence is exerted on the 
proprioceptive component of the reflex. Postural changes may influence the 
onset of focal epileptic convulsions, especially when the epileptogenic area is in 
anatomic relation with the premotor zone. G. W. T. H. FLEMING. 


Morvan’s Fibrillary Chorea [Chorée fibrillaire de Morvan]. (Ann. Méd. Psych., 
vol. xv [i], p. 689, May, 1936.) Roger, H., and Allez, J. 

Four cases of Morvan’s fibrillary chorea are described. The condition is 
characterized by fibrillary twitchings disseminated over the whole body, aching 
pains, crises of abundant sweating, erythema of the extremities with desquamation, 
tachycardia and arterial hypertension. The four outstanding mental symptoms 
are insomnia, anxiety, irritability and a moderate degree of agitation. In its 
mental and physical features the condition closely resembles infantile acrodynia. 
The predominating sympathetic anomalies suggest that both diseases are due to a 


neurotropic virus localized in the neuro-vegetative centres at the base of the 
brain. STANLEY M. COLEMAN. 
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5. Pathology and Biochemistry. 


The Relation of the Non-filament and Filament Counts during Excitement. (Journ. 
Lab. and Clin. Med., vol. xxi, p. 1145, Aug., 1936.) Katz, H. L., and 
Nice, L. B. 


The writers found that the relation of the number of non-filament to the filament 
cells is not altered during excitement. During the recovery from the excited 
state this relation is also maintained, indicating that excitement does not produce 
an immediate stimulation of bone-marrow activity, nor is recovery for a period of 
an hour characterized by an increased number of neutrophils. The emotional 
leucopenia in rabbits appears to be due to the enmeshing of the neutrophils in the 
peripheral capillaries and tissues. G. W. T. H. FLEMING. 


Chemical Composition of Parts of the Nervous System. I: Grey Matter of Parts 
of the Central Nervous System of Dogs. (Ukrain. Biochem. Zhur., vol. viit, 
No. 1, pp. 5-26, 1935.) Palladin, A. V., Rashba, E. I., and Helman, R. M. 


The cholesterol (I) and unsaturated phosphatide (II) contents decrease in the 
order—grey matter of the spinal cord, nucleus caudatus, cerebral cortex and cortex 
cerebelli. The amounts of saturated (II) and cerebrosides in the spinal cord are 
less than in the other parts. Total nitrogen contents decrease in the order—cerebral 
cortex, cortex cerebelli and nucleus caudatus, spinal cord ; creatine—cortex cerebelli, 
nucleus caudatus, cerebral cortex, spinal cord. The quotients creatine nitrogen : 
total nitrogen are—cortex cerebelli 4-20, nucleus caudatus 3-94, spinal cord 3:42, 
cerebral cortex 2:66. The spinal cord contains more dry residue than the other 
parts. These results confirm the data of Abderhalden, Weil, et al. (I) is nota 
constituent of highly differentiated nerve-cells. 


Ibid. II: Vegetative Nervous System of Cows. Pp. 27-46 


Ganglion nodosum n. vagi has a higher content of (I) than have ganglion, 
cocliacus and the ganglion of the sympathetic trunk. Unsaturated (II) and acid- 
solution phosphorus decrease in the order: g. cocliacus, g. of sympathetic trunk, 
g. nodosum n. vagi; and for saturated (II): g. coeliacus (0-439), g. nodosum n. 
vagi and g. of sympathetic trunk. The total phosphorus contents are: g. cœliacus 
1:777, g. of sympathetic trunk 0-939, g. nodosum n. vagio-836. The total nitrogen 
is equally distributed. The values of residual nitrogen exhibit considerable 
individual variations. The proportion of creatine nitrogen is very low especially 
in g. nodosum n. vagi. The dry-residue values are: g. cceliacus 24-4, g. of sym- 
pathetic trunk 21-1, g. nodosum n. vagi 20:5. The ganglia of the sympathetic and 
parasympathetic nervous systems differ in biological functions and in chemical 
composition. B. C. A. (Chem. Abstr.). 


Lactic Acid and Lactacidogen during Short Autolysts of Aqueous Extracts of Cat 
Brain. (Ber. Ukrain. Biochem. Inst., vol. tv, pp. 123-33, 1930.) Gorodisskit, 
H., and Epelbaum, S. 


During autolysis of aqueous brain extracts, lactic acid (I) disappears and lact- 
acidogen (II) is synthesized therefrom. During the autolysis of the whole brain 
(I) may either increase or decrease, but (II) always decreases. 

B. C. A. (Chem. Abstr.). 


Creatinephosphoric Acid in the Brains of Various Animals. (Ber. Ukrain. Biochem. 
Inst., vol. iti, pp. 109-14, 1928.) Gorodisskir, H. 
The acid is present in the brain of various animals, the percentage being greater 
in mammals (dog, cat, guinea-pig, rat) than in birds (pigeon, drake, cock, siskin). 
B. C. A. (Chem. Abstr.). 
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Chemical Topography of the Brain : Chemical Composition of the Brains of Normal 
and Fasting Cats. (Ber. Ukrain. Biochem. Inst., vol. 111, pp. 125-42, 1928.) 
Gorodisskii, H. 


In the brains of normal cats the total phosphorus contents of the different parts 
decrease in the order : Tract. optic (I), corp. genic. lat. (II) and corp. quad. post. 
(III), nucl. caudat. (IV), grey substance of the cortical centres (motor, auditory, 
visual). The distribution of phosphorus-containing lipides follows that of total 
phosphorus, and the richer the parts are in phosphorus-containing lipides, the 
greater is the proportion of saturated and the less of unsaturated phosphatides. 
The brains of fasting cats (5-24 days’ hunger, 7—44% loss in weight) show a dimi- 
nution in total phosphorus of (I); the lipide phosphorus (as percentage of total 
phosphorus) diminishes in all parts. The non-lipide phosphorus increases in (II), 
(III), and the grey substance of the motor cortical centre. The contents of saturated 
phosphatides diminish in nearly all parts, but most in (I) and least in (IV). 

B. C. A. (Chem. Abstr.). 


Creatine Contents of Various Parts of the Brains of Vertebrates. (Ukrain. Biochem. 
Zhur., vol. vit, No. 2, pp. 51-71, 1935.) Palladin, A. V., and Rashba, E. I. 


In cow brain the cerebellum contains the largest amount of creatine, and then 
in decreasing amount the grey matter of the hemispheres, the white matter of the 
same and the corpus callosum. The cerebellums of rats, rabbits and guinea-pigs 
contain most creatine, and the grey matter of the hemispheres of these animals, 
as well as that of the cow, contains the largest amount of total nitrogen and water. 


Ibid., Nos. 3-4, pp. 85-116.) 


In dog brain the creatine content decreases in the order cerebellum, cerebral 
grey matter, white matter of hemispheres, medulla ; in the cat, cerebral grey matter 
and cerebellum greater than white matter of hemispheres and medulla; in hens, 
cerebellum greater than lobi opticiand hemispheres. In the pigeon large individual 
variations occur, values for all parts of the brain lying within the same limits. 
The creatine content of the total brains of lizards, frogs and toads is greater 
than those of the brains of mammals and birds. B. C. A. (Chem. Abstr.). 


Synthesis of Acetylcholine in the Superior Cervical Ganglion. (Journ. Physiol., vol. 
lxxxut, pp. 40-1, 1936.) Brown, G. L., and Feldberg, W. 


It appears that the perfused ganglion, subjected to prolonged stimulation, 
synthesizes acetylcholine. This synthesis is increased by blood and by choline. 
E. D. WALTER (Chem. Abstr.). 


The Acetylcholine Content of the Cerebro-spinal Fluid of Dogs. (Journ. Physiol., 
vol. lxxxvi, pp. 277-84, 1936.) Feldberg, W., and Schriever, H. 


After intravenous injections of eserine, acetylcholine appears in the cerebro- 
spinal fluid of dogs. It disappears again after some time. Adrenaline and asphyxia 
cause the appearance of acetylcholine or an increase of its concentration in the 
cerebro-spinal fluid, but only after administration of eserine. Central vagus 
stimulation had no effect of this kind after eserine. 

E. D. WALTER (Chem. Abstr.). 


An Intermediary Substance of Vasodilation. (Arch. Intern. Physiol., vol. xlii, pp. 
516-33, 1936.) Fleisch, A., and Gaven-Franel, L. 


Various vasodilators (histamine, adenylic acids of yeast and of muscle, sodium 
taurocholate) upon injection caused the appearance in the blood of a vasodilator 
differing from the injected compound and from acetylcholine. It was not present 
before or after the injection and has not been characterized. 

E. W. Scott (Chem. Abstr.). 
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‘The Action of Potassium on the Superior Cervical Ganglion of the Cat. (Journ. 
Physiol., vol. lxxxvi, pp. 290-305, 1936.) Brown, G. L., and Feldberg, W. 


Potassium ions liberate acetylcholine from the normally innervated ganglion. 

A similar property is shown by Rb and toa weak degree by Cs. Sodium and calcium 

do not have this action. Calcium inhibits the liberation of acetylcholine by 

potassium. Potassium stimulates the cells of both normal and denervated ganglia 

to discharge. In large doses potassium has a paralysing effect on ganglion cells. 
E. D. WALTER (Chem. Abstr.). 


The Liberation of Acetylcholine by Potassium. (Journ. Physiol., vol. lxxxvt, pp. 
306-14, 1936). Feldberg, W., and Guimarais, J. A. 


Potassium chloride injected into the arterial blood liberates acetylcholine from 


the salivary glands, the tongue and the sweat-glands. 
E. D. WALTER (Chem. Abstr.). 


The Relation between the Alkaline Reserve of the Plasma and the Cerebro-spinal Fluid 
in Healthy and Pathological Children. (Pediatria Riv., vol. xl, pp. 407-21, 
1935.) Moschino, S. 


In normal children the alkaline reserve of the plasma averaged 56% carbon 
dioxide by volume and that of the cerebro-spinal fluid 50:7%. Variations in the 
alkaline reserve of the cerebro-spinal fluid are smaller than in the plasma. In 
nephritis and meningitis the relation between the alkaline reserves of the plasma 
and the cerebro-spinal fluid is greatly and not uniformly changed. 

Marion Horn (Chem. Abstr.). 


The Demonstration of Myelolytic Substances in the Urine and Spinal Fluid in Nervous 
Diseases. (Trans. Amer. Neur. Assoc., pp. 142-4, 1935.) Weil, A., Lukan, 
J. 4., and Balser, B. H. 


Urine and spinal fluid from cases of nervous diseases were evaporated 1” vacuo 
at 50° and redissolved in saline to 1/40 (urine) or 1/ro (spinal fluid) of the original 
volume. The solutions were incubated with rat spinal cord at 37° for 16 hours. 
When the paraffin-embedded spinal cords were cut longitudinally and stained for 
myelin sheaths, a destructive action upon the sheaths was demonstrated for the 
urine and spinal fluid from the majority of cases of disseminated sclerosis, post- 
encephalitic parkinsonianism and brain tumour (spinal fluid only). The myelolytic 
action, however, was not entirely specific for nervous diseases, since it was also 
demonstrated in the urine of cases of liver disease and pulmonary tuberculosis. 
No myelolytic action was detected in urine from normal controls or from other 
nervous diseases, i.e., subacute combined degeneration or trauma of the spinal 
cord, arterio-sclerosis of the brain, and syphilis or tumours of the central nervous 
system. The myelolytic agents of the urine and spinal fluid were of two types : 
(1) inactivated by boiling (probably lipolytic enzymes), and (2) not inactivated by 
boiling. Type (2) was present in the alcohol filtrates after the addition of 9 parts 
of abstract alcohol to the concentrated fluids, and was precipitated when the 
alcohol filtrate was poured into four times its volume of acetone. This myelolytic 
precipitate (yield : 0-2-0-6 grm. per 100 c.c. urine) is phosphorus- and sulphide- 
free, and, unlike similar but non-myelolytic precipitations from normal urine, gives 
a strong colour reaction for methylguanidine and urobilin (significant in view of the 
fact that the metabolic product guanidine carbonate acts destructively upon 
myelin). In the spinal fluid the myelolytic type (2) was further divided into a 
fraction precipitated by alcohol and one precipitated by acetone. 

MARION Horn (Chem. Abstr.). 
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Recent Experimental Work on the Pathogenesis of Multiple Sclerosis. (Journ. Amer. 
Med. Assoc., vol. cvi, p. 2117, June 20, 1936.) Brickner, R. M. 


The author makes a summary and comparison of recent experimental work on 
multiple sclerosis. In recent times the toxemia point of view has gained support 
from several sources. The term ‘‘toxzmia”’ is used to refer to the action of any 
myelinolytic substances on the myelin sheaths. MHallervorden and Spatz (1928) 
described cases in which the predominant lesions were perivascular concentric 
rings of demyelinization which suggested as a cause, diffusion of a demyelinizing 
agent from a central point. 

Testing of toxemia theory has been carried out by the attempt to produce 
demyelinization in animals by the injection of toxins, and also by efforts to identify 
a toxin the presence of which is suspected. Ferraro has produced multiple areas 
of demyelinization by the injection of small doses of potassium cyanide into 
monkeys and cats. Some of these lesions had the concentric appearance noticed 
by Hallervorden. It is noted here that cyanide is a part of our intermediary 
metabolism. Putnam and his collaborators have produced patchy demyelinization 
in dogs by the employment of tetanus toxin, carbon monoxide and the injection of 
cod-liver oil emulsion, resulting in the formation of emboli. The presence of similar 
emboli or thrombi in individuals dying with multiple sclerosis is also attested by 
these workers. 

Rivers and Schwentker have produced patchy demyelinization by the frequently 
repeated intra-muscular injections, over a long period, of an alcoholic extract of 
brain lipoids. 

It is noted that in all these experiments pictures resembling multiple sclerosis 
have been produced, but the disease itself has not. The studies of Cone, Russel 
and Horwood into the role of lead-poisoning in multiple sclerosis yielded some 
evidence that this may be a factor. 

The author conducted experiments in search of a lipolytic agent in the blood 
of patients with multiple sclerosis by the immersion of the spinal cord of rats 
in plasma from these patients. The results showed that this plasma had a 
demyelinizing action not present in controls. 

These observations were confirmed by Weil and Cleveland employing serum 
instead of plasma. It was never possible, however, to obtain results diagnosable 
microscopically as multiple sclerosis. 

Weil and Crandall have obtained demyelinization in the nervous system by 
ligation of the pancreatic and cystic ducts in dogs, and a demyelinating substance 
was also demonstrated in the blood. This substance was unaffected by heat, and 
a similar substance was demonstrated in the urine of patients with multiple sclerosis, 
and by Karady in the duodenal contents. 

Sachs and Steiner have announced the discovery of a complement-fixation test 
for multiple sclerosis which is comparable to the Wassermann reaction. 

The most recent phase of work on lipolytic action has been concerned with 
changes occurring in the blood during remission of the disease, and it is probable that 
a different lipolytic agent, enzymic in character and an esterase, is present. The 
serum esterase is high during remission and low during the active stage of the 
disease. 

Quinine hydrochloride stimulates the action of this esterase. 

T. E. Burrows. 


Cerebral Control of Fat Metabolism. (Orvosi Hetilap., vol. ixxx, pp. 336-8, 1936.) 
Molnar, I., and Marsovszky, P. 


Experiments with hares showed that an increase of cerebral pressure diminished 
the fat content of liver, kidneys and musculature. The increase of cerebral 
pressure was effected by intra-cisternal injections of kaolin suspensions. The 
observed changes in fat content were not caused by insufficient nutrition. 

S. S. DE FinaLy (Chem. Abstr.). 
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The Pathology of Tuberculous Meningitis. II : Tissue Chemistry. (Monatsschr. 
f. Kinderhetlk., vol. Ixiv, pp. 263-7, 1935-6.) Moritz, D., v., and Kulcsar, M. 


The brains of ro infants and children who died of tuberculous meningitis were 
analysed for Cl, residual N, total solids and effect on the f.p. Cl is decreased, 
significantly more in grey than in white matter, the residual N is normal or 
lowered, and the f.p. is higher, as compared with normal brains. It is probable 
that hypochloremia and hypodsmosis contribute to the nervous symptoms. 

E. M. HUMPHREYS. 


The Demonstration of Tryptophane in the Cerebro-spinal Fluid in Tuberculous 
Meningitis. (Monatsschr. f. Kinderheilk., vol. lxv, pp. 41-4, 1936.) Bock,H. 


In all 19 cases of tuberculous meningitis the cerebro-spinal fluid gave a 
positive colour test for tryptophane, while only 3 of 100 control cases reacted 
positively. This test is an aid to the early diagnosis of tuberculous meningitis. 

E. M. HuMpuHREyYS (Chem. Abstr.). 


The Calcium Content of Cerebro-spinal Fluid in Experimental Tetany. (Zeitschr. f. 
Kinderheilk., vol. lvii, pp. 467-73, 1935.) Siwe, S. 


The Ca content of cerebro-spinal fluid does not vary greatly from the ultra- 
filtrable Ca of the blood-serum, while the P is regularly lower than in the serum 
ultra-filtrate. When the Ca: P relationships of the serum are altered, as in 
phosphate tetany, a parallel shift does not occur, and osmotic relations in the 
fluid are maintained by a migration of other ions. This signifies that selective 
action rather than simple dialysis determines the composition of cerebro-spinal 
fluid. E. M. HumMpuHREysS (Chem. Abstr.). 


Influence of Bile-Salis on the Nervous System Following Intraspinal Usage. (Proc. 
Soc. Exptl. Biol. Med., vol. xxxii, pp. 1201-4, 1935.) Lichtman, S. S., and 
Stern, E. L. 


In the cat sodium desoxycholatein minute dosesin aqueous solution was injected 
intraspinally in the lumbar region without untoward effects or injury to the cord ; 
larger doses produced motor and sensory disturbances and even death from 
reśpiratory paralysis. Traumatized spinal cord tissue was highly susceptible to 
alcoholic solutions of bile-salts. Spinal-fluid protein and cord tissue reduced the 
hæmolytic action of bile-salts. C. V. BaiLey (Chem. Abstr.). 


The Relationship between Body-build and Serum Lipoids, and a Discussion of these 
Qualities as Pyknophilic and Leptophilic Factors in the Structure of the 
Personality. (Amer. Journ. Psychiat., vol. xcii, p. 1247, May, 1936.) 
Gildea, E. J., Kahn, E., and Man, E. B. 


The writers found that the serum lipoids were consistently higher in 17 men 
of pyknic body-build than in 24 of leptosome physique. The serum lipoid values 
of 16 normal men who were neither pyknic nor leptosome corresponded closely to 
the mean value for all the 57 males. The difference between the total fatty acids 
of the pyknics and leptosomes was marked, being 8'7 times as large as the probable 
error of the difference. In a similar group of 45 women the differences were not 
clear cut. The serum fatty acids tended to be higher in the pyknic women than 
in the leptosome, the difference being 2'5 times as large as the probable error of 
the difference. G. W. T. H. FLEMING. 


A Comparison of the Weights of Brain, Liver, Heart, Spleen and Kidneys of Epileptic 
and Schizophrenic Patients. (Amer. Journ. Psychiat., vol. xcit, p. 1439, 
May, 1936.) Moore, M., and Lennox, W.G. 


From a study of 143 epileptics, 284 schizophrenics and 194 patients dying in 
a general hospital, the authors found no difference between the epileptics and 
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schizophrenics. Brains of epileptics were not heavier nor hearts of schizophrenics 
lighter than in the other group. The livers showed 18% and the spleens 28% 
higher than the control group of general hospital patients. The writers think 
that the small livers and spleens are the result of chronic disease or dietary 
insufficiency. G. W. T. H. FLEMING. 


Oxygen Saturation of the Arterial Blood in Epilepsy. (Arch. Neur. and Psychiat., 
vol. xxxv, p. 1198, June, 1936.) Lennox, W. G., and Gibbs, E. L. 


The oxygen saturation and carbon dioxide content of the arterial blood were 
measured 125 times in 88 patients with epilepsy. In 46% of the patients the 
initial measurement of the oxygen saturation was below the lower normal limit 
of 94%, and in 11% it was below 90%. The average measurement was 93°4%. 
This degree of anoxemia is present in other neurological diseases. It could be 
abolished by deep breathing or by the inhalation of oxygen, and it is believed to 
be an expression of defective pulmonary ventilation. It is not sufficient to be 
considered a cause of seizures, except perhaps as a contributing one. 

G. W. T. H. FLEMING. 


Low Plasma Magnesium and High Plasma Potassium in Essential Epilepsy. 
(Journ. Pharm. and Exper. Therap., vol. lvii, p. 127, June, 1936.) Hirsch- 
felder, A. D., and Haury, V.G. 


The writers found amongst essential epileptics low plasma magnesium in 
56°7% of 67 cases during the convulsions, low magnesium occurring most fre- 
quently in the 32 most severe cases. In the interval between fits, the magnesium 
was normal in 78 out of 79 cases. 

Plasma potassium was above normal during convulsions in 65 out of 67 cases, 
more than double the normal in 72% of the 32 most severe cases, and in 56% of 
the 25 moderately severe cases. 

The molar K /Mg ratio (normal average 6°15) was above normal in all 67 cases 
during the convulsions, more than double the normal in 72% of the severest cases, 
but in only 20% of the moderately severe. 

Since Hirschfelder has shown that potassium salts antagonize the narcotic 
effects of magnesium salts, it is probable that low magnesium, high potassium and 
especially high K/Mg ratios are important contributing factors in the genesis of 
epileptic convulsions. Plasma calcium was always normal during the convulsions; 
phosphate was sometimes increased during the convulsions, but less frequently and 
less intensely than the potassium; hypoglycemia was never present before or 
during convulsions, but blood glucose increased moderately during convulsions. 

Oral administration of 2 grm. MgCl, four times daily for three months did not 
increase the frequency or intensity of convulsive seizures, nor did oral administration 
of 2 grm. KCI four times daily increase them. Convulsive seizures were usually 
inhibited by rectal enemas of 30 grm., and almost always by intramuscular 
injection of 1 grm. of Epsom salts. G. W. T. H. FLEMING. 


Relationship Between the Cerebrospinal Fluid Sugar and the Blood Sugar in Un- 
treated Neurosyphilis. (Amer. Journ. Psychiat., vol. xciii, p. 139, July, 
1936.) Schube, P.G. 


The spinal fluid sugar was within normal range in 88:2% of the cases, and the 
blood sugar in 892%. The ratio between the fluid sugar and the blood sugar was 
within the normal range in only 51'2% of the cases of neurosyphilis, 51°5% of the 
cases of general paralysis, 55% of the cases of cerebrospinal syphilis with psychosis, 
and in 41°7% of cases of tabes without psychosis. The ratio was below normal 
in 13'2%, above normal in 35°6% of the cases of neurosyphilis. 

There is evidence in 48°8°% of cases of untreated neurosyphilis of some 
abnormality in the hemato-encephalic barrier to the passage of sugar. 

G. W. T. H. FLEMING. 
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The Particularly High Vitamin-C Content of the Cerebro-spinal Fluid of Newborn 
Normal and Premature Infants. (Compt. Rend. Soc. Biol., vol. cxxi, pp. 
987—8, 1936.) Rohmer, P., Bezssonoff, N., and Stoerr, E. 


The spinal fluid of 5 normal full-term infants 4-16 days old contained 13-16 
mgrm. ascorbic acid per litre, and that of 6 premature infants 2-30 days old 
contained 18-36, average 27, mgrm. per litre. The spinal fluid of normal infants 
3 weeks to 5 months old contained 5-8 mgrm. per litre (same as adults). 

L. E. Girson (Chem. Abstr.). 


On the Existence of an Intrinsic Deficiency in Pellagra (Prelim. Report). (Amer. 
Journ. Med. Sci., vol. cxcii, p. 1, July, 1936.) Sydenstricker, V. P., et al. 


The authors investigated six cases of pellagra, administered gastric juice and 
found unusually rapid recovery. They suggest that in pellagra there is an intrinsic 
deficiency of variable degree. Some individuals retain enough intrinsic factor to 
recover even on diets grossly deficient in vitamin B,; others are able rapidly to 
regenerate the intrinsic factor and sorecover on high-vitamin feeding. Others are 
totally lacking in intrinsic factor and unable to regenerate it even under optimum 
dietetic therapy. These may recover under substitution therapy with intrinsic 
factor or may die of nervous or cardiac damage inflicted before therapy was 
started. It is suggested that the intrinsic factor is exhausted or cannot be 
regenerated during prolonged deprivation of extrinsic factor. 

G. W. T. H. FLEMING. 


The Relationship between Alcoholic Intoxication and Anoxemia. (Amer. Journ. 
Med. Sci., vol. cxcii, p. 186, Aug., 1936.) McFarland, R. A., and Barach, 
AL 


The writers tested 23 subjects under various degrees of alcoholic intoxication. 
They found that the amount of alcohol in the venous blood showed a tendency to 
decrease while breathing 50% oxygen and excess carbon dioxide as compared 
to air. In a number of cases the decrease was more than 50%. An increase 
of lactic acid in venous blood was absorbed following the ingestion of alcohol in 
air. This increase was not so great when the subject breathed 50% oxygen and 
excess carbon dioxide. After the ingestion of the alcohol in air the pulse and 
blood-pressure on the average showed a transient rise, followed by a return to 
normal. Following the larger doses there was a fall in the blood-pressure and the 
pulse became smaller in volume. Following the alcohol drinks in 50°, oxygen 
the variations in pulse and blood-pressure were not so great. The changes in 
rate of respiration were not significant. G. W. T. H. FLEMING. 


Heat Regulation in Dementia Pracox. (Journ. Neur. and Psychopath., vol. xvi, p. 
321, April, 1936.) Finkelman, I., and Stephens, W. M. 


The authors investigated a group of 50 hebephrenics. They found that these 
patients reacted to cold with a lower heat production than the normals. The 
drop in temperature was greater than in the normals. Schizophrenics do not 
have any respiratory shock on immersion in cold water as a rule, and there is an 
absence of or only very slight shivering response. The writers consider that there 
is a physiological disturbance in the hypothalamus in schizophrenia. 

G. W. T. H. FLEMING. 


5. Pharmacology and Treatment. 
Essential Pharmacology of the Autonomic Nervous System. (Journ. Amer. Med. 
Assoc., vol. cvi, p. 357, Feb. 1, 1936.) Jackson, D. E. 


Drugs that exert their action on the autonomic nervous system may do so in 
one of four situations—the nuclei of origin within the central nervous system, 
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the outlying ganglions, the autonomic nerve terminations and the carotid sinus. 
Autonomic nerves are divided into two groups, the cranio-sacral or para- 
sympathetic and the thoracico-lumbar or true sympathetic. Stimulation of the - 
sympathetic nerve-endings can be brought about by epinephrine, ephedrine, 
synephrine, propadrine, usarine and many other drugs. 

The author has investigated one of these, 8-methyl-y-methylamine--j-neptene, 
which when injected intravenously produces a great rise of blood-pressure 
lasting 24 to 3 hours. At the same time the stomach, intestines and bronchioles 
are released and the pupils dilated. It is suggested that this drug may be of use 
by relaxing the stomach and intestines in post-operative tympanites and possibly 
in some gynzcological conditions. The carotid sinus is affected not only by pressure 
variations, but also by such drugs as nicotine and by variations in the CO, content 
of the blood. The terms ‘‘cholinergic ’’ and ‘‘ adrenergic ’’ are used to define the 
functions of those groups of fibres of the general autonomic system which are 
conceived to liberate either acetyl-choline or epinephrine when nervous impulses 
reach the point at which these fibres terminate in glands orsmooth muscle fibres. The 
post-ganglionic para-sympathetic fibres liberate acetyl-choline at their termina- 
tions, and atropine will prevent its action by making the cells or fibres insensitive 
to acetyl-choline. Acetyl-choline is in normal subjects rapidly destroyed by an 
esterase. Physostigmine, by using up this esterase in its own hydrolytic 
destruction, intensifies the action of acetyl-choline. In some instances fibres 
belonging anatomically to the true sympathetic are cholinergic in action, e.g., 
nerves to the sweat-glands and to some blood-vessels. Acetyl-choline is produced 
at the endings of pre-ganglionic fibres on the passage of an impulse, both in the 
sympathetic and para-sympathetic systems. Drugs such as histamine, post- 
pituitary extracts, barium and nitrates may very well have some action on the 
autonomic nervous system. There are a number of diseases or symptom-complexes 
due to unusual or anomalous reactions of the autonomic nervous system 
concerning which the above-mentioned drugs may throw some light. Such are 
asthma, angio-neurotic cedema, hypertrophic rhinitis and urticaria. Migraine has 
been treated with apparent success by ergotamine tartrate and paroxysmal 
tachycardia with the ethyl ether of beta-methyl] choline. 

Other diseases mentioned are myasthenia gravis, hiccup, angina pectoris, hyper- 
piesia, auricular flutter, peripheral vascular disease, acromegaly, leontiasis ossea, 
diabetes insipidus and ergot poisoning. T. E. Burrows. 


Action of Drugs on the Choline Esterase of the Brain. (Journ. Pharm. and Exp. 
Therap., vol. lvii, p. 427 Aug.,1936.,) Bernheim, F., and Bernheim, M.L.C. 


The writers found that all parts of the brain contained choline esterase, and the 
brain as a whole contained more esterase per mgrm. of dry weight than the blood- 
serum or any other tissue. The esterase is greatly inhibited by very small concen- 
trations of morphine or apomorphine. It is suggested that these drugs and 
possibly other centrally acting drugs may cause the accumulation of acetyl-choline 
in the brain by inhibiting the choline esterase. Acetyl-choline when injected 
into the brain in very small amounts can cause cardiac and respiratory irregularities 
and blood-pressure changes. G. W. T. H. FLEMING. 


The Role of Potassium in Epinephrine Action. (Journ. Pharm. and Exp. Therap., 
vol. lvii, p. 376, Aug., 1936.) Camp, W. J. R., and Higgins, J. A. 


Potassium effects all the changes in the systems studied that are produced by 
epinephrine, and this action is obtained after decerebration, bilateral adrenalec- 
tomy, atropine and ergotoxine. Potassium is responsible for the typical changes 
ascribed to epinephrine, and is liberated from the heart by vagus stimulation. 
One of the functions of the adrenal is to maintain a constant distribution of 
potassium. G. W. T. H. FLEMING. 
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The Central Action of Acetylcholine. (Journ. Pharmacol., vol. lvi, pp. 448-50, 1936.) 
Silver, Geo. A., and Morton, H. G. 


Acetylcholine in doses of 2 to 4y injected into the hypothalamic region of cats 
anesthetized with urethane caused a small rise in blood-pressure followed by a 
sharp fall lasting from 1 to 2 minutes. Similar injection into the lateral ventricle 
gave the same effects less consistently. Intraventricular injections into the 
unanesthetized cat caused drowsiness lasting about 1 hour. | 

T. H. RIDER (Chem. Abstr.). 


The Action of Certain Choline Derivatives on the Coronary Flow. (Journ. Pharm. 
and Exper. Therap., vol. lvii, p. 179, June, 1936.) Wedd, A. M. 


The writer investigated the action on the coronary flow of acetyl-choline, 
acetyl-ı3-methylcholine (‘‘ mecholyl’’) and carbaminoyl choline (“ doryl”) in 
rabbits, cats and dogs. There was a prompt increase in flow followed by a 
decrease. The vasodilator effect appeared to be due to the muscarine component 
of the choline derivative and the constrictor action to the nicotine component. 
On the heart-muscle these compounds caused an immediate decrease in the 
amplitude of the beat, which was soon followed by an increase. 

Mecholyl in human beings causes a feeling of pressure or constriction behind 
the sternum. In one patient epigastric pain occurred, probably due to myocardial 
ischemia. This should be relieved by intravenous atropine. Mecholyl appears 
to be practically free from any nicotine action. G. W. T. H. FLEMING. 


The Action of Yohimbine on the Vegetative Nervous System: II. (Upsala Lakare- 
forenings Foérh., vol. xli, pp. 191-230, 1935-6.) Weger, P. 


Yohimbine has a local anesthetic action and antagonizes cocaine in its peripheral 
sympathetic action. Yohimbine causes dilatation of peripheral vessels from 
paralysis of the sympathetic system, but does not produce gangrene. On the uterus 
its action is weaker than ergot. Yohimbine paralyses the motor, as well as the 
inhibitor, functions of the sympathetic nervous system. A bibliography of 135 
references completes the article. JAMES C. MuNCH (Chem. Abstr.). 


Presence of Strychnine-Barbituric Complex in the Urine of Animals whtch had 
Received Separate Injections of Strychnine and a Barbiturate. (Compt. 
Rend. Soc. Biol., vol. cxxi, pp. 1412-13, 1936.) Lavergne, V. de, Kissel, 
P., Weiller and Chahidi, H. 


Strychnine was injected into one leg of a guinea-pig and a barbiturate (soneryl 
or gardenal) into another leg. The strychnine-barbituric complex previously 
described by Lavergne and Kissel (cf. Bull. Acad. Med., cxiv, p. 384, 1935) was 
extracted from the urine collected in the next 24 hours. Thè toxicity of the 
complex is relatively low. L. E. Gitson (Chem. Abstr.). 


Psychosin Sulphate: Its Action upon Bacteria, Toxins, Serum and Red Cells. 
(Journ. Path. Bact., vol. xlii, pp. 363-98, 1936.) Drury, A. N., et. al. 


Psychosin, psychosin ethylsphingosin, and methylsphingosin derived from 
cerebrosides obtained from fresh brain have definite biological activities. They all 
kill bacteria, hæmolyse red cells, and when mixed with serum lead to characteristic 
precipitations. Psychosin alone can “fix” toxins, and its action is much more 
potent on tetanus than on diphtheria toxin. Deaminized psychosin possesses 
none of these activities. There is no evidence that any of these substances exist 
in the body as such, but psychosin and sphingosin are constituents of substances 
found throughout the body. Surface adsorption may :be related to the serum 
precipitation and the bactericidal action. Joun T. Myers (Chem. Abstr.). 
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Relation Between Chemical Constitution and Pharmacological Actions of Convulsant 
Drugs. (Sei-i-kai Med. Journ., vol. liv, No. 12, pp. 2321-503 [German 
abstr. 7-10], 1935.) Takeuchi, Shogoro. 


With frogs (Rana nigromaculata) and spinal frogs, 2-hydromorphine was less 
convulsant than morphine; 2-hydronitrosomorphine, weaker than nitrosomor- 
phine. On the other hand, 2-hydromorphine, nitromorphine, aminomorphine, 
codeine, nitrosocodeine, aminocodeine, thebaine and 2-hydrothebaine had the 
power to produce clonic spasm in mice, showing that an introduction of H,, NO, 
NH, or CH, to the morphine molecule gives a new property which morphine itself 
does not possess. S. TasHiro (Chem. Abstr.). 


Action of Pyrethrins on Nerve-muscle Excitability and on the Centres Controlling 
Peripheral Chronaxia. (Compt. Rend. Soc. Biol., vol. cxxi, pp. 764-6, 1936.) 
Gaudin, O. 


Emulsions of pyrethrins I and II (containing o-1-0-01%) caused an increase 
in the chronaxia of the sciatic nerve and gastrocnemius muscle in situ in the decere- 
brated frog, but decreased the chronaxia of the isolated nerve-muscle system. 

L. E. Gitson (Chem. Abstr.). 


Effects of Different Narcotics on the Spontaneous and Reflex Electrical Activities of 
the Cerebral Cortex. (Compt. Rend. Soc. Biol., vol. cxxi, pp. 861-6, 1936.) 
Bremer, F. 


Cats were used. The cortical oscillograms obtained during anzsthesia with 
ether or chloroform were quite different from those obtained during hypnosis 
induced by barbiturates. L. E. Gitson (Chem. Abstr.). 


Pharmacology of the Human Vaso-motor Centres: Quantitative Measurements of 
Sensitivity. (Z. klin. Med., vol. cxxix, pp. 468—90, 1936.) Raab, W., and 
Friedmann, R. 


The effect on blood-pressure was measured by determination of changes in 
systolic pressure, the effect upon response of the vasomotor centres by the response 
to breathing standardized concentrations of carbon dioxide. Pituisan, tonephin, 
praphyson, strychnine, cardiazole and analepticum 3067 were without tonic action 
upon the resting blood-pressure values ; octin produced a slight increase ; large 
doses of sympatol produced the most marked increase. Morphine, phenobarbital 
and padutin were almost without effect; doryl exerted a markedly depressant 
action. The central response of cases with normal tone was not appreciably 
increased by pituisan, tonephin, praphyson, cardiazole and analepticum 3067, 
and was somewhat increased by strychnine and octin. In hypertonic cases it was 
not affected by doryl, and was distinctly decreased by morphine and phenobarbital, 
also by padutin, which it seems acted indirectly by increasing the blood-supply 
of the brain. These drugs are classified: Strychnine as a central stimulant, 
sympatol as a peripheral vasoconstrictor, morphine, phenobarbital and padutin 
as central depressants, doryl exclusively as a peripheral vasodilator. An elaborate 
bibliography is appended. J. S. HEBPURN (Chem. Abstr.). 


The Excretion of Barbital in Normal and Nephropathic Subjects. (Journ. Pharm. 
and Exper. Therap., vol. lvii, p. 113, June, 1936.) Argy, W. P., Linegar, 
C. R., and Dille, J. M. 

The 24-hour excretion of barbital in normal subjects averaged 14°3%, whereas 
the excretion in patients with different renal diseases averaged 5°8%. This suggests 
that there is a lag in excretion of barbital in nephropathic individuals, which is 
likely to lead to accumulation, and that a diminished excretion of the drug indicates 
renal disease. G. W. T. H. FLEMING. 
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Determination of Barbiturates in the Blood and Urine of Experimental Animals 
Anesthetized with some Barbituric Acid Derivatives. (Journ. Pharm. and 
Exper. Therap., vol. lvii, p. 116, June, 1936.) Brundage, J. T., and Gruber, 
C. M. 


The writers studied ontal sodium and sodium amytal. The estimations were 
carried out by Koppanyi's colour method. Injected at the rate of 100 mgrm. per 
kilo body-weight within a period of seconds after the injection, the concentration 
found in the blood is about half that calculated if it were uniformly distributed 
throughout the body. The amount in the blood then falls rather slowly, and is 
still present in detectable quantities 24 hours after administration. For several 
days after the injection there is a substance excreted in the urine giving the colour 
reaction of the barbital compound, but not possessing anesthetic properties when 
injected intraperitoneally into mice. G. W. T. H. FLEMING. 


The Effect of the Barbiturates on the Rate of Sedimentation of Red Blood-corpuscles. 
(Journ. Pharm. and Exper. Therap., vol. lvii, p. 119, June, 1936.) Dorfman, 
R. I., and Brooks, C. 


The writers found that evipan injected into dogs caused within 13-28 minutes 
an increase in the sédimentation rate but a decrease in cell volume. At 
approximately 1-2 hours afterwards both returned to normal. With sodium 
barbital these changes took place in 1 hour and returned to normal in 5-7 hours. 
With sodium amytal the same changes occurred, with a return to normal in 6-10 
hours. G. W. T. H. FLEMING. 


The Relative Hypnotic Effects of Some Aryl and Unsymmetrical Alkylaryl Thio-ureas. 
(Journ. Pharm. and Exper. Therap., vol. lvii, p. 19, May, 1936.) De Beer, 
E. J., et al. 


The writers investigated the hypnotic potency of 60 of these compounds. 
Some had a hypnotic potency of a high order. The hypnotic effect improves with 
increase in molecular weight in homologous series, the maximum effect being 
reached when the alkyl substituents reached the propyl to amyl groups. The 
aryl and lower unsymmetrical alkylaryl thio-ureas are consistently more potent 
than their urea analogues. The higher alkylaryl] thio-ureas closely resemble in 
potency the few analogous ureas examined. G. W. T. H. FLEMING. 


Delayed Death in Relation to Barbiturate Structure. (Journ. Pharm. and Exper. 
Therap., vol. lvii, p. 128, June, 1936.) Holck, H. G. O., and Cannon, P. R. 


A number of rats after having been given nostal (isopropyl-8-bromallyl- 
barbituric acid) recovered from the narcotic effect, but died 2 to 3 days later from 
pulmonary œdema, generally accompanied by pneumonia and fatty degenerative 
changes in the liver, kidneys, heart and lungs. Such delayed deaths occurred 
occasionally from sub-hypnotic doses. Adding one CH, group to the isopropyl 
group of nostal (giving pernoston) decreased the tendency to delayed death, and 
adding still another CH, (rectidon) abolished it. Methylation of one nitrogen in 
nostal also gives a compound (eunarcon) which only rarely causes delayed death. 

The chlorine homologue of nostal and dichlorallyl barbiturate also causes 
delayed death; no such death was seen after the administration of the chlorine 
homologue of pernoston. 

Delayed death did not follow the administration of the closely related isopropyl- 
allyl-barbiturate (allurate) nor the isopropylethyl barbiturate (ipral), nor could 
it be shown after administering one of the supposed early decomposition products 
of nostal, namely, iso-propyl-acetonyl barbiturate. Nine other barbiturates 
(amytal, barbital, evipal, neonal, ontal, pentobarbital, phanodorm, phenobarbital 
and sandoptal) did not cause delayed death in rats. Rabbits are much less prone 
to this kind of delayed death. It does not occur in mice after nostal. 

G. W. T. H. FLEMING. 


d 
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Addiction and Tolerance to Barbiturates: The Effects of Datly Administration and 
Abrupt Withdrawal of Phenobarbital-sodium and Pentobarbital-sodium in 
the Albino Rat. (Journ. Pharm. and Exper. Therap., vol, lvii, p. 245, July, 
1936.) Stanton, E. J.. 


The writer found that rats do not become addicted to these two barbiturates 
in the sense of increased irritability following on withdrawal of the drug, but tend 


rather to show evidences of some cumulation of depressive effect. 
G. W. T. H. FLEMING. 


The Action of a Convulsant Barbiturate. (Journ. Pharm. and Exper. Therap., 
vol. lvii, p. 130, June, 1936.) Knoefel, P. K. 


1:3 dimethylbuty] ethyl barbituric acid produces in intact animals, not depres- 
sion, but violent convulsions. It is a true stimulant of the central nervous system, 
augmenting the reflex contraction of the tibialis anticus in spinal dogs and dogs 
anesthetized with barbital. It is ,i, as active as strychnine, ł as active as 
picrotoxin, resembling the first more than the second in its apparent site of action. 
It is more active as a stimulant than caffeine, cocaine or ephedrine. Several closely 
related barbiturates show none of this stimulant action. 

G. W. T. H. FLEMING. 


The Analysis of the Barbiturate-Picrotoxin Antagonism. (Journ. Pharm. and 
Exper. Therap., vol. lvii, p. 130, June, 1936.) Koppanyt, T., Linegar, C. R., 
and Dille, J. M. 


Both picrotoxin and metrazol are effective in saving the life of acutely poisoned 
dogs and rabbits. Doses of picrotoxin sufficient to antogonize the barbiturate 
are more likely to produce hyperexcitability and convulsions than similarly 
effective doses of metrazol. Picrotoxin and metrazol are almost equally effective 
as respiratory stimulants, but picrotoxin is more effective as a circulatory stimulant. 
Both these drugs have a denarcotizing action due to cortical stimulation. In 
several dogs, sodium pentobarbital abolished the excitability of the motor cortex, 
which could be promptly restored by appropriate doses of picrotoxin. 

Picrotoxin does not augment the destruction of barbiturates, but in some cases 
the awakened animals, due to their better physiological conditions, are able to 
destroy larger amounts of hypnotics. G. W. T. H. FLEMING. 


Some Undescribed Pharmacological Properties of Bulbocapnine. (Journ. Pharm. 
and Exper. Therap., vol. ivii, p. 135, June, 1936.) Molitor, H. 


Bulbocapnine has a marked vasodilator effect, most pronounced in the vessels 
of the ear, leg and kidney, while the intestinal vessels are less affected. This 
action is peripheral. Atropine, which inhibits several bulbocapnine symptoms 
(such as salivation, miosis, defecation), does not interfere with this action, nor does 
it prevent its action on the isolated frog’s heart or rabbit’s intestine. The vaso- 
constrictor effect of adrenaline is frequently decreased after injection of large doses 
of bulbocapnine, especially in cats. Bulbocapnine inhibits the vascular reflexes 
in the ears of rabbits which regularly follow sensory, mechanical or thermal 
stimulation and renders all types of stimulation ineffective. 

G. W. T. H. FLEMING. 


A Comparison of the Thio-analogue of Nembutal to Other Short-Acting Depressants. 
(Journ. Pharm. and Exper. Therap., vol. lvii, p. 149, June, 1936.) Werner, 
H. W., and Pratt, T. W. 


Pentothal or thionembutal, evipal, thio-amytal, nembutal and avertin are the 
subjects of this study. 
The M.L.D. figures in mgrm. per kilo are : 
Intravenous . - 35 80. 80 . 45 . aie 
Colonic . r . IIO . 4175 . #+:+1I90 . 65 . 700 (avertin) 
Oral : ¿ . 600 . 1200 . I200 . 275 
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The ratios of intravenous to oral toxicity in the same order are: 1/17°1, 1/15, 
1/15, 1/6°r. 
The periods of narcosis in minutes with 60% of the M.L.D. are: 
Intravenous. . 28 . 42 . 45 . 130 . si 
Colonic ; . 52 . 83 . 80 . 144 . 104 (avertin) 
Oral . ; . 600 . 600 . goo . 850 . es 
The short duration of action of the thio-barbiturates is probably an expression 
of decreased stability resulting from the substitution of sulphur for oxygen in 
position 2. G. W. T. H. FLEMING. 


Sleep Induced by Sodium Amytal : An Abridged Method for Use in Mental Illness. 
(Amer. Journ. Psychiat., vol. xciii, p. 57, July, 1936.) Broder, S. B. 


The writer used sodium amytal for producing prolonged narcosis in 58 patients. 
The narcosis was not so prolonged as is usual, and was kept light enough so that 
psychotherapy could be used systematically. Patients with paranoid schizophrenia 
were refractory to treatment, while those with simple schizophrenia, mental 
deficiency and melancholia were little improved. Convulsions appeared in some 
cases, probably due to the rapid withdrawal of the drug, and are termed by 
the author ‘shock reactions ’’—he considers them as frequently beneficial. The 
writer considers that the whole success of narcotic treatment depends on the 
systematic interruption of the treatment for psychotherapy. 

G. W. T. H. FLEMING. 


The Treatment of Convulsions ın Children. (Amer. Journ. Psychiat. vol. xcii, p. 
1433, May, 1936.) Peterman, M. G. 


The writer points out that treatment with the ketogenic diet has been the 
most favourable since the advent of luminal. Ketogenic diet + dehydration + 
luminal will control epilepsy in 50 % of cases and will greatly reduce the seizures 
in another 20%. Eley states that if a careful differential diagnesis is made, 
including an encephalogram, 90% of epileptic children with normal encephalo- 
grams can be kept free from seizures on a ketogenic diet. 

G. W. T. H. FLEMING. 


- Anti-retentional Therapy in Conditions Ascribed to Intracranial Liquid Accumula- 
tion. (Amer. Journ. Psychiat., vol. xcii, p. 1281, May, 1936.) Földes, E. 


The writer’s @nti-retentional diet is rich in protein which is included for its 
diuretic action. The nucleoproteins because of their richness in purins are most 
important. Carbohydrates are restricted because of the retention of liquid which 
follows their ingestion in large quantities. Fats are also restricted as they cause 
retention of liquid. Sodium chloride is used with moderation. At the same 
time there is a restriction of liquid intake. Vitamins are included in necessary 
amounts. The diet should be one of low caloric value. Luminal was administered 
as a sedative, as it has a stabilizing effect on water and mineral metabolism and 
may under certain circumstances prevent the retention of liquids. Small doses 
of atropine sulphate were included, as it dilates the smaller blood-vessels of the 
skin. In epilepsy the results were uniformly good in all cases. In migraine all 
symptoms disappeared in a number of cases, and in others there was a marked 
improvement. G. W. T. H. FLEMING. 


Glycocoll Treatment of Progressive Muscular Dystrophy. (Z. klin. Med., vol. cxxix, 
pp. 499-511, 1936.) Borst, W., and Möbius, W. 
Of four cases of progressive muscular dystrophy, only one improved on adminis- 


tration of glycocoll. The deranged muscular metabolism and the excessive 
creatine excretion in the urine were not restored to normal. Compounds of unknown 
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composition apparently were present in the urine and responded to the Jaffe 
reaction. Glycocoll had no influence on the creatine-creatinine metabolism in 
normal subjects. The results obtained by other investigators are explained by 
resting stages in this disease. Thirty-nine references. 

J. S. HEPBURN (Chem. Abstr.). 


The Mechanism of Malaria Cure in General Paralysis. (Journ. Nerv. and Ment. 
Dis., vol. lexxiv, p. 46, July, 1936.) Davidson, G. M. 


The writer considers that the fever acts on the reticulo-endothelial system and 
reactivates it. He asks if we may not be justified in concluding that the individual 
constellation of the reticulo-endothelial system, whether congenital or acquired, 
may be the underlying basis for the small percentage of syphilitics developing 
general paralysis. G. W. T. H. FLEMING. 


Artificial Fever Treatment of Chorea (Preliminary Report). (Journ. Amer. Med. 
Assoc., vol. cvi, p. 2046, June 13, 1936.) Barnacle, C. H., Ewalt, J. R., 
and Ebaugh, F.G. 


The authors treated twenty cases of chorea by artificial fever with the Kettering 
hypertherm. Each treatment consisted of maintaining rectal temperature between 
103° and 106° F. for 24 hours. The number of treatments varied from 4 to 21, 
and the duration of treatment from 4 to 4o days. All the cases except one 
resulted in recovery with no recurrence of chorea to date. Advanced endocarditis 
was no contra-indication to the treatment. The advantages of mechanically 
induced fever over the foreign protein method are controllability of the temperature 
and the absence of shock. T. E. Burrows. 


Intravenous Treatment of Meningococcic Meningitis with Meningococcus Antitoxin. 
(Journ. Amer. Med. Assoc., vol. cvii, p. 478, Aug. 15, 1936.) Hovyne, A. L. 


The author treated 96 patients exclusively by the intravenous injection of the 
therapeutic agent with a fatality of 15°9°,. For 43 of these patients who were 
twenty years of age or less the fatality-rate was 2'3°,. These results are compared 
with the fatality-rate occurring at the Cook County Hospital, Chicago, during the 19 
years prior to 1934, which varied from 35% to 90°4%, with an average of 50°6%. 
Of 9 patients treated intravenously without any lumbar puncture only one died. 

Other results suggest that the intra-thecal method of therapy prolongs recovery. 
Massive doses of the therapeutic agent intravenously are advised. Fewer 
complications occurred with Ferry’s meningococcus antitoxin than with anti- 
meningococcus serum, and suppurative complications were not encountered with 
intravenous therapy. 

T. E. Burrows. 


The Hæmatoporphyrin Treatment of Melancholia and Endogenous Depression. 
(Amer. Journ. Psychiat., vol. xcii, p. 1323, May, 1936.) Huehnerfeld, J. 


The writer, who first used hæmatoporphyrin in the treatment of depressions, 
points out that it has in addition to its photodynamic action a stimulative-tonic 
and vegetative-regulatory action. Irradiation of various types was combined 
with the drug. There is a striking improvement in appetite, gain in weight and 
improvement in anemic conditions. There is improved salivary secretion and 
regression of the frequent gastro-intestinal disturbance and unpleasant symptoms 
such as fullness of the abdomen and oppression in the chest. The increased 
calcium and decreased potassium values return to normal. Increased blood-sugar 
tolerance curves again showed a normal course. French authors consider that 
hzematoporphyrin regulates the hydrogen-ion concentration of the urine. 
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Hzmatoporphyrin is indicated chiefly in the depressive disorders of the manic- 
depressive domain ; not only the severe but also the milder forms benefit. On 
the other hand exogenously conditioned depressions respond only if endogenous 
factors are also present. The drug is not suitable for the depressive phase of 
schizophrenia. It also has an effect in increasing the capacity of children and 
juveniles, for instance, during examinations and at other times of heightened 
demand. The only contra-indications are severe, acute febrile conditions or 
organic liver affections. 

So far, some 327 cases of severe forms of melancholia and endogenous depression 
have been treated, and of these 98 were distinctly improved, 162 cured or greatly 
improved while only 67 remained entirely uninfluenced. 

Those cases in which inhibition is the dominating symptom do best. Those 
with marked anxiety complexes and lively hallucinatory elements do not do so 
well. In many cases there was definite improvement in 10-14 days. 

G. W. T. H. FLEMING. 


ERRATA AND CORRIGENDA. 


The Editors wish to apologize for omitting the name of A. W. Pettit from 
Dr. ‘A. Guirdham’s paper in the July number. The title should read, ‘‘The 
Hematology of Convulsions ”, by Arthur Guirdham, D.M.Oxon., D.P.M., and 
A. W. Pettit. 

2. In the Symposium on Somnifaine Narcosis in the July number, on 
P. 432, §2, 4% chloretone should read ‘04% chloretone. In § 3, line 2, for 
“respiration ” read ‘‘the inhibition of respiration found with small quantities of 
somnifaine ” 

The Editors wish to express their regret at the presence of these errors. 
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AN INVESTIGATION CONCERNING MENTAL DISORDER IN 
THE NYASALAND NATIVES. 
WITH SPECIAL REFERENCE TO PRIMARY TIOLOGICAL AND OTHER 
| CONTRIBUTORY FACTORS. 
By Horace M. SHELLEY, F.R.F.P.S., M.R.C.S., D.T.M.&H., 


Government Pathologist, Nyasaland, 


AND 


W. H. Watson, M.D., 
Medical Officer, Nyasaland, 


PART I.—INTRODUCTION. 
(1) GEOGRAPHICAL. 


NYASALAND is a narrow strip of land 40,000 square miles in extent. It lies 
approximately between latitude S. 9’ 45” and 17’ 15”, and longitude E. 33’ and 
36’. It is bounded on the North by Tanganyika Territory, on the East by 
Lake Nyasa and Portuguese East Africa, and on the West by Northern 
Rhodesia and Portuguese East Africa. 

There are three main townships, Zomba, Limbe and Blantyre, in which the 
majority of Europeans live. Zomba is the headquarters of government, 
Limbe is the railway headquarters, and Blantyre is the main centre of commerce, 
and an important centre for native education. 

Smaller townships than those aforementioned exist in planting districts, 
such as Mlange and Lilongwe, but the largest of all the centres is much 
smaller than a reasonably-sized village in Europe. 


(2) POPULATION. 


There are less than two thousand Europeans in the whole country, and 
about fifteen hundred Indian traders. The great mass of the population 
consists of one and a half million natives of Bantu origin. 

Tribal life has been so influenced during the last fifty years that pure-bred 
natives are becoming increasingly fewer, and though each individual will 
claim a particular tribe, his statement is chiefly the result of environment, and 
not altogether due to circumstances connected with actual parentage. 
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The chief tribes of the country in descending order of population are the 
Chewa-Chipeta, the Angoni, the Nyanja, the Yao, the Anguru, the Tumbuka, 
the Tonga and the Chikunda. 

The Chewa-Chipeta are a primitive people, as are also the Anguru. The 
Yao people are very intelligent and docile, and have come more within 
the influence of European civilization than the members of the other tribes. 
The Nyanja are closely related to the Yao people, and are also more civilized 
than the majority of their fellows. The Angoni are in a transition state 
between the primitive and the civilized. The Tumbuka people, although 
resident in a remote part of the country, have been within the sphere of 
activity of the Livingstonia Mission for many years, and many of the most 
knowledgeable natives are members of this tribe. The Tonga are an allied 
tribe to the Tumbuka, and the Chikunda to the Nyanja. 

It should be emphasized that the expressions primitive and civilized are 
purely relative, for to-day even the natives in the remotest parts of the terntory 
have come within the bounds of mission influence. Schools now exist in most 
villages of importance, and the peoples can thus be no longer considered as 
savage ; in fact in the vicinity of the townships, individuals are frequently 
observed who have all the appearance of complete sophistication. The 
educated natives work as clerks, teachers, hospital assistants, mechanics and 
storemen. They are educated up to a standard which is comparable at its 
best to that of elementary education in Europe, but underneath this veneer 
of educational influence their habits and thoughts lag far behind. 

The progress of these peoples during the period of European occupation, in 
particular during the last decade, has been very rapid, and all kinds of new 
` ideas and thoughts have been introduced to the native mind. It is amazing 
that all the changes in native life that have taken place and continue to take 
place, have up to the present had slight adverse influence on the mentality of 
these almost primitive peoples. 


(3) THE CENTRAL LunaTic ASYLUM. 


The Central Lunatic Asylum is in Zomba. It is the only hospice open for 
the reception of certified lunatics, and has accommodation for 84 inmates, who 
can be housed in separate ‘‘cells’’. The medical attention is limited to the 
treatment of any bodily ailments from which the inmates may suffer; their 
mental health remains without any skilled attention. 

The Asylum is in the charge of a lay superintendent, and working under 
his instructions are attendants; these subordinates are untrained natives who 
act in more or less the same way as prison warders, and are devoid of any 
special knowledge concerning the nursing of cases of mental illness. With 
the exception that the inmates are given as much freedom as their condition 
will permit, the whole asylum routine is essentially prison-like. Each subject 
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has a separate cell in which he sleeps, but in the daytime he is allowed to 
wander in the yard and associate with other inmates irrespective of the nature 
of his mental impairment. 


(4) REASONS FOR THE INVESTIGATION. 


The Director of Medical Services some time ago detailed a medical officer 
to classify the inmates of the Central Lunatic Asylum, and to investigate the 
possibility of the reform of the existing system, but unfortunately this particular 
officer became ill, and was invalided to Europe. The present writers then 
volunteered to take up the work, which seemed full of interest and promise. 

It must be understood that neither of the writers makes any claim to the 
possession of a specialized knowledge of psychiatry, and they therefore apologize 
at once for any errors which may have occurred, and which might have been 
avoided by those more skilled to undertake the task. 


(5) THE SCOPE AND THE LIMITATIONS OF THE INVESTIGATION. 


It should be appreciated that but little is known concerning insanity in this 
country, and thus it was obvious that the investigation should be confined to 
such primary considerations as diagnosis, the classification of the types of 
mental defects, the age, sex and tribal distribution of the patients, and the 
relationship of mental disorder and defect to crime, education and physical 
health. It was further decided to devote special attention to the possible 
influence of European civilization and contact, as a contributory or modifying 
factor in the production of mental illness. The main limitation to the value 
of the investigation is the fact that the data concerning actual patients were 
obtained by the examination of the inmates of the Central Lunatic Asylum, 
and these inmates are composed of criminal lunatics, homicidal lunatics, and 
lunatics without a known domicile. These inmates are therefore not neces- 
sarily representative of insanity as it exists in Nyasaland, but as conditions in 
the neighbouring territories are similar to those locally, comparison with their 
figures is possible. Other limitations are due to the system of lay control of 
the Asylum, with the consequent absence of detailed medical records, and to 
the difficulty in obtaining accurate histories from the patients and their 
relatives. 


(6) METHODS ADOPTED IN CONDUCTING THE INVESTIGATION. 


(a) Physical examination.—Each subject was submitted to a complete 
physical examination of each of the bodily systems. The cranial measurements, 
blood-pressure, and the appearances of the fundi were noted whenever possible. 
The members of the epileptic group were further submitted to a radiographic 
examination of the cranium in order to detect any possible cases of cysticercus 
infestation. 


704 MENTAL DISORDER IN NYASALAND NATIVES, [Nov., 


(b) Blood.—An examination of stained blood smears for the presence of 
malarial parasites was made in each case, and a modified Sachs-Georgi test 
for evidence of hemospirochztosis was also carried out. 

(c) Fa@ces.—Specimens from each inmate were examined for evidence of 
protozoal and helminthic infestation by the simple smear method. Four 
smears were observed before announcing a negative result. 

(d) Urine—The urine from each patient was submitted to examination in 
order to ascertain the incidence of schistosomiasis. 

(e) Mental state—-The mental condition of each patient was ascertained 
from details recorded in the asylum report book, and by personal interrogation 
of the subject. Conversation was carried on in the local vernacular, and the 
services of an interpreter were only employed when doubt arose as to the exact 
meaning of a word or phrase. 


(7) CLASSIFICATION. 


After due consideration it was decided to use the classification of mental 
disorders authorised by the Royal Medico-Psychological Association, as 
published in the British Medical Journal on June 2, 1934. 


PART II. 
(1) THE INCIDENCE OF INSANITY IN THE GENERAL POPULATION. 


We cannot offer an accurate opinion concerning the incidence of insanity in 
the general population, for a mentally disordered native does not come under 
observation until he is entirely uncontrollable and dangerous to his fellows, 
but from the figures available it would appear that there is one mental patient 
in every 15,357 people; we know, however, that this figure is a gross under- 
estimate of the true state of affairs. 


(2) THE RELATIVE PROPORTIONS OF SUFFERERS FROM THE MENTAL 
DISORDERS. 


Total number of patients examined, 84. 

» ji with a psychopathic constitution, 7 (8-3%). 

» j „ epileptic psychoses, II (13°09%). 

4 i „ dementia, 6 (7: 16%). 

p a „ Oligophrenia, 2 (2°3%). 

” j „ psychoses associated with organic brain 
disease, 3 (3:57%). 

” ” „ affective psychoses, 18 (21°4%). 

i i », schizophrenia, 30 (357%). 

” i » general paralysis, 4 (47%). 

is " », confusional states, (toxic-infective, neuro- 
spirochetosis,) 2 (2°3°%). 

” i » undetermined, I (1:1%). 
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ZEtiological factors. 


Heredity : 
Psychotic 
Epileptic 
Deprivation of special s sense : 
Hearing 
Critical periods : 
Puberty 
Adolescence 
Climacteric 
Senility 
Mental factors : 
Previous attacks of 
mental disorder 
Maladjustments of social 
life 
7 of sex life 
Trauma: Injuries 
Toxic factors : 


Chemical. Narcotic drugs 


Hæmospirochætosis 
Focal sepsis . 
Leprosy ‘ 

Deficiency disease : 
Pellagra 


Diseases of the nervous system : | 


Cysticercosis . . 
Diseases of other systems : 
Endocrine 
No factor ascertained 
No history obtained 


| Oligophrenia. 
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| Dementia. 


Psychoses associated with 
organic brain disease 


795 


Table showing Ætiological Factors. 


and confusional states. 


Undetermined. 


| Total. 


A comparison of the incidence of the various mental disorders in the 
natives of Nyasaland, Kenya and South Africa reveals the following : 


Neurospirochztosis 
(including G.P.1I.) 

Epileptic psychoses 

Affective psychoses 


Schizophrenic psychoses . 
Psychopathic constitution 


Nyasaland. 


7°0% 
13:09% 
21°4% 
°35°7% 
8:3% 


Kenya. 


21:6% 
5:0% 
1:6% 

19:2% 
o8% 


| 


South Africa. 


5°6% 
13:8% 
7:35% 


39:4% 
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It will be noticed that there is a much closer correspondence between the 
figures for the Nyasa and South African natives than there is between the 
figures for the Nyasa and Kenya natives, though the reason for this is not 
obvious. The fact that the Nyasa and South African natives are more akin in 
origin, while the Kenya people have a much greater admixture of Hamitic 
blood may be a possible explanation. The respective incidences of neuro- 
spirochetosis in the three countries is difficult to explain, but there is here 
one significant factor to be considered. Yaws is not a disease of South Africa, 
it is a disease of Nyasaland and Kenya, and it was, and probably still is, much 
more common in the latter country than here. We are therefore tempted 
to assume that yaws does affect the central nervous system, because if syphilis 
were the sole cause of neurospirocheztosis one would expect to find the condition 
more common in Nyasa and South Africa than in Kenya. It must be admitted 
that the whole subject of the relationship of yaws and syphilis is controversial 
in the extreme, but a fruitful line of investigation is opened up by the anomalous 
figures mentioned herein. 


(3) THE TRIBAL DISTRIBUTION OF MENTAL DISORDER. 


It will be observed from perusal of the accompanying charts that with 
three exceptions only, the proportion of asylum inmates from any one tribe 
approximates closely with the proportion that the members of that tribe form 
of the general population. 21-4% of the inmates belong to the Yao tribe, the 
members of which account for 14:5% of the total population, and 20:2°% belong 
to the Nyanja tribe, whose members form 14:6% of the total population. The 
Chewa-Chipeta group accounts for 9:4% of the inmates, and 21:5°%4 of the total 
population. These figures might be expected, for the Yao and Nyanja people 
form the intelligentsia of the indigenous peoples, and have been in more 
intimate contact with European civilization than the members of the other 
tribes. The Chewa-Chipeta group, on the other hand, consists of people of a 
rather low grade and backward type whose main occupation is agriculture. 


Tribal Distribution. 


Percentage of population Percentage of inmates 

Tribe. formed by members of who are members of 
tribe. tribe. 
Nyanja . : : : 14°6 : 20:2 
Chewa-Chipeta . . i 21°5 . 9°4 
Ngoni ; ; ; : IQ'I i 20°2 
Chikunda and Sena . ; 3°1 : 3°4 
Yao . : : : : 14°5 2 21°4 
Nguru, Kakola and Potola . 13°6 ; I4'I 
Tumbuka and Henga . ; 5°3 : 4°6 


Tonga ; ; : ‘ 4'0 ; It 


1936.] BY HORACE M. SHELLEY AND W. H. WATSON. 707 


When the tribal incidence of each specific mental disorder is considered, it is 
found that nearly one-third of the sufferers from schizophrenic psychoses 
belong to the Yao tribe, the members of the Nyanja tribe who are akin to the 
former also account for a high proportion of schizophrenic cases—in fact this 
particular form of psychosis predominates as the common type of disorder in 
all the inmates. 


Chart of the Tribal Distribution of the Various Mental Disorders. 


{ £ 
| E ¥ 
ap g 
Tribe. g H |g ; 8|? 
Z ea oa z5] 4 
© J V A o = : he n 
Elali glelelé ae 
S | Jes 818) eae) ela A 3/4 
fia if@slie' 8 ;AlSis Š: ete 
Yao i ; ; Ea 2| 4 GO. ied, | 408 „| z128 
Tumbuka-Henga . MEE eee ; E oe ce 28 a er 4 
Nyanja ; ; i| Beet, ae 6j Boles I | 17 
Tonge A od hey Seago ea poe ora el oe 
Ngoni . : Lay wae aia Fi eee [ee IÍ I I7 
Chewa-Chipeta ; Waet aleet a 2 | E a .| 8 
Nguru, Kakola and Patola. 2 I | 2 | A I Bell. 38) reef eae E 2 
Chikunda and Sena . Sel Sais oll a All Gag I 2 23 Sig, lt aae eaten te 
Mkalanga A | KORS eee al I wt eee PPOR ee a eae eae ae I 
Asisya : . ae ae ee I i. sie ae tare ee ee I 
Unknown 3 : singe Na aed aes oe AD Hie io ee io I 


(4) THE District DISTRIBUTION OF MENTAL PATIENTS. 


Nyasaland is divided into two provinces, the Northern and the Southern. 
The latter part of the territory contains most of the commercial interests as 
well as the centre of government, whereas only a small portion of the Northern 
province has yet been commercially opened up. We find that 42:8% of the 
total inmates in the asylum come from Zomba, Blantyre and Mlanje, which 
form together the most advanced parts of the country, where the native has 
been in constant and almost intimate contact with Europeans for many years. 

The following table shows the districts in the two provinces in the order | 
of south to north, with the percentage of asylum inmates who formerly lived 


there : 
Percentage of 


Remarks, 
asylum inmates. 


Southern Province: 


Port Herald 4°7 Mainly native area. 

Cholo 71 European planting community. 
Mlanje 13°I Old-established European community. 
Blantyre. 10°7 Centre of commerce. 

Chiradzulu 3°5 Thickly-populated native area. 
Zomba 19 Government capital. 

Liwonde 1°2 Entirely native. 

Fort Johnston 5°9 Mainly native. 
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Northern Province: 


Ncheu 5'9 Small European population. 

Dedza 4:7 »» »» »» 

Lilongwe 1-2 Centre of native tobacco industry. 

Fort Manning 5°9 Mainly native, but near Ft. Jameson, 
the old Rhodesian capital. 

Dowa 2'4 Native community only. 

Kota Kota 1:2 si 5 5 

Kasungu 1-2 T ay y 

Chinteche 1-2 X Pe A 

Mzimba . 7°1 T $ i 

Karonga 1-2 5 55 i 


It will be observed that approximately two-thirds of the inmates come 
from the Southern Province, and that the district incidence of mental 
disorder bears a close relationship to the presence or absence of European 
interests. The only departure from this occurs in the district of Mzimba, but 
a possible explanation may be the presence of the Livingstonia Mission, 
which is a great teaching institute. 


(5) THE AGE DISTRIBUTION OF MENTAL DISORDERS. 

No system of birth registration at present exists in this country, and the 
only means for making an assessment of age are a consideration of the general 
physique and development of the individual, and important local events that 
have fallen within his memory. 

The figures given must not be regarded : as an accurate indication of the 
age of the subjects at the time of onset of mental symptoms, but rather as a 
suggestion of the age when the symptoms became too anti-social to permit 
further freedom. 

The average on admission of all inmates was 35-4 years (males 35-9 years, 
females 32:3 years). 


Mental disorder. Average age on admission. Extremes. 
Psychopathic constitution . 42°8 years ; 35 and 50 
Epileptic psychoses . : 35°2 » : 28 ,, 50 
Dementia . f i : 49'I ,„ ; 35 » 70 
Oligophrenia . 27'5 » 3 si 
Psychoses scented with 

organic brain disease ; 35°8 _s,, í 35 and 38 
Affective psychoses . ‘ 34:6 „ : 25 » 45 
Schizophrenia . : ; 3I s ; I9 » 43 
General paralysis ; ; 47 » . 37 » 50 
Undetermined . : 30 a ids 


(6) THE SEX DISTRIBUTION OF MENTAL DISORDERS. 


Of the asylum inmates, 85-79% were males and the remainder females. 
The types of mental disorders from which the females suffered were as shown 
in the following table : 
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Type of insanity. Sub-type. Number of cases. 
Schizophrenic psychoses : 
Dementia precox . . Simple . ; : ; 3 
Paranoid . : ; I 
Psychopathic constitution . No factor ascertained f I 
Affective psychoses : 

Manic-depressive . ; Elation and depression . 3 
Epileptic psychoses . ; d i : À : I 
Psychoses associated with 

organic brain disease i Trauma . ; ; ; I 

k Hæmospirochætosis . : I 
Dementia . : : : Climacteric : : ; I 


The number of women suffering from mental disorder is small as compared 
to the number of men ; this may be because the native women lead a circum- 
scribed and protected life from birth until death. As children they are but 
rarely educated, and from early life onwards their thoughts are directed towards 
the main function of woman—to bear children. Shortly after menstruation 
commences they marry, and with the birth of their first children they become 
even more attached to the village, and its associations. They function as 
producers of children and of food, and as the chief instruments of pleasure 
for the men. Their life is essentially simple, and their pleasures consist of 
gossiping, dancing and singing. As they grow older and their children depart, 
they tend to develop a decided Íiking for beer, and they train themselves to 
be efficient brewers. l 

These women do not come into intimate contact with Europeans, and their 
minds lack the stimulation which the male mind encounters by such contact. 
Intellectually they remain unmoved, and they are very conservative, and 
reluctant to permit any interference with their established habits and customs. 

They possess great power in matters affecting the family life, as most of 
the tribes in the territory are matrilineal, and one is constantly meeting cases 
in which the influence of the mother or of her family has completely modified 
the desires of a father. A common example is that of the man who frequently 
visits a hospital in order to receive treatment, and is anxious to bring his 
sick child with him, but his wife absolutely refuses to grant the necessary 
permission. In such ways the power of these women is utilized to resist 
progress, and in the future it should be made an essential part of any campaign 
having as its object the improvement of native life to secure the goodwill of 
the womenfolk. 

As an etiological factor of importance in mental disorders in the native 
women, critical periods play a major part, and it would thus appear that 
endocrine imbalance exerts considerable influence, for puberty, adolescence 
and the climacteric are all associated with glandular modifications. 
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(7) EDUCATION AND MENTAL DISORDER. 


Of the total number of asylum inmates 16-6% had received some education, 
and the remainder were illiterate and unschooled. Eight schizophrenics, 
forming 26:6% of the members of this group, had been educated at mission 
schools, and of these one had been a teacher, one a hospital assistant, and 
another a clerk. 

Among the sufferers from affective psychoses, 3 subjects, forming 16:62% 
of the group, had received school tuition, and one of them had been formerly 
an interpreter of Portuguese. 

Three members of the psychopathic group had been educated, two of whom 
were formerly schoolmasters. It is significant that the educated insane appear 
to fall into one of the three above-mentioned groups. 


(8) DELUSIONS, HALLUCINATIONS AND ILLUSIONS. 


For the purpose of estimating the respective influences of ordinary native 
life and Europeanized native life on the production of mental disorder, the 
delusions were divided into native and European types, and by the latter is 
meant a delusion which could not have occurred before the advent of Europeans 
to this country ; thus a delusion concerning stores, motors, or the Bible is 
classed in the latter category. 

The following table shows the relative proportions of the two types of 
delusion in the various disorders : 


Type of mental Percentage of European - Native 
disorder. patients delusional. type. type. 
Oligophrenia . a i Nil ; Nil ; Nil 
Schizophrenia i . 80 : 80 ; 20 
Affective psychoses 55:5 : 30 ; 70 
Psychopathic constitution 
and paranoia ‘ í 85:7 ; 50 50 
Epileptic psychoses : 45°4 ; 40 ‘ 60 
G.P.I. . ; 75 ; 100 
Psychoses associated with 
organic brain disease . 75 f 33°3 (i 66-6 
Dementia. ; 66:6 : p3 ; 100 
Average for all mma ; 69:6 i 47:6 ‘ 52:3 


It will be noted that mental disorder likely to be produced by European 
conditions of life has a great preponderance of European delusions ; thus 80° 
of the schizophrenics and 100% of the general paralytics had delusions of this 
type, whereas the dements all had delusions of the native type. 

Delusions of a religious nature were more common in the schizophrenics, 
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and in a considerable number of cases the individuals imagined themselves to 
be “ white men ”. 

Hallucinations occurred in 31% of the patients, but illusions were very 
uncommon, and were noted in only one patient. 


(9) CRIMINAL LUNATICS AND CRIME INCIDENCE. 


Of the total asylum inmates, 57:1% were criminal lunatics, and the following 
table gives the group incidence and the nature of the crimes committed : 


Incidence of 


Type of mental disorder. Nature of crimes committed. 


criminals. 
Psychopathic constitution . 57:1% . Murder 3, manslaughter 1. 
and paranoia 
Epileptic psychoses : - 90% . Murder 7, arson I, larceny 1, 
assault I. 
Dementia . . ; . 66-6% . Arson 2, murder 2. 
Oligophrenia : . 50% . Murder 1. | ; 
Psychoses associated with 20% . Arson I, carnal knowledge and 
organic brain disease larceny I. 
Affective psychoses : i 50% . Murder 3, assault 2, suicide 3, 
arson 2. 
Schizophrenic psychoses . 50% . Murder 5, arson 6, larceny I, 
assault 3, rape I. 
General paralysis . ; - 50% . Larceny 1, assault 1. 
Undetermined . ; . 100% . Arson I. 
(I case) 


A comparison of the crimes committed by criminal lunatics in Nyasaland, 
Kenya and England is of interest and worthy of comment. It appears that 
murder is by far the commonest crime amongst the mentally disordered African 
natives, as compared with larceny in Europeans. Arson is the next most 
common offence in the native peoples as compared with sexual offences in the 
Europeans, the latter type of crime being comparatively rare in the natives. 


Incidence of Crime in Mentally Disordered People. 


Nature of crime. Nyasaland natives. Kenya natives. Europeans. 
Murder . ‘ i 48% ‘ 60% : 1°7% 
Manslaughter f 2% ; 10% : ? 
Arson . 5 26% : 10% : 1:7% 
Larceny . . 8% ; 10% . 31:3% 
Assault . i 12% : 5% i ? 
Sexual . i Ay, ? 21°8% 


The figures quoted above support the opinion that the nearer one descends 
to the state of primitive man, the more keen is the desire to kill. The native 
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whose threshold of control is injured by disease is frequently homicidal, whereas 
the European defective is more inclined to commit theft, or to perpetrate a 
sexual assault. It should also be mentioned that a possible contributory 
factor to the high incidence of homicide amongst the natives is the fact that 
weapons for committing such deeds are always at hand, and in the villages 
spears, knives and axes are found in the possession of each individual, either 
in his house or on his person ; and when it is remembered that after sunset 
the villages and the huts therein are plunged into darkness, it will be appreciated 
that the opportunities for committing homicidal attacks are very favourable. 

Crimes committed by schizophrenics.—Nearly one-half of the offences com- 
mitted by these defectives were of a violent nature, as compared with 12° in 
the case of Europeans suffering from a similar condition. Sexual crimes were 
perpetrated by 3:3% of the native as compared with 6% of the European 
sufferers. | Arson was very common in the natives, and accounted for 37:5% 
of the offences. With one exception, all sexual aberrations noted in the 
asylum inmates occurred in schizophrenics. 

The native schizophrenics with their sexual disturbances and European 
type of delusions, and their fondness for offence against property in contrast 
to offence against persons, seem to manifest a more European attitude of 
mind than the members of the other groups. 

Crimes committed by dements——Murder and arson occurred with equal 
frequency amongst the native dements, as contrasted to crimes of a trivial 
nature amongst European dements. 

Crimes committed by epileptics—64% of the epileptics were murderers, 
but it is not known how many of these crimes were definitely associated with 
an actual manifestation of epilepsy at the moment of commitment, and it is 
interesting to note that the majority of offences perpetrated by European 
epileptics have but little relationship to the actual disorder. 

Crimes committed by sufferers from psychoses associated with organic brain 
disease—Nothing of importance can be noted here: Arson, larceny and 
unlawful carnal knowledge accounted for one case each. 

Crimes committed by affective psychottcs.—Murder, attempted murder or 
assault were committed by 50% of the sufferers, suicide or attempted suicide 
by 30%, and arson by 20%. Suicide and murder are much less common 
crimes amongst the European sufferers from this disorder, the corresponding 
figures being 16% and 21:9% respectively. 

Crimes committed by psychopaths and paranoiacs.—Of these all were guilty 
of murder or manslaughter. 


PART III. 
(1) THE PHYSICAL STATE OF THE ASYLUM INMATES. 


Heights and weights—The average measurements of the members of each 
group were as under-mentioned : 
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Group. 


Schizophrenic psychoses . 


Epileptic psychoses. 


Dementia 


Psychopathic constitution and 
paranoia 
Undetermined 


Average height. 
5 ft. 54 in. 
5, 6 ,, 
5 66. 
5 oD 5 a” 


5» 63 ,, 
5 39 II 29 


713 
Average weight. 
13155; lb. 
133 ”» 
1 
13470 ” 
128} , 
1333s, 
Io 


The average height and weight of all male inmates was 5 ft. 6 in. and 134 lb. 
respectively. 
The average height and weight of all female inmates was 5 ft. ? in. and 


110% lb. respectively. 


The average height and weight of 100 prisoners fed on the same scale of 
rations as the asylum inmates was 5 ft. 6 in. and 132 lb. respectively. 
There was thus no marked variation on the part of the inmates from the 


normal average figures. 


(2) CRANIAL MEASUREMENTS. 


The average cranial measurements for the members of each group and for 


I00 normal natives are shown in the following table : 


Group. 
Normal natives . 


Psychopaths 


Epileptics . 
Dements 


Oligophrenics 
Affectives . 


Psychotics with organic 


brain disease 


Confusionals (neuro- 
spirochetosis) . 


Schizophrenics 


G.P.I. 


Undetermined 


Height. 


14°32 cm. 


14°20 
13°90 
13°90 
14°00 
14°20 


13°50 


14°25 
14°20 
14:30 
15°00 


> 


Width. 


14°59 cm. 
14°70 ,, 
14:00 ,, 
14:00 ,, 
I4'50 ,, 
14:00 ,, 


14°58 ,, 


14:75 » 
14°40 ,, 
14°30 ,, 
15°50 5, 


Length. ee 
Ig°5Icm. . 75 
19°40 ,, . 76 
18:90 ,, 74 
19°40 ,, 72 
19:00 ,, 76 
19°30 ,, 72 
19°00 ,, 76 
18-75 _,, 78 
19°30 ,, 73 
19:00 ,, 75 
21:00 ,, 74 


Average cranial index for all inmates, 74:7. 


It will be noted that the psychopaths, oligophrenics and patients with 
neurospirochetosis fall into a mesaticephalic group, and the remainder into a 
dolichocephalic group. The epileptics fall well below the average in the three 


measurements, and the dements in height and width. 
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(3) BLoop PRESSURE. 


It was found that the blood-pressure of the inmates falls below the figures 
of the average for Europeans of a similar age : 


Group. a policy aint 
Psychopathics and paranoiacs 42:8 years . 127mm.Hg. . 93mm. Hg. 
Epueptics . a we. B52. a, . $27 M . 92 A 
Dements . ; : - 49°'I ,, . I40 3 . IOO P 
Oligophrenics . ; » 27'5 » . I50 a . IOO E 
Affectives . ; ; <. 34°6 ,, . 128 Z . 87 A 
Organic brain lesions . . 35°8 ,, . 210 y . I80 x 
Confusionals : ‘ . 34°0 ,, . 120 ” . 90 - 
Schizophrenics . À . 3I S . 134 a . %4 i3 
G.P.I. Eg u f . 47 ,, . 108 ” . 02 fi 


@ 
(4) NUTRITION AND GENERAL PHYSIQUE. 


Only 9:2% of the inmates were classified as being in a poor state of nutrition 
and of a poor physique. The following table is self-explanatory : 


State of nutrition and physique. 
Group. 


Very good. Good. Fair. Poor. 

Psychopaths : i gr a ies : 5 : I I 
Epileptics . $ i ; 3 ; 5 ; 2 I 
Dements . : : Bo. SS ‘ I 4 I 
Oligophrenics . : ese ; I bi I 
Affectives . : ; ; I . IO 6 I 
Organic brain disease . 2 ee ; 2 I 
Confusionals ; ; ao A ; 2 

Schizophrenics . : i I . I5 . IO ; 4 
G.P.I. : i : ae ‘ 3 go Ai : I 
Undetermined . ; n. ay : I 


——_ Ga eeen 


Total . 3 : i 5 © 45 <- 24 . IO 
Percentage of total inmates . 58 . 53°57. 28:57.  II9 


PART IV. 
ILLNESSES, REMOTE AND RECENT, SUFFERED BY THE INMATES. 


Consideration is here given both to the diseases suffered previous to confine- 
ment and during confinement. 26-1% of the inmates have suffered from 
clinical malaria, 607% from hookworm disease, and 11-9% from pellagra. 
The latter condition was unknown in the asylum until 1925, when a criminal 


1936. ] BY HORACE M. SHELLEY AND W. H. WATSON. 715 


lunatic suffering from the disease was transferred from the prison to the asylum, 
with the apparent result that several inmates contracted the malady shortly 
afterwards. The following chart shows the incidence of illness in the members 
of each group: 


Chart to Show Group Illnesses and Total Illnesses. 


vs b 
Hy R 
.(38 046] 4 Si 
Z i o R]g 48/ £ 
Z |a| gsi gia] sl E 
2/2] 2/8/68 2) 8) 2/2818, 3 
SNe tate S |e <|8g|/o/8 i5 | £ 
| 
Malaria 4 2 2| 2 I SNP iat eee 
Ameoebiasis . ; al mah a i) ax I | ah lasg 6 
Hookworm . i elo 5 6l 4 2 2 | I . | 5I 
Tzniasis E | ae oe ais af I 
Ascariasis Tt e I g 8 
Schitosomiasis shee Eo) ap ; I | 7 
Leprosy, . . A a arus es i per 2 
Influenza . ; all. aus a eee ree I Tj} +.) 15 
Gonorrhea . a eee TP), nbs Pee Ja re laas -A 
Syphilis : a ee ae I cs 4 
Tubercular glands (other | 
than neurosyphilitic) . TEET I 
Pneumonia . ; : aah Gua 3 
Enteritis PRP I 
Bacillary dysentery ahm l Seed Is Sone? a T E E 
Cellulitis ; A s g Spr) e ea I a M aes I 
Pleurisy ; : sl sae IY Grad? wee I eal (eee oe ee I 
Otitis media eae eres Sm 4. tae I 
Chronic ulcer ; 2 ee I a | Seta deus I 
Asthma . : wilh ce ; Gal Meee eee oa a F 3 
Pellagra ‘ ; TETH Nh Bis 2 Ge I kgg BO 
Keloids ; ETTE ET ; I 
Hyperthyroidism . sa I I 
Total ‘ | g|18|10| 4 | 9 3 | I 144 
t 


PART V. 
(1) REsuLts oF BLoop, FÆCES AND URINE SURVEY. 


Specimens of blood, urine and fæces were obtained from as many of the 
inmates as possible, with the undermentioned results: 

14% of the inmates gave a positive modified Sachs-Georgi test, indicating 
active hemospirochetosis, and of these 3 had general paralysis, and 2 others 
were classified in the neurospirochetosis group. 

Parasites of benign tertian malaria were present in the blood of 11:9% of 
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the inmates, and malignant tertian parasites were observed in 7%, giving a 
combined total of 18-9% . 

The urine of 11:9% of the inmates contained the ova of Schistosoma 
hematobium. 

26-1% of the fecal specimens contained hookworm ova, 16:6% the cysts 
of Entameba coli, and 4:7% the vegetative forms of Entameba histolytica. 
Ova of Schistosoma mansoni were found in 3:5% of the specimens. 

These results suggest that the sanitation of the asylum is defective, and 
that constant fresh infestations and re-infestations are occurring. 

The detailed results are tabulated in the following table : 


| 


; | z 
i EJee ž 2 
E | s/s s{<¢]/s 18) 8 & 
Group. Brel; ela], ]/a]é k oA es 
== eae ae ae eae. F «| 2|s |¢3 
$/ 8) 2] e!)/2]/ 2/2 )/2) 2'3/ l| 
sie le | 2H Ela fjsl| sé 216: 
a S pS ae ener ee ee | 
G.P.I. 2 I 3 
Organics . ) a ree 2 
Epileptics € 3| 3 I I 
Confusionals (neuro- 
spirochætosis) E I 2 
Undetermined . ah ae E elll eee s 
Schizophrenics . | 8j 5 I I 2 
Affectives ‘ -| 4 2 2 p 32 
Psychopaths ‘ ee ee oe eee be peal 
Dements . ‘ | 3 Zalai I | 
Total. : .| 22 | 14| 4 | 3 12 
Percentage inmates .| 26 | 16 |47 | 3°5 Peale SP Game: i 7I .. 1473 
| | 


(2) HISTORIES AND PERIODS OF INSANITY PRIOR TO ADMISSION 
INTO THE ASYLUM. 


(1) Psychopathic and paranoid group.—One subject had been “ mad ” for 
four years previous to admission, and another had evidence of mental derange- 
ment for a period of ten years previous to certification, and in the interim he 
became the father of eight children. 

(2) Epileptic group.—Two subjects were epileptic from early childhood, 
and 3 others were known to be epileptics for 3, 8 and 12 years respectively 
before entering the asylum. 

(3) Dementia group.—One subject had pellagra on admission. Another 
inmate, a very old man, was reputed to have committed a murder before the 
Europeans occupied the country, which is about 55 years ago. Two further 
subjects were regarded as insane for 2 and 4 years respectively before admission. 
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(4) Oligophrenic group.—One subject was deaf and dumb from birth, and 
the other was an idiot from early childhood. 

(5) Organic brain lesion group.—One subject had a depressed fracture of the 
skull and became mentally abnormal 4 years later ; another inmate had a history 
of previous syphilis which was associated with fits. 

(6) Affective group.—Two inmates were insane for 21 years before certifi- 
cation ; another was “‘ queer ” for years before, and a fourth was noted to be 
violent a year before admission. 

(7) Schizophrenic group—In 8 of these inmates the first symptoms of 
mental abnormality were noted when they were the following ages respectively: 
35, 22, 28, 27, 35, 25, 25 and 20 years. One subject became “mad” at 
puberty, and another became very excitable at puberty. One was sexually 
precocious, another was ‘‘ queer” for years before admission, and another 
was stated always to have been “ mad ”’. 

(8) General paralysis group.—Only two subjects gave a definite history of 
previous syphilis. Another member of this group was noted to be mentally 
abnormal 5 years previous to certification. 

(9) Confusional (neurospirochatosts) group.—One member of this group 
was ‘‘ queer ’’ 3 years previous to certification. 

It must be explained that it was only with great difficulty that the above 
histories were obtained, and thus the information given may appear rather 
incomplete and lacking in detail, but such a circumstance was unavoidable. 


PART VI. 
FAMILY HISTORIES. 


Here again the difficulties in obtaining an accurate family history were 
almost insuperable. 

(1) Psychopathic group—One subject had an insane mother, and his father 
and 2 of his sisters died from tuberculosis. 

(2) Epileptic group.—Hereditary influence was detected in 2 cases, for one 
inmate had an epileptic mother, and another had an epileptic maternal uncle 
and an epileptic son. 

(3) Affective group.—Two subjects had insane fathers, and another had 
2 insane children. 

(4) Schizophrenic group. —One inmate had an insane mother, and another 
an insane father. 

Family histories could not be obtained with any accuracy from the members 
of the remaining groups, but from the information available it will be observed 
that 9'5% of the inmates supplied evidence of hereditary influences in their 
mental aberrations. 


LXXXII. 49 
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PART VII. 
RELATIONSHIP OF EUROPEAN CONTACT TO INSANITY. 


Native existence is essentially communal, whereas European life is much 
more individualistic, and Europeans in the past have sought to impose this 
individualism upon the natives. In religion the native is expected to jump 
from animism to an idealistic Christianity ; in the sphere of Government he is 
dealt with as an individual taxpayer, and is held personally responsible for all 
his acts, whereas formerly he was one of a family, and the family was held 
responsible for him. In his work he is introduced to personal contracts, and 
the temptations of money in his pocket, and the complete absence of tribal 
rule in townships. 

When it is remembered that Europeans do not present a united front in 
matters concerning the treatment of natives, and that the native has to expect 
one kind of treatment from missionaries, another from officials, and another 
from those engaged in commerce, it is small wonder that his sense of values is 
confused, and often completely distorted. 

Until recent times the native led a free and normal sex life, and he was 
brought up to view sex matters in a simple and straightforward manner. As 
a child he was informed at an early age concerning the ‘‘ mystery ”’ of life, 
and there was no “ hush-hush ” attitude on the part of his elders. The girls 
were taught as part of their duties the technique necessary in order to give 
sexual satisfaction to the menfolk, and marriage was regarded as an affair 
of families. There were strict rules concerning times of abstinence from inter- 
course, and in order to permit full freedom to accumulated lust orgiastic 
dances were arranged. 

Increasing civilization, particularly amongst the Christianized natives, has 
tended to cause a delay in marriage, and an unnatural repression of sexual 
desire. The unsophisticated village maiden has but little sex consciousness, 
and one has been abashed by the serene and innocent appearance of these 
naked creatures. 

It is noteworthy that as regards insanity, sexual disturbances are frequent 
amongst the members of the schizophrenic group, but do not occur or have not 
been detected in the members of the other groups. Suicide may also be taken 
as a rough guide to mental instability, and it is the opinion of the writers that 
this method of terminating life is increasing in frequency. 

Europeanization of the natives must exert on those of psychopathic inhen- 
tance a strain of such magnitude that mental breakdown of a considerable 
proportion of these subjects is hkely to occur, but it should be appreciated 
that this opinion does not refer to the average native, but only to those 
unfortunates who are the offsprings of a mentally feeble stock. 

During the last few years a different attitude has been adopted by Europeans 
towards the problems of native life; a modified system of indirect rule has 
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been established, which should influence those natives who are intelligent to 
pay more attention towards the solution of their own problems associated 
with a new evolving tribal life. The missions and the Government have become 
increasingly aware of the danger of an entirely scholastic training for the 
natives, and now a system of vocational training has been advocated. It 1s 
probable that more than chance is necessary to explain the fact that not one 
of the educated inmates in the asylum was formerly engaged in a manual 
occupation or a trade. 


PART VIII.—A DETAILED CONSIDERATION OF EACH GROUP. 
(1) PSYCHOPATHIC CONSTITUTION. 
(a) Psychopathic constitution 


and paranoia . Toxic factors : infective : Leprosy . I 
(b) Ditto : : : . No factor ascertained ; 4 
(c) w i ; ; ; . Maladjustments of social life . I 
(d) , . : : : . Heredity: psychotic I 


General : 8-5% of the total inmates are classified in this group, and of these 
85:7°% are males and 14:2% females. The average estimated age on admission 
to the asylum was 42:8 years. The tribal incidence and district distribution 
of the cases did not suggest any facts of importance. The average cranial 
measurements were—height 14 cm., width 14:5 cm., length 19:35 cm. ; average 
cranial index 76. No gross abnormality was observed in the measurements, 
but it is worthy of note that the psychopaths fall into a mesaticephalic group. 

Previous histories : Little information on this point was elicited, but one 
man had been mad for 4 years previous to admission, and another for ro years. 

Family histories: Heredity appeared to have played a part in one case—a 
mission school-teacher who had an insane mother. 

Previous illness : Two of the subiects were lepers, otherwise nothing of 
importance was noted. | 

Physical state: Nutrition and physique—good 5, fair 1, poor 1. Average 
height 5 ft. 6 in.; average weight 134°5 lb. Average blood-pressure— 
systolic 126 mm. Hg, diastolic go mm. Hg. 

Nervous system : Signs of organic disease were only detected in one subject, 
whose reflexes were not elicited. l 

Education: 42:8% of the subjects had received some education, and 2 of 
them were formerly schoolmasters. 

Mental state : Delusions were present in 85:7% of the cases, and hallucina- 
tions in 14°2%. No illusions were noted. Homicidal tendencies were present 
in 71°4%, and 57:1% were criminal lunatics. Three had committed murder, 
and I manslaughter. 

Of the delusions, 3 subjects had those of a European type, and 2 those of a 
native type. 
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Examples of delusions : 
A. European Type. 


“ European promised to buy his chillies, but did not keep his promise, 
so he reported the matter to the police, and said that he would kill the 
native authority.” 

“ Worried about conditions in his grandfather’s village, which are 


all wrong.” (Patient spoke as a Christian referring to the moral side of 
village life.) 


B. Native Type. 
‘‘ A chief dislikes him because he commits adultery with the chief's 
wife.” 


‘“ His food is constantly being poisoned and people come into his room 
at night to do him injury.”’ 


(2) EPILEPTIC PSYCHOSES. 
(a) Heredity : epileptic 
(b) Endocrine 
(c) Cysticercosis ; 
(d) No history obtained 


“XN we HON 


General : 13:09% of the total inmates are classified in this group, and of 
these, 90:09% were males and the remainder females. The average estimated 
age on admission was 35°2 years. The tribal incidence and district distribution 
of the cases did not suggest any factors of importance. The average cranial 
measurements were—height 13-9 cm., width 14-05 cm., length 18-87 cm ; the 
cranial index was 74. It should be noted that the measurements fall below 
the average for the normal African. 

Previous histories: Two of the subjects were epileptics from childhood. 
One commenced to have fits at 12 years of age, and 2 during adulthood. 

Family histories : Hereditary influence was observed in 2 cases, I with an 
epileptic mother, and the other with an epileptic uncle. In the latter instance 
the patient had an epileptic son. 

Previous illness : One patient had marked manifestations of hyperthyroidism, 
but apart from this nothing of importance was recorded. 

Physical state : Nutrition and physique—very good 3, good 5, fair 2, poor I. 
Average height 5 ft. 6} in. ; average weight 1342 lb. Average blood-pressure— 
systolic 127 mm. Hg, diastolic 92 mm. Hg. 

Nervous system: No disturbances of sensation were noted, but 4 subjects 
had exaggerated reflexes, 6 had normal reflexes, and 1 had sluggish reflexes. 

Radiographs of skull: In the radiogram of the skull of r patient a 
calcified area was observed in the mid-cerebral region, having a close 
resemblance to the appearance of a cysticercus cellulose. 
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Blood examination : One subject had malignant tertian parasites in the 
blood-stream, and another gave a positive test for hemospirochetosis. 

Education: None of the subjects had received any schooling. 

Religions : All were non-sectarian, except I inmate who was a Christian. 

Mental state : Delusions were present in 45°4%, and of these 2 had delusions 
of a European type, and 3 of a native type. Hallucinations were present in 
18-1%. Post-epileptic mania had occurred in 18-1% of the cases, and violent 
attacks were noted in 27:2%. Loss of memory for recent events was well 
marked in I1 case. Homicidal tendencies were noted in 727%, and 90:09% 
were criminal lunatics, of which number, 7 had committed murder, I arson, 
I larceny, and I assault. 

Examples of delusions : 


A. European Type. 


“ Someone borrowed {200 from him.” 
‘‘ Government took his father’s cattle.” 


B. Native Type. 
“ Thinks herself chief of all the female inmates.” 


Examples of hallucinations : 
“ A spirit told her to give a special coin to the Superintendent.” 
‘‘ Saw his daughter sleeping with a man.” 


(3) SCHIZOPHRENIC PSYCHOSES. 


(a) Dementia præcox. Simple: Adolescence 6 
(b) " ý „ Puberty I 
(c) - i Paranoid : Adolescence 2 
(d) ” » ” Puberty I 
(e) a Pe No factors ee ere 4 
(J) es G m Maladjustments of sex 

life I 
(g) ” Pe m Maladjustments of sal 

life I 
(h) = j Narcotic drugs I 
(2) i m Hebephtenic: Psychotic heredity . 2 
(7) z n y No history obtained 2 
(k) ii 5 J Adolescence . 8 
(2) F y R Maladjustments of 


social life . i I 
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General : 35:7% of the total inmates were schizophrenics, and of these, 
86:6% were males and the remainder females. The average age on admisssion 
was 30:9 years. The tribal incidence indicated a definite predominance of the 
condition in natives who had been in close contact with European civilizing 
influence, and the district distribution supported this opinion, as cases were 
noted to occur more commonly in the vicinity of the major townships. 

The average cranial measurements were—height 14-2 cm., width 14:4 cm., 
length 19:3 cm.; cranial index 73. It will be noted that these measurements 
do not indicate any marked departure from the normal. 

Previous histories: The respective ages of certain of the subjects when 
symptoms were first noted were as follows : 20, 22, 25, 28, 27, 35 years. 

One subject was sexually precocious, 2 were ‘“‘ mad ” from puberty, 1 had 
been queer for years before admission, and another had ‘‘ always’’ been 
mad. 

Family histories : Hereditary influence appeared to play a part in 2 of the 
patients, r had an insane mother, and the other had an insane father. 

Previous illnesses: 21 (70%) suffered from hookworm, 8 (26:6°) from 
malaria, and 6 (20%) had had pellagra. In the case of the latter disease none 
of the subjects had suffered from it previous to their admission into the 
asylum. i 

Physical state: Nutrition and physique—very good 1, good 15, fair Io, 
poor 2. Average blood-pressure (rr subjects)—systolic 134 mm. Hg, 
diastolic 94 mm. Hg. 

Nervous system: 18 subjects responded normally to all tests. Five had 
much exaggerated deep reflexes, 3 had increased deep reflexes, and in 3 others 
no reflex response could be obtained. 

No abnormal fundi were observed on ophthalmoscopic examination. 

Blood examination: Eight subjects harboured malarial parasites, and sera 
from 2 other cases gave positive tests for hemospirochetosis. 

Education: Eight subjects, forming 26-6% of the schizophrenics, had 
received an education at a mission school. Of these, ı had been a teacher, 
I a hospital assistant, and 1 a clerk. Six of these educated schizophrenics had 
travelled to other countries, such as South Africa and Southern Rhodesia. 

Religious beliefs : Three claimed to be Roman Catholics, and another was 
a professed Christian without any specific denomination. 

Mental state: Delusions were present in 80% of the cases, and of these 
the great majority were of the European type. 

Hallucinations were present in 166%, homicidal tendencies in 36-6°.5, 
suicidal tendencies in 3°3%, sexual disturbances in 46°6°%, and liability to 
suffer sudden outbreaks of violence in 46:6%. 

53:3% of these cases were criminal. The commonest offence was arson—a 
crime which was committed with greater frequency by the schizophrenics than 
the members of any other group. 
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Crimes and Offences Committed by Schizophrenics. 


Type of schizophrenia. 
Crime. 
Simple. Hebephrenic. Paranoid. Total. 


Murder = ee ; gi ; 4 : 4 
Arson . ; 4 : I I ; 6 
Assault : : T 3 
Rape . o ; T ; I I 
Larceny so ph : I I 
Attempted 

murder. .. : I ; os ; I 


ammen pun 


Total . 4 


On 
oO 
ba 

oO 


Examples of delusions : 
A. European Type. 


“ Very rich man and built asylum at his own expense.” 

‘“ Heaven and earth are separated and he wants to join them.” 
“Owns Port Herald, and is married to a white girl.” 

“ Owns a silver mine. Is the son of a King, an Englishman.” 


B. Native Type. 


“Isa lion. Wants to kill people and eat them.” 
‘““ Thought he was a barking dog, and tried to bite people.” 
“ His wife is always committing adultery.” 

Conclusions : The most important features of the schizophrenic psychoses in 
this country are the high incidence of such disorders as compared with other 
types, their close relationship to Europeanization, as shown by the tribal, 
district and educational distribution, the high incidence of the European type 
of delusions, and the high rate of sexual disturbances. 


(4) DEMENTIA. 


(a) Dementia: Pellagra I 
(b) y Senility 3 
(c) S Climacteric I 
(d) n Endocrine . I 


General : 7:16% of the total inmates suffered from dementia, and of these 
83:3% were males. The average estimated age on admission was 49'I years. 
The tribal and district incidences do not warrant any special comment. 

The average cranial measurements were—height 13:9 cm., width 14 cm., 
length 19:4 cm. ; cranial index 72. The dements thus fall below the average 
in height and width. 
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Previous histories : One dement was stated to have committed a murder 
over 50 years ago, before any Europeans had come to the country. Two cases 
were first noted to be insane 2 and 4 years respectively before admission. One 
patient was a pellagrin on admission. 

Family histories: No details concerning the family histories of these 
subjects could be obtained. 

Previous illnesses : Two of the patients had pellagra, r on admission and 
the other after admission. Two others had active malarial infection. 

Physical state: Nutrition and physique—good r, fair 4, poor I. Average 
height 5 ft. 5 in.; average weight 1284 lb. Average blood-pressure— 
systolic 140 mm. Hg, diastolic 100 mm. Hg. 

Nervous system: In 3 subjects the reflexes were normal, in 2 they were 
sluggish, and in I exaggerated. One subject was deaf, and 1 exhibited well- 
marked echopraxia and katatonia. 

Education: None of the subjects had received any education. 

Mental state: Delusions were present in 2 cases, illusions in 1, and hallu- 
cinations in 1. Homicidal tendencies were manifest in 2 cases, and suicidal 
tendencies in 1. Three subjects had repeated violent attacks, and 2 had 
committed arson. 

Two-thirds of the dements were criminal lunatics. 

Examples of delusions (all delusions were of the native type) : 

i “ Wounded by invisible bodies.” 
“ Burned his hut, because his mother sent a spirit to live in it.” 


(5) AFFECTIVE PSYCHOSES. 


(a) Manic-depressive: Syphilis, acquired i : i I 
(b) j No factors ascertained 
(c) 3 (Elation only): No factors ascer- 
tained . ' ; i ; 2 
(d) y Heredity—psychotic i I 
(e) j» (Depression only): Psychotic 
heredity : : ; I 
(f) 5 Heredity. Previous attacks of 
insanity ; : I 
(g) 5 Adolescence : 3 
(h) i Focal sepsis i ; ; I 
(:) n Previous attacks of insanity I 
(7) 5 Maladjustments of sexual life I 
(k) 5 Pellagra : : : : I 
(2) i Heredity. Previous attacks of 


insanity ; ` i ; I 
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Tribal distribution : Two-thirds of the patients were members of the Yao, 
Nyanja and Ngoni tribes, which are tribes that have been in intimate contact 
with Europeans for many years. 

District distribution: Most of the patients came from the vicinity of 
important townships in the Southern Province. 

General: The manic-depressives formed 21:4% of the asylum population, 
and 83-8°% of them were males. The average estimated age of the subjects 
on admission was 34:6 years. The average cranial measurements were—height 
142 cm., width 14 cm., length 19-3 cm. ; cranial index 72. 

Previous histories: Two subjects had been mentally disordered for over 
20 years previous to admission, another had been ‘‘ queer ” for an indefinite 
time before certification, and another had had attacks of violence for I year 
before entering the asylum. 

Family histories: One patient had 2 mentally disordered children, and 
another had an insane father. 

Previous illnesses: One patient was a pellagrin, 2 had had syphilis, one 
had tubercular adenitis, and 5 harboured malarial parasites. 

Physical state: Nutrition and physique—very good I, good 10, fair 6, 
poor I. Average height 5 ft. 5¢ in.; average weight 131; lb. Average 
blood-pressure—systolic 128 mm. Hg, diastolic 87 mm. Hg. 

Nervous system : Two had exaggerated reflexes, 1 had sluggish reflexes, and 
in 2 others the reflexes were not obtained. No other evidence of organic 
nerve trouble was elicited. 

Education: Three of the subjects had received some education, and one 
had been a Portuguese interpreter. Four had travelled and worked in the 
neighbouring countries. 

Mental state : Delusions were present in 55:5% of the cases. Hallucinations 
were present in 16:6°%, homicidal tendencies in 44°4%, suicidal tendencies in 
33°3°%- 388% had suffered from violent attacks. 50% were criminal 
lunatics. 

Attacks of mania had occurred in 16°6°%, melancholia in 16:6% , and alter- 
nating mania and melancholia in 332%. The crimes committed by the 
criminal cases were—murder 3, arson 2, assault 2, suicide 3. 

Examples of delusions : 


A. European Type. 


“ Thinks his relatives are white people.” 
‘‘ A certain man is chasing his wife.” 


B. Native Type. 


“ Relatives believe him to be a witch.” 
“ Has been made a chief because he killed so many people.” 
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Examples of hallucinations : 


“ Heard people say you had better kill Nyomola by pulling his privates.” 
“ He has seen people in his cell at night touching his testicles.”’ 


(6) OLIGOPHRENIA. 


(a) Oligophrenia: Idiocy— birth injury . . I 
(b) Fe Moral deficiency—deprivation 
of special senses ; ; I 


General : Twoinmates, forming 2-3% of the total, were oligophrenics. The 
average estimated age on admission was 27:5 years. The tribal and district 
distributions failed to warrant special comment. 

The average cranial measurements were—height 14 cm., width 14:5 cm., 
length 19 cm. ; cranial index 76. 

Previous histories : One subject had been deaf and dumb from birth ; the 
other had been an idiot from early childhood. 

Family histories : No family histories could be obtained. 

Previous illnesses : One subject had had clinical malaria, and both were 
infested by hookworms. 

Physical state: Nutrition and physique—good 1, poor I. Average height 
5 ft. 7 in; average weight 145 lb. Blood-pressure (one subject only)— 
systolic 150 mm. Hg. diastolic roo mm. Hg. 

Nervous system : One had exaggerated deep reflexes with no other signs, 
and the other was quite normal. 

Education: Neither of the subjects had received any education. 

Mental state: One was periodically violent and childish. He wanted the 
Superintendent to hold him in his arms like a baby. His habits were filthy, 
and he had on one occasion attempted suicide. . 

The other subject was bad-tempered, always ready to assault, and had 
tried to commit sodomy. He was a criminal who had formerly been charged 
with murder. 

Neither of the subjects appeared to have any delusions, illusions or 
hallucinations. 


(7) GENERAL PARALYSIS AND OTHER PSYCHOSES ASSOCIATED WITH 
ORGANIC BRAIN DISEASE. 


(a) General paralysis: Neurospirochetosis, acquired 4 
(b) Psychoses associated with organic brain disease 
and confusional states : 
Neurospirochetosis, acquired . : : 4 
(c) Ditto: | 
Injury . i ; ' ; ; i I 
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General : 105% of the inmates were classified in this group. All were 
males with the exception of two. The average estimated age on admission 
was 41:3 years. The tribal and district distributions did not call for any 
special comment. The average cranial measurements were—height 14 cm., 
width 14:4 cm., length 18-9 cm. ; cranial index 76. 

Previous histories : Two subjects gave a definite history of previous syphilitic 
infection. One subject was noted to be mentally disordered 5 years previous 
to admission, and another was observed to be “ queer ” for 3 years previous 
to certification. One subject, a female, sustained a depressed fracture of the 
skull, and became mentally disordered 4 years later. 

Family histories : No family histories could be obtained. 

Previous illnesses : One subject had had pellagra after entering the asylum, 
and another had had clinical malaria. 

Physical state : Nutrition and physique—good 7, fair 1, paralytic r. Average 
height 5 ft. 6 in; average weight—r130°-4 lb. Average blood-pressure— 
systolic 136 mm. Hg, diastolic 113 mm. Hg. 

Blood examination: Seven (77%) of the subjects gave positive tests for 
hzmospirochetosis. . 

Nervous system: One subject was completely paralytic and speechless. 
He had Argyll Robertson pupils with absent deep reflexes. He died, and 
histological examination of his brain revealed it to contain many treponemata. 
Five of the remaining subjects had greatly exaggerated deep reflexes. Four 
had definite tongue tremors of the ‘‘ trombone ” type, associated with slurred 
speech. 

Education: None of the subjects had received any education. Two had 
travelled to the neighbouring territories. 

Mental state: Delusions were present in 5 (55°,) of the subjects, hallu- 
cinations in 2 (22%), homicidal tendencies in 1 (11°), suicidal tendencies in 1 
(11%), and paralysis in r (11%). Four were criminal lunatics, their crimes 
being larceny, arson, unlawful carnal knowledge and assault. 

Examples of delusions : All the delusions were of the European type. 

“Thinks himself God and principal headman of the sky.” 
“ Thinks himself very wealthy.’ 
“ Lives at Government House, which a previous Governor gave him.” 
“ Is commander of a great army.” 
Examples of hallucinations : 
‘ God tells him things at night-time.” 
‘“* Received numerous messages from Heaven.” 


General paralysis and syphilis of the nervous system in A fricans.—In making 
an endeavour to decide the relative incidence of mental disorder due to 
syphilitic infection, the vexed question of the differentiation of yaws and syphilis 
comes into immediate prominence. Unfortunately serum tests are of no 
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assistance in this connection, and thus one is compelled to classify such disorders 
as due to neurospirochztosis—a descriptive term invented by Gordon. 

The writers are convinced that all the 8 cases at present in the asylum 
which have been ascribed to neurospirochetosis are really general paralytics, 
but in order to avoid any misapprehension the details of these cases are 
mentioned below. 


Case 1.—Male, æt. 40. Unable to speak properly; can only voice occasional 
monosyllables. Completely paralytic. This patient died two years after admission, 
and many treponemata were discovered in his brain. 

Case 2.—Male, zt. 38. Speech slurred. Tongue tremulous. Reflexes exag- 
gerated. Pupils normal. Has delusions of persecution. Guilty of repeated petty 
larceny and unlawful carnal knowledge. Blood strongly positive for hemospiro- 
chztosis. 

CasE 3.—Male, æt. 40. Speech indistinct and slurred. Reflexes exaggerated. 
Pupils normal. Delusions of great wealth, and full of extravagant ideas. Blood 
strongly positive for hemospirochetosis. 

CasE 4.—Female, xt. 38. Degenerate both mentally and physically. Lies 
curled up on the floor beneath a mat. Cannot walk. Never attempts to speak. 
Reflexes absent. Filthy habits. Forces her hand into her vagina. History of 
syphilis on admission. Blood strongly positive for hemospirocheztosis. 

CASE 5.—Male, æt. 28. Tremor of tongue. Reflexes exaggerated. Grandiose 
delusions. Blood strongly positive for hemospirochetosis. 

Case 6.—Male, æt. 40. History of primary syphilis. Reflexes exaggerated. 
No tongue tremor or pupillary changes. ‘' Has secrets to communicate.” Blood 
strongly positive for hemospirochetosis. 

Case 7.—Male, æt. 37. Reflexes exaggerated. Blood strongly positive for 
hzmospirochetosis. Hallucinations of sight and receives constant messages from 
Heaven. 

Case 8.—Male, zt. 50, an ex-soldier. Reflexes exaggerated. Blood strongly 
positive for hemospirochetosis. Delusions of grandeur. 


The modern treatment of general paralysis has proved the value of induced 
malarial attacks in alleviating the condition, and when it is remembered that 
malaria is hyperendemic in this country, it is not difficult to appreciate that 
gross modification may take place in the manifestations of general paralysis in 
the natives, and thus cases presenting all the typical features of general 
paralysis are but rarely observed. 


(8) UNDETERMINED TYPE. 


One inmate had to be classified as ‘‘ undetermined ’’. 

General: Age on admission was 30 years. Cranial measurements—height 
15 cm., width 15:5 cm., length 21 cm. 

Previous history and family history : Not obtainable. 

Physique : Good. 

Nervous system: Deep reflexes exaggerated. 

Education : Has been to South Africa. 

Mental state: Shouts and makes a noise at night-time. Nz else. Is a 
criminal patient who was charged with arson. 
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PART IX.—ADDENDA. 


(1) THE PART PLAYED BY CONSTITUTIONAL STATES IN THE 
FETIOLOGY OF MENTAL DISORDER. 


It is well recognized that bodily ailments exert an important influence in 
the ztiology of mental disorder, and of the subjects investigated 26:1% had 
suffered from clinical malaria, 60:7% from hookworm, 11-9% from pellagra, 
and 14% from hemospirochetosis. 

The part played by malaria may be of great importance, first because 
during childhood the disease has a particular affinity for nervous tissues, and 
leads to a retardation of mental as well as physical development, and secondly 
because during adulthood the disease can produce mental disorder without 
the aid of any other factor. It is, however, impossible for us to suggest the 
true importance of the malarial factor in the production of mental disorder, 
as no reliable statistics are available. 

It should be explained that the pellagrins, with one exception, all developed 
the disease after admission into the asylum. 


(2) THE NATIVE MURDERER. 


Half a century ago it was a biological virtue in the primitive man of this 
country, who was surrounded by wild beasts, and who was frequently involved 
in tribal wars and wars against slavery, to respond to any situation of danger 
by fight or flight. It cannot be expected that the native can exercise complete 
control over such powerful instincts after such a comparatively short period 
of contact with civilizing influences. Temporary insanity in the form of 
sudden and violent rages is well recognized by the natives, and has been 
commented upon by certain medical men in this country. There is a recog- 
nizable ‘“‘touch’’ about murders committed by natives in this state. The 
killer will assault his victim with great ferocity, attacking him with a spear, 
axe, or some other implement, until the body of his supposed enemy is horribly 
mutilated. Immediately after committing such a crime, the murderer appears 
to be so greatly relieved that he neglects to take any precautions to cover up 
his guilt, and leaves his weapons exposed at the site of the crime, or takes them 
to his dwelling and places them in the usual situation. A little later, as the 
sense of relief passes, he ‘‘ returns to earth ”, and ideas of safety or of covering 
up his guilt occur to him, and he may now hide the weapons or run for the 
border. 

When the murder has been discovered, the villagers are aware of the culprit 
at once, and immediately take sides, not as to the question of his guilt, which is 
obvious to all, but as to whether he killed the person who was really responsible 
for his misfortunes. In the old days the necessity for a murderer to abscond 
did not arise, for he was always certain of the support of his family for what 
at the most was considered an indiscretionate action. 
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SUMMARY. 


(1) The inmates of the Central Lunatic Asylum, Zomba, have been sub- 
mitted to a detailed examination of their mental and bodily states. 

(2) An estimate of mental disorder in the general native population revealed 
that there is approximately one certifiable mental patient in every 15,357 
people. This proportion is regarded by the wniters as a gross under-estimate. 

(3) The relative proportions of sufferers from the various types of mental 
disorder were as follows: Psychopathic constitution and paranoia 7, epileptic 
psychoses 11, dementia 6, oligophrenia 2, psychoses associated with organic 
brain disease, general paralysis and confusional states 9, affective psychoses 18, 
schizophrenia 30, undetermined 1. 

(4) A higher incidence of mental disorder was noted in members of the Yao, 
Nyanja and Ngoni tribes than in the members of other tribes, but such a 
circumstance was not unexpected, for the peoples concerned had been 1n much 
more intimate contact with European civilization than had their fellows. 

(5) 42:8% of the asylum inmates came from the three most advanced 
and civilized districts of the Protectorate—Zomba, Blantyre and Mlanje. 

(6) The average age on admission to the asylum of all inmates was 35:4 
years. 

(7) 16-6% of the total inmates had received some education. 

(8) 57:1% of the inmates were criminal lunatics. 

(9) The inmates did not show any marked variation from the normal in 
weight and height. The average cranial index was 74:7. 

(10) 26:1% of the inmates had suffered from clinical malaria, 60:7% from 
hookworm disease, 11:9% from pellagra, and 14% gave positive serum tests 
for hemospirochetosis. 

(11) The previous histories and family histories of the inmates are given. 

(12) A detailed consideration of each form of mental disorder is made. 

(13) Possible ztiological factors are discussed. 


CONCLUSION. ! 


We beg to express our grateful thanks to the Director of Medical Services 
for his permission to undertake the investigation, and for his advice and 
encouragement. We also desire to record the great assistance given to us 
by Mr. J. Archer, M.B.E., the Superintendent of the Central Lunatic Asylum, 
who gave us the opportunity of using his personal and valuable records in 
compiling the statistics. 

References.—(1) Annual Report of the Commissioner for Mental Hygiene, Union of South 


Africa, 1934.—(2) Gordon, H. L., East African Med. Journ., February, 1936, and March, 1930. 
— (3) The Nyasaland Census Returns, 1931. 
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THE material to be presented in this paper is based on the association- 
motor records of roo normal controls and 297 psychiatric cases examined by 
this method during the past three and a half years. The procedure introduced 
by Luria (1) in 1932, and subsequently modified and adapted by us to meet 
the expediencies of everyday clinical practice, consists of Jung’s word- 
association technique combined with motor activity. 

The following procedure is used in giving the test: The patient sits facing 
the examiner with his hands resting on their corresponding mechanical 
receptors. He is told to associate to each of a list of fifty words read 
to him with “ the first word that comes to his mind’’. At the same time that 
he responds vocally he presses down with the right hand while the left hand 
remains in place. We use a standard printed list of neutral words, with every 
third or fourth space left blank to be filled in with words “ critical ’’ to the 
dynamic factors underlying each individual patient’s illness. The separation 
of the “ critical” words by at least two “neutral’’ words is necessary to 
“ absorb ”?” post-critical carrying-over of tension. The occasional use of 
three “ neutral ’’ words breaks up any rhythm that might develop. 

The apparatus (Fig. 1) 1s portable and can be operated by one person. 
It consists of a right- (a) and a left- (b) hand receptor, each connected with an 
ink-recording lever, respectively c and d. The reaction time for each asso- 
ciation is recorded by the examiner by a mechanical push button (e) and cable 
connected with another ink recorder (f). The time factor is measured by 
holes punched in the paper record strip (Fig. 2, h) as it passes over a drum 
(i) rotated at a set speed by a synchronized electric motor (J), started by an 
electric switch (Fig. 1, g). The distance between each puncture-hole represents 
one second of time. 

The stimulus and response words and the time in seconds are written on 
the record after the test is completed. The finished record then (Fig. 3) is 
read from right to left, showing, reading upwards, the time in seconds required 
for each association (a), the stimulus word (b), and the response words (c), 
the voluntary right-hand motor responses (d), and the involuntary left-hand 
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Fic. 1.—Front view of the apparatus, showing (a) right-hand receptor ; (b) left-hand 
receptor ; (c) right-hand recording lever and pen; (d) left-hand recording lever and 
pen ; (e) button and cable reaction time recorder ; (f) reaction time recording lever and 
pen ; and (g) electric switch to start and stop electric motor. 


Fic. 2.—Rear view of apparatus with hood off showing (+4) roll of recording paper, and 
(i) spiked drum rotated at a set speed by a synchronized electrical motor (f). 
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responses (e). A more detailed account of the methodology and interpretation 
of records has been presented in a previous paper (2). 
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Section of record showing (a) reaction time in seconds ; (b) stimulus word ; 


(c) response word ; (d) right-hand curve ; and (e) left-hand curve. 
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Fic. 3.—Read from right to left. 


The theory underlying this subjective method of studying the emotions 
has been discussed by Luria (1), and by Huston, Shakow and Erickson (3). 
‘ Critical ’’ stimulus words create emotional responses in the subject of which 
he may or may not be aware. This emotion disorganizes or interferes with 
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the smooth carrying out of the set reaction, or pattern of the test. The neuro- 
dynamics involved are completely organized only after puberty. The necessary 
organization may never take place (non-organization), as, for example, in mental 
deficiency or immature personalities, or it may break down (disorganization) 
during and because of the illness itself. Evidences of disorganization or non- 
organization are to be found in altered reaction times, disturbed speech 
responses and irregular motor responses, both in the voluntary, right-hand, 
and in the involuntary, left-hand tracings. 


PRESENTATION OF ILLUSTRATIVE RECORDS. 


Case R. K— (Fig. 4): Psychoneurosts, anxiety reaction type.—Man, æt. 29, 
married, office manager. Complains of “ nervousness ’’, palpitation, choking, and 
“stomach trouble’’. Never very healthy. Present symptoms precipitated by 
recent attack of pneumonia and fear of thyroid operation advised by surgeon. 
Obsessed with idea that he has inherited some form of mental disease. 

. Discussion: . There is general as well as local tension occurring in a setting of 
anxiety. Post-critical tension to ‘‘ operation’’ and ‘‘ obsession”. Note dis- 
organization caused by supposedly neutral word, ‘‘auto’’. Recent accident 
acknowledged by patient after the test. 

CASE S. M— (Fig. 5): Psychoneurosis, hysterical reaction type.—Man, xt. 44, 
married, real estate dealer. Complains of numbness and cramps of the left arm 
and hand. Depressed and feels that he has been a failure in marriage and business. 
Troubled with insomnia and underlying sex conflicts. 

Discussion : Here the disorganization is manifested predominantly by prolonged 
reaction times and speech disturbances. Note inability to respond with speech 
or voluntary motor activity to critical words “ arm ” and “ spasm ”’. 

CasE P. O— (Fig. 6): Schizophrenic reaction type.—Man, æt. 25, single, rancher. 
Complains of apathy and inability to concentrate. Examination revealed delusions 
of reference and auditory hallucinations concerning voices which called him lewd 
names. Preoccupied with death of father during the war. Resentful of his 
mother’s interference in an autistic love affair, which he felt otherwise would have 
terminated in marriage. 

Discussion: This record shows the bizarre speech responses often found in 
schizophrenic patients. There is a great deal of repetition of the stimulus word, 
suggestive possibly of echolalia which was not apparent clinically. The motor 
responses are also irregular and bizarre. It is interesting that “ symptom ” 
words (voices, plot, persecution) usually cause more disorganization than words 
associated with the underlying psychogenic factors. 

Case J. W— (Fig. 7): Depressive reaction type.—Man, æt. 33, farmer admitted 
because of feelings of unreality and suicidal ideas. Has always been of melancholic 
disposition, with life-long feelings of inferiority and inadequacy. Present aggra- 
vation of depressive tendencies precipitated by financial worries and sexual 
conflicts, and recent unsuccessful trial. 

Discussion : As would be expected, the reaction times are markedly prolonged, 
especially in response to the critical words “ poverty ’’, “ trial” and * sex ”’. 
It is interesting that the right-hand pressures accompanying the critical words 
are lower than the other right-hand pressures. This suggests an element of 
inhibition in addition to the simple retardation found in depression. 

Cask V. W— (Fig. 8): Manic reaction type-—Woman, æt. 20, single, admitted 
because of increased activity and “‘ flightiness’’. Marked sexual drive openly 
expressed. Patient lives in a small town where she is not accepted socially because 
of the poverty of her family and her inability to buy proper clothes. She is very 
desirous of getting married so that she may leave home. 
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Anxiety reaction type. 


Case R. K—: 


Fic. 4.—Read from right to left. 
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Fic. 6.—Read from right to left. 
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Discussion: This is a typical manic record. The reaction times are rapid, and 
the associations are good except in relation to certain of the critical words. There 
are relatively few motor disturbances. Characteristic of this reaction, and seldom 
seen in other reactions, is the post-critical carry-over of tension to the extent that 
the post-critical reaction times are longer than the reaction times of the critical 
‘words, “ home ”, “ thoughts ”, ‘‘society’’, “clothes ”, “ village’’, “ money ’’, 
“sex” and “ marriage ’”’ 


COMMENT. 


Probably the best way to present the results of this investigation is by 
means of tables summarizing the material collected during the past three and a 
half years. Although it is obvious that diagnoses cannot be made from the 
association-motor records, certain findings are fairly definite. For this reason 
it might be interesting to discuss some of the ways in which the various 
reaction types differ from one another. 


Table I: Psychoneuroses (133 Cases) and Controls (100 Records). 


Controls : These records were obtained from normal people in many different 
walks of life, including students, nurses, artists, professional people, labourers, 


TABLE I 
PSYCHONEUROSES (133 Cases) and CONTROLS Subjects) 


Reaction Pi Motor 
(in seconds) disturbance 
Neutral | Critical crits al egare! KA 
words | words | words 


AT 35 38 
43 3.5 20 | 35 24 
4.1 24 24 | 40 22 


CONTROLS— 100 SUBJECTS 
Sarmat | 19 | a5 | ai | to | io | z | 


and housewives. Various levels of. intelligence and both sexes were equally 
represented. The “critical” words given to these subjects were, for the 
most part, the same as those used in the examination of patients. 
Psychoneuroses : Tension is fairly well generalized in the anxiety states, 
but becomes more localized to the “ critical ’’ words in the hysterical reaction 
types as would be expected. The obsessive-compulsive reaction type shows 
an even greater localization, perhaps due to the fact that the “ critical ” words 
were often associated with symptoms. The relatively large motor and low 
speech disturbances in the obsessive-compulsive records might be associated 


Reaction 


ty pe 


Speech 


disturbance 
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with compulsive tendencies requiring fairly true associations, and at the same 
time some indecision as to the actual carrying out of motor activity. 


Table I1.—Psychoses (93 Cases). 


The most outstanding reaction type is the manic, with reaction times lower 
than those of the controls. The post-critical carry-over of tension producing 
longer reaction times for the “ post-critical’’ than the “ critical” words is 
characteristic, and not seen in any other reaction type. The remarkably low 
percentage of speech disturbances may be related to a lack of inhibition in 
the association processes. 


TABLE I 
PSYCHOSES (93 CASES) 
disturbance | Speech 


Reaction 
t e A Critical Post— veel “ge 
LE words | words EP 


Schi zophrenic | 


si Tas | 36 [ar | 
meg [ae [sof [es [oe |e 
ie fe fa fe fae fs 
pa [as | | sa | a4 | go | it 
ogre [2s [se [se [se foe | 


As would be expected, the depressive reaction type shows markedly 
prolonged reaction times. The high percentage of motor disturbances may 
be explained by the fact that many of these cases were reactive, and there 
was often a great deal of associated tension, especially in regard to local or 
“ critical ’’ words. 

An analysis of the schizophrenic reaction averages shows nothing out- 
standing except for the general disorganization, especially to the critical words. 
Examination of individual records, however, shows characteristic bizarre 
associations, blocking on both neutral and critical words, and marked variation 
in the reaction times and motor disturbances not revealed by the “ average ” 
reactions represented in the tables. The toxic and organic cases were too few 
in number to warrant any attempt at interpretation. 


Table III. —M1scellaneous Cases (71). 
The larger percentage of motor disturbances in the alcoholics is probably 
due to motor incoordination. The low percentage of speech disturbances 
may be due to lack of inhibition and freedom of association. 
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The constitutional psychopathic inferiority reaction type shows a marked 
localization of tension, especially in the motor responses. Epileptics show the 
lowest percentage of speech disturbances found in either controls or patients. 
This might be explained by assuming that there is an underlying persistency 
in making “ good ” associations. 

Most of the cases diagnosed as behaviour disorders were children, and here 
one might assume a non-organization rather than a disorganization of the 
responses. The localization of tension to “ critical ’’ words, however, would 
suggest a certain element of disorganization even here. In the mentally 
defective cases, the high percentage of motor disturbances might again be 


TABLE I 
MISCELLANEOUS CASES (71) 


Reaction time 


Reaction (in mea speech 
mgt a ae ee 
as a a a e e 
e fo To fos e a 
aegea as a ao ae a | a 
E 33 | 38 | 56 | 14 


partially explained on the basis of inadequate organization of the neuro- 
dynamics involved. The low percentage of speech disturbances agrees with 
Jung’s statement (4)—oligophrenics tend to true or inner associations. 

In our experience the association-motor experiment has been of the greatest 
value in psychotherapy. Patients often have difficulty in accepting the 
emotional causes of their illness. If these are demonstrated graphically, as 
they may be by this procedure, the patient is much more ready to recognize 
them without further resistance. This materially shortens psychotherapy, 
and gives a certain objectiveness and concreteness to the treatment which 
is convincing and reassuring to the patient. Another way in which this 
procedure has been of assistance is its repetition at the end of treatment. 
Usually the disorganization is much less evident after successful therapy, and 
if this is demonstrated to the patient he again gains a certain amount of 
reassurance and confidence. On the whole we feel that association-motor 
studies have an important place in the psychotherapeutic armamentarium. 
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SUMMARY AND CONCLUSIONS. 


1. By modifying Luria’s association-motor technique, an apparatus and 
method has been devised suitable for use in the everyday clinical practice 
of psychiatry. 

2. This method of objectively studying emotion has been applied to 100 
controls and 297 psychiatric cases. 

3. Several illustrative association-motor records faa tables summarizing 
the results of this investigation have been presented and discussed. 

4. Association-motor studies have a definite place in the examination and 
treatment of psychiatric cases. They are of psycho-therapeutic value, since 
patients often accept psychogenic factors more readily when presented in an 
objective, graphic form. 

Bibliography.—(1) Luria, A. R., The Nature of Human Conflicts or Emotion, Conflict and Will, 
Liverwright, Inc., New York, 1932.—(2) Barnacle, Clarke H., Ebaugh, Franklin G., and Lemere, 
Frederick, ‘‘ Association-Motor Investigation of the Psychoneuroses”’’, Amer. Journ. Psychiat., 
1935, XCi, p. 4.—(3) Huston, P. E., Shakow, D., and Erickson, M. H., ‘ A Study of Hypnotically 


Induced Complexes by Means of the Luria Technique ”, Journ. General Psychol., 1934, xi, p. 65. 
— (4) Jung, C. G., Studies in Word-Association, Moffat, Yard & Co., New York, 1918. 
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FURTHER OBSERVATIONS ON APRAXIA.* 
By W. MAYErR-Gross, M.D. 


(From the Maudsley Hospital, University of London.) 


In dealing with the question of visual impairment in cases of so-called 
constructional apraxia in a previous paper, I had occasion to discuss arguments 
put forward by Erich Feuchtwanger, who had proposed to abandon the term 
“apraxia ” for this condition and to call the disturbance ‘‘agnosia’’. My 
conclusion was in favour of the original concept of Kleist, who had put the 
ailment among the apractic syndromes. This, however, makes a detailed 
analysis of the motor activities and their disturbance in constructional apraxia 
necessary in order to define its place among the known kinds of apraxia. 

In his analysis of the components of a constructional performance, which 
I quoted in the paper referred to, Feuchtwanger calls the activity here 
“ voluntary and non-automatic’’; otherwise he speaks of the ‘‘ technique of 
movements ’’ as undisturbed. Even so, the special nature of motor 
behaviour in constructional apraxia seems worthy of further investigation. 
His reference to the ‘‘ non-automatic ’’ character of the activity opens a way 
of approach. The problem of automatism is of course not limited to the 
constructional form of apraxia. Therefore, not only the clinical but also the 
psychopathological relationship between constructional and other forms of 
apraxia has to be considered. 

The analysis of movements from the point of view of automatism must be 
psychological, because discrimination of automatic from non-automatic is 
entirely dependent on psychological, or more precisely, introspective data. 
Even neurologists, like C. and O. Vogt, have admitted that psychology is the 
only possible way of making such a distinction, and have complained of 
the regrettable absence of physiological criteria. Although one realizes the 
limits of psychology within such a field, one should utilise it as far as one 
possibly can. 

Non-automatic voluntary activity is characterized by certain conscious 
psychic events which precede innervation: (1) the awareness of the limb to 
be used, (2) images of the spatial relations of the limb and the objects involved, 
and (3) the awareness of the temporal order and sequence of the movements. 
Behind all this must be (4) the knowledge of the aim of the activity. The 
activity itself is accompanied by (5) a feeling of effort. If consciousness 
contains nothing of these experiences which precede or accompany the move- 
ments (with exception of the aim) one speaks of automatisms. These are 
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called ‘‘ primary ” if such a consciousness has always been absent as far as one 
remembers (e.g., correlated movements of the arms in walking, reflex move- 
ments of every sort, expressive movements like laughing, crying, etc.). One 
speaks of ‘‘ secondary ’’ automatisms if, while the activity was being acquired, 
there were such conscious events which later on disappeared (e.g., all 
learned abilities like writing, skating, etc.). Under disturbing or morbid 
circumstances the awareness can reappear in these secondary automatisms. 
Zutt has described this in analysing the subjective experiences of a musician 
who had tried to play the violin using the opposite hands to that usually 
employed ; the activity then became non-automatic again and the musician 
returned to the learning stage. 

It is doubtful if the distinction between primary and secondary automatisms 
—so striking at first glance—holds good in every respect. Liepmann, however, 
especially emphasized the difference in acquiring the two kinds of automatic 
activities: with the primary automatism, he explains, only latent abilities 
are disclosed and regulated ; nothing is taken up from outside. In acquiring 
the secondary, one receives something from other persons or from objects. 
Only the latter, in Liepmann’s opinion, is “‘ learning ” in a strict sense, and 
contributes something new to the stock of memory. “‘ Paralysis, spasms, 
ataxia, etc., are suspensions or disturbances of innate or, at least, preformed 
movements. Apraxia is suspension or disturbance of movements learned by 
experience, example or tuition, i.e., of something definitely mnestic.’’ Thus 
the discrimination of two kinds of automatisms was used by Liepmann for the 
delimitation of apraxia from lower kinds of motor impairment. Still this 
definition hardly suffices to cover the range of observations considered as 
apraxia to-day, and neither does another which is generally quoted in text- 
books, viz., disturbance of purposive activities, although the apparatus of 
the limbs is unaffected. Liepmann made use of both definitions, notwith- 
standing that they apparently do not coincide. Unfortunately one cannot 
entirely dispense with the concept of ‘‘ purposive’’ activities for a rough 
characterization of the activities of daily life which apraxia often disturbs. But 
one should not forget the logical traps contained in the word “‘ purposive ”’ ; 
does it refer to an objective purpose, or to the subjective awareness of any 
purpose? Furthermore, any activity can be considered purposive ; all depends 
on the question, purposive in what respect ? 

This paper does not aspire to make a new definition of apraxia—a difficult 
and perhaps not very essential task at the moment. 

Jackson’s principle of “ reduction to a more automatic condition ’’ in 
cerebral lesions has already revealed the importance of the problem of auto- 
matism in apraxia. It is also expressed by him in the sentence quoted by 
Kinnier Wilson : ‘‘ He (patient) had lost power to execute, not all movements, 
but those movements which are most artificial.’ The movement which 
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the patient cannot perform in a non-automatic way he can easily perform 
automatically. Here again the decisive role played by inner psychic experiences 
is evident, especially with regard to the question : what is difficult and what 
easy for the apraxic patient ? The tests used by Liepmann are in accordance 
with this. For revealing slight apraxic impairment he chose activities which 
most people can easily perform in a non-automatic way: “‘ purposeful ”’ 
activities containing a sequence of smaller activities each of which asks for 
non-automatic release: e.g., closing and sealing a letter or pouring water out 
of a closed bottle into a glass, etc. Alternatively he deprived simple automatic 
movements like “‘ knocking at a door ’’, “ turning a key ’’, of their automatic 
character by making them “ purposeless ’’, or, otherwise expressed, by changing 
the spatial relations of limb and object: the patients are asked to prefend to 
make such movements without the objects involved. Liepmann emphasizes 
the value of the latter test, especially in his last comprehensive article. 
Furthermore he mentions—although not in these words—the influence of the 
“test situation ” on the result of the test, (also remarked on by Jackson): the 
patient makes spontaneous use of his handkerchief, but is unable to do so 
when asked by the examiner to blow his nose. 

Among the eleven cases of constructional apraxia observed, I found several 
showing slight signs of Liepmann’s ideokinetic apraxia. Two most striking 
observations seem worth recording in this connection: both mild cases of 
otherwise pure constructional disturbances exhibited difficulties in pretending 
movements, e.g., using scissors, counting money, but had not the slightest 
difficulty with sequences of activity making use of an object, e.g., sealing a 
letter. As they showed no impairment of visual imagination, the failure of 
these patients in pretending may have been due to the fact that this task is 
psychologically akin to constructional tests. Here again there is need of an 
analysis of construction from the viewpoint of automatization to clarify the 
field. 


If one takes as typical constructional performances, the arrangement of 
matches, coloured mosaics or bricks in accordance with a given pattern or on 
verbal request, one finds five points of psychological significance for differen- 
tiating them from an activity like lighting a candle or posting a letter : 

I. Constructional tests have not been practised or rendered automatic in 
any respect. 

2. By such a test the patient is removed from the sphere of daily life and 
its purposes. The employment of matches quite apart from their usual 
purpose illustrates the change of sphere. 

3. It may be objected that the tests are strange, too far from daily life 
and therefore not suitable to patients with brain damage. This is, however, 
not justified ; by the material given the patient is transferred into a situation 
familiar to every one—the situation of playing. One could regard, e.g., 
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the test of lighting a candle in daylight as much stranger and more artificial. 
The patient behaves like a normal person solving a jigsaw puzzle, or a layman 
putting together a complicated machine which he had taken to pieces out of 
curiosity. He uses the method of trial and error, holds the parts in different 
positions, corrects mistakes, and starts anew when the result does not satisfy 
him. l 

4. Stressing the similarity between playing and constructional tasks does 
not mean that the patients do not take them seriously. On the contrary the 
patients show an astonishing earnestness and eagerness in doing the tests, 
perhaps because—as Goldstein has pointed out—patients with brain damage 
have often lost the easy attitude of playing. The patients’ behaviour can also 
be compared with learning any sport, like skating or playing golf : here the 
likeness to playing comes in again. This attitude of learning deserves special 
attention with regard to the problem of automatism. Constructional tests, 
being entirely unpractised, as it were, evoke the learning attitude in the same 
way as intelligence- or performance-tests often do. 

5. Finally in all constructional tests the visible work on its way to comple- 
tion influences psychologically the process of this completion. In respect of 
this to-and-fro effect, constructing is closer to artistic activity, and is thereby 
distinguished once more from the activities of daily life. 

All this holds true also with regard to the drawings of patients. Drawing 
is as a rule not practised ; it is something remote from the purposes of daily 
life ; it is done in the playing attitude of trial and error and at the same time 
with a learning tendency, especially if the examinee is asked to copy a 
pattern. 

Drawing occupies an exceptional position, in so far as writing, a highly 
automatic ability, is acquired by way of drawing or copying. By applying 
Jackson’s principle it is not difficult to understand that a brain damage disturbs 
the non-automatic activity of drawing, while writing, an automatic activity, 
is well preserved, as it is in some cases of parietal syndrome. 

Closer examination of special cases, however, makes it doubtful whether 
the principle is generally applicable. The following case of an artist, already 
cursorily quoted in a former paper, is here given in full as an unusually 
interesting contribution to the psychopathology of writing and drawing. 


K. P—, æt. 50, a well-known artist in stained glass, showed numerous neurotic 
traits in childhood, and was always a hypersensitive, worrying and very impulsive 
person. He was well read, had himself written poetry and was very successful in 
his artistic career. He had for a long time suffered from attacks of migrainous 
headaches with giddiness and sickness. In April, 1932, two years before admission, 
he had a fainting attack while working; his arms and legs suddenly felt weak, he 
could not open his paint tube. He called his wife, who found him lying on the 
floor, but not unconscious. He moved slowly, and from then on he complained 
of intermittent blindness in one eye, coming on with migrainous attacks lasting 
about one hour. He again became energetic and active. Seven weeks before 
admission to hospital he suddenly felt unable to continue his work. He could 
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hold his pencil, but fine movements were impossible. He misjudged distances 
when putting his teacup in the saucer or pouring salt on his plate. When he had 
picked up anything with his hand he seemed unable to let it go. His left leg 
began to feel numb below the knee, his foot dragged and felt cold. A fortnight 
before admission disturbances of memory and speech were observed. He would 
stop in the middle of a sentence ; he himself complained of being confused and hazy 
and could not tell the time. 

On admission to the Maudsley Hospital as an in-patient (July 17, 1934) the 
main neurological findings, which remained relatively constant up to the final stage, 
were as follows. (A detailed description of the sensory disturbance is given later.) 

Pupils were unequal and dilated but showed normal reactions; fundi were 
normal and all the cranial nerves intact. Lip reflex very active. Slight spastic 
paresis left arm. If he held out his arms, the left slowly dropped. Left-hand 
Meyer's reflex absent ; deep reflexes all very brisk; sometimes left ankle clonus and 
doubtful extensor left side. No ataxia. Wassermann reaction was negative in 
blood and cerebro-spinal fluid. The latter showed no abnormal reactions. 

During the two and a half months of the observation bis mental state was rather 
variable. A prominent feature was his lack of spontaneity, especially in speech. 
He never uttered anything spontaneously, although he apparently took some interest 
in his surroundings and could be lively if visited by his relations. When examined 
he was co-operative and quite willing to do the tests, especially during the first 
period. Later on he often seemed drowsy and sleepy, or distracted by bodily 
complaints due to thrombosis of the legs. Sometimes his efforts varied from day 
to day, so much so that his behaviour might have been thought to be hysterical, 
especially as his attitude was rather self-pitying. He was always conscious of his 
mistakes, got easily depressed if he failed, and worried a long time, afterwards 
becoming unable to do anything more. 

A fortnight after admission he developed thrombosis of the left leg, and at the 
end of August both legs were affected. He gradually became weaker. The pulse 
was rapid at times and the drowsiness increased. He was only accessible for a few 
hours of the day. He complained of pains and stitfness of the neck, which improved 
after a lumbar puncture in September. At the end of this month he had epilepti- 
form seizures, in which he turned his head and eyes towards the left. Finally 
the seizures occurred every two to three hours, spasmodic jerks of both sides were 
observed and variable Babinski on either side. He became unconscious and died 
on September 30. i 

Macroscopic findings in the brain.—The brain was hardened in 10°, formalin. 
Coronal dissection into slices of about 1°5 cm. thickness disclosed the following 
distribution of softenings : On the back of the slice which just showed the beginning 
of the anterior horn, a softening of the cortex of the left first frontal convolution, 
which extended also into the white matter of this and the second frontal convolution. 

One and a halfcm. further back the lesion was still visible near the medial surface, 
but was here more or less confined to the cortex. 

Another considerable district of softening was localized within the cortex and 
white matter of the right paracentral and the upper part of postcentral region. The 
corresponding left hemisphere contained a small softening of about 2 mm. diameter 
situated on the top of the postcentral gyrus near the medial surface. 

Both superior parietal lobes showed extensive softenings near the medial surface. 
On the left side this lesion was in connection with a large district of irregularly limited 
softenings, which left intact the superior parietal lobe further backwards. They 
involved the inferior parietal lobe, both the supra-marginal and angular convolution 
(cortex and white matter), also the cortex and white matter of the first temporal 
lobe. The white-matter lesion of the parietal lobe extended approximately to the 
“ keel” of the posterior horn. 

On the right side there was besides the softening in the superior parietal lobe 
further backwards a lesion of the white matter of the inferior parietal lobe, the 
cortex of which was intact. The parietal lobe on this side was, as a whole, much 
less involved than that of the left. 
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The occipital lobe was intact throughout on both sides. 
The corpus callosum was intact, except for a very small part of the splenium, 
histologically identified as a softening. 


Psychological findings.—The following survey contains an abstract of numerous 
daily examinations in which are recorded in greater detail the special features 
relevant to the point under discussion. 

Shortly after admission the patient gave a scanty account of his domestic 
and professional life and his illness; he was very uncertain about dates. His 
memory for past events remained incomplete, but on many occasions he proved 
that he could recollect numerous details of special events. Retention was always 
bad, especially for numbers. In repeating a story he gave only a rather fragmentary 
account. He was hardly able to do any arithmetic, and failed even in the simple 
oral tables. Written arithmetic was still worse. Simple counting was unaffected, 
but he was entirely unable to handle money. 

Speech perception was entirely normal. P— himself emphasized that he 
understood everything. He had, however, great difficulty in finding words. This 
varied, but was always present if he had to name or to express something unusual. 
He rarely spoke spontaneously ; his answers were mostly short, and given with 
much hesitation; but this taciturnity was certainly not caused by any kind of 
motor aphasia or anarthria. 

Sensorium : Eyesight was normal, and so were the visual fields, which could 
only be tested grossly. There was certainly no hemianopsia, no hemilateral 
difference in optokinetic nystagmus; normal blinking reflex on both sides. Percep- 
tion of colours was entirely undisturbed, he sorted correctly different shades of 
one named colour without hesitation. Colour names were affected to approxi- 
mately the same extent as other words. He recognized pictures of single objects 
without difficulty. In choosing named objects from a number, he had some 
difficulty in looking over the lot, and this disturbance in visual attention was more 
marked if larger and more complicated pictures were shown to him. He either 
picked out numerous details without giving an account of the whole, or correctly 
recognized the meaning of the whole picture and was unable to find out details. 
Reading of words and numbers was normal, but he lost the line easily in reading 
sentences. No difficulty in spelling. When one gave him words with single 
misspelt letters, he usually recognized the word and saw, if questioned, that there 
was something wrong, but he never found out which letter was misspelt. He had 
great difficulty in telling the time by the clock. Sometimes he gave the correct 
hour, but always failed in giving the minutes. 

Hearing and auditory perceptions were undisturbed. P— recognized the usual 
objects, e.g., matches or keys, by their sounds promptly ; also the tunes of popular 
songs. One could not get him to produce any tune himself. He localized auditory 
stimuli with some difficulty, but without gross mistakes. 

Skin sensibility was normal in all qualities, but there was some difficulty in 
localizing stimuli to the left hand. P— had difficulties in recognizing numbers 
written on the skin, but he did not failentirely. Deep sensibility was undisturbed. 
Stereognosis was entirely normal without any lateral differences. No anosmia. 

Motility.—Facial expression was stiff and generally somewhat mask-like. There 
was, however, no apraxia of facial movements or expression. P— said on several 
occasions that he felt his right hand different from the left, but was not able to 
explain this except by calling it weaker. In spite of the spastic signs in the left 
hand, and although the patient was originally right-handed, he definitely preferred 
to use his left hand. The right hand and arm was markedly akinetic, the muscles 
hypertonic; sometimes slight tremor could be observed. Right adiadochokinesis 
marked. 

To some extent the difference between the two hands influenced their co-opera- 
tion in purposeful activities in which both hands had to be used. In striking a 
match, lighting a cigarette or a candle, pouring water out of a bottle into a glass, 
P— usually grasped the object at first with the left and tried to do everything 
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using the left hand alone. If he had to employ both hands the result was often less 
prompt and correct. If one forced him (by fixing his left) to use his right hand 
the activity was performed more slowly, but with approximately the same accuracy 
as before. P— seldom failed in these activities; e.g., he was able to cut a sheet 
of paper correctly in two equal halves with scissors ; but in combing his hair with 
one hand and holding the mirror with the other, he manipulated the comb at first 
towards the mirror instead of on his head; but after having at last got the comb 
away from the mirror, he did it perfectly, combing equally well with either hand. 
In posting a letter he folded the letter with great deliberation with both hands and 
put it slowly and correctly into the envelope, always using his left hand by preference. 
It was, however, not possible to establish a clear difference between the two hands 
with regard to the slight disturbances in praxia. His performances in carrying out 
pretended activities (such as military salute, beckoning, catching a fly, counting 
money, etc.) were equally bad in both hands. No difference in the number or 
kind of mistakes could be established on repeated examination ; he was never able 
to correct mistakes of the one hand by using the other. 

There was marked finger agnosia. P— could neither name the fingers pointed 
at by the examiner, nor show or move the fingers named. If he was asked to move 
the finger of one hand corresponding to that which the examiner had touched on 
the other, he did it with many mistakes when it was the right hand that had been 
touched, but failed always when the reverse order was used. He imitated given 
finger postures equally badly with each hand. 

Pointing at different objects within the room was done without difficulty, so 
was pointing to parts of his own body provided that the question of lateralization 
did not interfere. When a cardboard box was held in front of him he could point 
to the top, the bottom, the back, the front and the sides of it; he was, however, 
uncertain as to the left or right side. He also looked upwards, downwards and 
sideways when asked. But when asked to point to the directions horizontal and 
vertical he failed ; he moved the right index finger horizontally towards his body 
for horizontal, and horizontally across his body from right to left for vertical. 

P— had great difficulty with right and left, and some correct answers seemed to 
be pure guesswork. He could not mark the position of Ireland after a rough 
sketch of England had been made on paper by the examiner. He was unable to 
show the points of the compass on this map; even after marking north and 
south, he wrote the word “ west ” on the southern coast. 

Constructional ability, tested with matches, bricks and coloured mosaics was 
severely affected. P— was sometimes unable to copy a simple rectangular figure 
containing only four matches, although he tried hard. When asked to make a 
house with matches without pattern, he did it like this: 


Ay 


He could not copy the usual pattern of a square with a triangle on top. His 
copies of mosaic patterns were, if there was any similarity at all, reversed in 
direction or with wrong lateralization of the colours. He was entirely unable to 
do the ship-test (Pintner and Paterson). He put the parts in the frame, but 
could not arrange them in the right order. 

In view of his profession P—’s drawing was of special interest. In a former 
paper I have reproduced some examples which illustrated both the general decline 
and his special inability in spatial disposal. I called attention to some of the 
fixed schemata which he used occasionally, and in which the professional hand was 
disclosed. Only very few such automatically produced schemata could be 
discovered. Even the most simple things, like a cube, an arrow, a flower, a star, 
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a key, etc., were drawn in an uncertain and child-like manner without any skill or 
sign of routine. The famous glass painter was as helpless as any unskilled layman. 
It was impossible to get him to sketch the contours of a gothic or Roman window. 
The problem of visual imagination of course arises in connection with those 
failures. It was not easy to judge how far visual imagination was impaired 
because of his lack of spontaneity in oral description and his difficulty in finding 
words. P— gave correctly by gesture the size of different animals, and described 
his studio and the furniture and tools in it, though poorly. When asked a direct 
question on the point he would state that he had no difficulty in picturing anything 
he remembered, e.g., the appearance of his daughter or the last window he had 
painted. Moreover the result of his drawing was no better when he tried to 
sketch an object placed before him: one had to press him to do this, and his 
attempt would sometimes end in dejection and tears. 

The procedure of drawing was always slow and hesitant. The only difference 
between the two hands was that the left seemed more uncertain and shaky in 
drawing the single lines. There was a striking tendency to draw everything in 
an equally small size without regard to the available space, and to put the single 
drawings close together within a narrow space even if they were of quite different 
kind (“ closing-in’’ symptom). Some failures were due to marked perseveration. 
Occasionally P—’s first reaction, when asked to draw something, was to write 
the respective word in block letters before he began to draw. 

In writing P— used block letters almost exclusively. He wrote in this manner 
approximately with equal correctness with either hand. On a few occasions he 
showed a tendency to mirror-writing with the left. Single letters were entirely 
correct; there were few mistakes in spelling in larger words. But these mistakes 
increased, and made the whole word unrecognizable when he tried to write in 
cursive script. He could never write his signature in cursive style, and always 
copied written words in block letters. He was unable to keep the line, and the 
arrangement of his writing on the sheet was disturbed in the same way as in his 
drawing. 

Arranging of wooden letters in order to form words was generally worse than 
writing. His performance of this test varied; he usually came slowly to the right 
result after numerous trials if one gave him time enough. He always put the 
single letters right way up, corrected them promptly if they were upside down, 
etc.; but he had great difficulty in finding out the right order. 


This case of slowly progressing cerebral arteriopathy with multiple 
softenings and hemorrhages shows several symptoms worth discussing in 
full. The combination of a nght-sided akinesia (probably of frontal origin), 
with ideokinetic and constructional apraxia equally in both hands, reveals 
many interesting problems as to the combination and nterpiAy of apraxic 
disturbances with lower motor anomalies. 

I shall confine myself, however, to looking at the observation from the point 
of view referred to earlier, i.e., with special regard to the patient’s writing 
and drawing. 

Handwriting, an unquestionable automatic activity in a person of P—’s 
education, was most disturbed when he performed it most automatically. 
Even his signature, usually preserved in such cases, was impaired. It was 
however well preserved if done in the non-automatic way with block letters. 
P—himself took refuge in this kind of writing when he found it difficult to draw 
(like other patients in my series who escaped into cursive writing under the 
same condition). The objection that P— might have always preferred to 
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write in block letters as some artists do was refuted by information from 
relatives. 

Expressed in general terms this observation shows that the patient 
preferred less automatic activity to automatic ones, i.e., the opposite to the 
behaviour one would have expected according to Jackson’s principle, as 
it is, e.g., expressed in his sentence: ‘‘ (dissolution) is a ‘ taking to pieces ’ in 
the order from the least organized, from the most complex and most voluntary 
towards the most organized, most single and most automatic.” Such an 
isolated observation would not mean very much, were there not similar 
observations in the psychopathology of other cerebral lesions. To take 
aphasia for example, one certainly finds that Pitres’ rule, viz., that polyglots 
preserve their mother tongue better than later acquired languages, is in 
conformity with Jackson’s principle. Many authors have described exceptions 
from Pitres’ rule, and have eagerly tried to find out the various causes which 
might have interfered with the rule in each case. Whatever one might think 
of their far-fetched and rather speculative explanations, the observation 
itself remains incontestable. Another limitation of Jackson’s principle is 
contained in his identifying the developmentally earlier functions with the 
more automatic. Applying this to P—’s case, one might assume that block 
letters might have been earlier acquired, but they were afterwards not 
automatized like cursive writing. Consequently the time factor of acquisition 
seems more decisive than the degree of automatism. At a any rate this 
patient’s writing disturbance justifies a reconsideration of Jackson’s principle 
and its complications in the field of writing and drawing. 

With regard to the latter, similar difficulties are obvious in P—’s case. 
His drawing was undoubtedly a highly practised faculty, and one could call it 
automatized with regard to his occupation. The influence of his professional 
training and practice on his performance now that his brain was damaged was 
astonishingly small. Some poor schemata (house, leaves of a tree, parts of a 
chair, a head, outline of a boat) were all that he could do. Other objects, like 
an arrow, an engine, flowers, cube, etc., were drawn in a most unskilful and 
childlike manner, without even a trace of former training. There was no 
noticeable difference between P—’s performance of mosaic tests—which were 
certainly to him of the same remote and play-like character as to everyone 
else—and his drawing which had been part of his professional work all his 
life. 

It is, however, remarkable that some fixed schemata of designing had been 
excepted from the destruction, and could still be reproduced in a more or less 
automatic way. Reduction of automatisms takes place, not gradually, but in 
parts; there are preserved islands, so to speak, which are no longer of use 
because the connecting bridges have decayed. It was astonishing how little 
help these preserved automatized fragments really gave to the patient’s 
drawing. On the contrary, one got the impression that, if present at all, 
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they rather hampered his production. The mixture of automatic with non- 
automatic elements of activity seemed especially difficult to him. This recalls 
analogous observations in aphasics, who may relearn their disturbed speech 
by way of a language or a dialect which was never much used and not 
automatized before (as in cases described by Bychowski and Minkowski). 
Furthermore, new light is cast on the psychology of Liepmann’s “‘ pretending ” 
test. This test is so difficult for the patients because it is a mixture of 
automatic with non-automatic activities. More exactly expressed, automatic 
movements like knocking a door, hammering a nail, etc., are withdrawn from 
their natural situation and from normal objects and transformed into the 
non-automatic set of pretending them; hence the value of the tests as 
indicators of slight apraxic disturbances of every sort. Even in constructional 
apraxia, a disturbance which only concerns the non-automatic sphere, such a 
“ mixture ” may be failed, as happened in my two cases previously mentioned 


(p. 746). 

But these considerations can also explain why the opposite conclusion 
would be wrong, that is to say, cases of apraxia showing difficulties in 
pretending, can still construct. The patient presently to be described, for 
instance, showed a left-sided ideokinetic apraxia, but had no constructional 
disturbances. There are not many cases of apraxia described in the literature 
in which constructional abilities were preserved. A detailed record of the 
Case seems, therefore, worth publishing : 


Sophia T—, xt. 35. Nothing noteworthy until three years ago. Four days 
after the birth of her third child (June, 1931) she had a “ turn ” in which she 
made guttural noises; the husband found her with bulging eyes, she was conscious, 
tried to speak, but was unable to do so for a few minutes. She did not recollect 
this turn afterwards. Later in the same year she developed a “sort of stammer’’; 
“ she could not get the words out ”, chiefly when she was worried. The following 
year epileptiform fits began, in which she fell, mostly towards the right side, her 
face twitched and sometimes she damaged herself. Afterwards she would be 
sleepy and complain of headache. A fourth child was born in March, 1933. About 
a year later her right arm began to get weaker. The fits continued, and in August, 
1934, she began to drag her right leg. There was some deterioration of memory 
and judgment. 

On admission to the Maudsley Hospital (September 28, 1934) she had all the signs 
of spastic hemiparesis of the right side, including a slight facial palsy ; there was a 
tic-like twitching on the left side of the face. There was papilloeedema with 
hzmorrhages on both sides. 

Psychic state after admission.—She was unable to give an account of her illness, 
answered very slowly, in single words or short sentences. She was often absent- 
minded, easily tired and then unwilling to co-operate. If she failed a test she 
began to cry; occasionally she laughed fatuously. She was orientated about her 
own identity and knew the place, but was not orientated in time. She seemed 
always distant and remote; was sometimes very distractible and showed an 
increased responsiveness to stimuli of every kind. There was perseveration in 
nearly all performances. She obviously had some feeling of her disabilities, but 
no clear insight. 

She had no difficulty in understanding speech; she could read, and at first did 
not show any motor speech disturbance. She had, however, typical difficulties in 
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finding words, especially nouns. She was able to pick out the right word if similar 
words were offered. Beyond the difficulty caused by the right-sided paralysis, 
there was disturbance of writing with the left hand too. In putting together 
wooden letters, she failed to form words of more than three letters. There was a 
severe arithmetic disturbance, and in oral arithmetic sometimes she could not do 
the simplest test; on other occasions she could solve simple problems of additions 
and multiplications using money, etc. She wrote single figures correctly. Counting 
was possible, and so was optic counting of dots of dominoes. She had no seizures 
here, but the signs of increased cranial pressure: Cerebro-spinal fluid was under 
high pressure, protein slightly increased. Wassermann reaction was negative. 
X-ray of the skull disclosed erosion of the posterior clinoid process. On October 
24, 1934, a decompression in the left subtemporal region extending forward to the 
frontal region was done by Mr. C. P. G. Wakeley. No tumour was found in the 
course of an extensive exploration. After the operation the patient developed 
a transient motor aphasia, and the right-sided hemiplegia became worse. Papill- 
cedema and sight, however, improved temporarily. In December she received deep 
X-ray therapy without much benefit. A large cerebral hernia developed. 

At this time a striking apraxia of the face and the left arm was observed, which 
will be described below. 

The further course of the illness was unfortunately one of slow decline. The 
papilledema became slowly worse; new hemorrhages of the retina appeared. 
The motor aphasia improved a little. The patient showed little concern about 
herself for several months. She complained of headache from time to time when 
the cerebral hernia was more tense and the pulse-rate low. In April she had 
attacks of pain with nausea and slight twitching of both arms. She became 
irritable and called out because of pains. Optic atrophy developed. She 
became noisy at night, was almost stuporose during the day and had dithculty 
in swallowing. She died on July 10, 1935. 


Macroscopical Findings in the Brain: The prolapse involved the medial and 
posterior parts of the second and third left frontal convolutions, extending also 
to the temporal pole. Towards the medial surface of the convexity the prolapse 
passed over into a cavity of softening, which extended nearly to the edge of the 
medialsurface. Chiefly, the first frontal convolution was destroyed by the softening, 
which stopped, as far as the surface was concerned, at the beginning of the 
precentral region. Coronal dissection showed that the cavity was localized above 
the lateral ventricle, which was enlarged particularly in a frontal direction. 
Backwards, the fibres of the corpus callosum passing into the temporal lobe were 
involved. Within the white matter the softening extended above the lateral 
ventricle to a coronal plane which went through the tuber cinereum. 

Histologically the tumour was a glioblastoma multiforme. 


Psychological examination.— During December, 1934, and January, 1935, 
Mrs. T— was relatively accessible and co-operative when examined. The 
motor aphasia was gradually improving; she understood everything perfectly. 
Writing was better than before: she wrote single words with her left hand slowly ; 
no mirror-writing. There was a marked facial apraxia: she was unable to nod 
‘yes ” or “no ’’, could not lick her upper lip on request or imitate such a movement. 
She failed in whistling, clicking the tongue, pouting, etc. Shutting of the eves 
and putting out the tongue were the only activities done correctly. On one 
occasion she was unable to lick her upper lip on request, but when asked to remove 
a pretended bit of food from her upper lip she carried out the movement correctly. 
This apraxia extended to the left arm and hand. Although she handled single 
objects and tools without difficulty (scissors, matches and matchbox, hammer, 
needle, pencil, key, fork, etc.), she made gross mistakes when she pretended to 
make such movements. Although she seemed quite willing and able to picture 
the objects, her movements were awkward and diffuse and perseveration was 
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extreme. She was similarly bad in making gestures with her left hand (e.g. a 
military salute, threatening, beckoning, waving farewell, throwing a kiss), which 
she also imitated very unskilfully. 

In striking contrast to this concomitant dyspraxia (‘‘ sympathische Dyspraxie ’’), 
she had not the slightest difficulty in copying patterns of mosaics, building with 
bricks or matches; she did not show any of the typical failures in constructional 
tests. She even drew a little man correctly and quite well considering that she 
did it with her left hand. 


The apraxia exhibited by this patient after the operation was rather severe 
within the facial region; it was relatively slight in the left arm and only 
demonstrable in pretending tests. The patient, however, approached the 
constructional tests with an entirely different attitude compared with her 
hesitation and uneasiness in doing the facial or pretending movements. She 
did not show the slightest inhibition in constructing, and apparently enjoyed it. 
The purely non-automatic character of the test was apparently facilitated 
by its liberation from routine and usage. One can compare this with P—’s 
preference for block letter-writing. This explanation, however, is, as in P—’s 
case, more or less conjecture—all the more since the second patient herself 
was quite unable to give any information about her behaviour. Judging from 
behaviour only, the observation of Mrs. T— also demonstrates the special 
non-automatic type of performance which constructional tests reveal. 

What holds true with regard to Jackson's principle is that the distinctions it 
established are of great importance in-destruction of motor functions. But 
the result of such a destruction can be of either kind—abolition of the non- 
automatic and preservation of the automatic activities or vice versa. We do 
not know the decisive factors which determine conformity or non-conformity 
with the principle in the single case. Beyond that the borderline between 
automatic and non-automatic is a fluctuant one—a point especially stressed by 
Sittig. 

With the case of Mrs. T— the problem has been touched on how far the 
different forms of Liepmann’s apraxia interfere with construction. The 
following observation of a case of limb-kinetic apraxia will be described as a 
further contribution to this problem. The existence of limb-kinetic apraxia 
or innervation apraxia (Kleist) was until recently rather a theoretical possibility, 
demanded by Liepmann’s conception of apraxia, than a fact of observation 
(Sittig). But the increased knowledge of brain injuries provided by the 
Great War has proved that cases exist which represent ‘‘ something in 
between paresis and mnestic disturbance of activity ’’—as Kleist has put it. 

The following patient had this limb-kinetic apraxia in both hands, but the 
left side was much more affected than the right. 


Jesse T—, a welder, æt. 59, had an accident with head injury when he was 
40. He was unconscious for a short time and off work fora month. Otherwise 
his history did not contain anything of interest. Three years ago the patient 
became very forgetful, and in November, 1935, his employer sent him on holiday. 
He resumed his job as an acetylene welder, which he continued up to the spring 
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of 1935, when the men with whom he was working did not feel safe any more. He 
was given a light job, which he also had to give up in July, 1935, because of in- 
creasing forgetfulness. He was then already disorientated in time and had great 
difficulty in writing his name. He had attacks of headache with pallor and loss 
of speech for a few moments. After about a fortnight these attacks ceased ; 
later on a few attacks of giddiness were observed, after which his memory became 
noticeably worse. ; 

From August, 1935, T— attended the Out-Patient Department of the Maudsley 
Hospital, and was admitted as an in-patient on December 16, 1935. His state 
did not change during about one month's observation. 

T— was a stout and well-built man, who looked somewhat older than his age 
and had marked arcus senilis. Pupils and discs normal; optokinetic nystagmus 
normal both sides; very active lip and jaw reflexes accompanied by flexion of 
hands; right slightly stronger than left; no reflex differences otherwise. No 
spastic signs, noclonus, no tremor, no ataxia, no marked paresis. On one occasion 
a slight weakness of the right arm was observed ; once the right plantar seemed 
to be extensor. ‘“‘ Stiitzreaction’’ present in all limbs, more marked in arms 
than in legs, easier to release on the right than the left side. Some swaying 
in walking; no deviation towards one side; no Rombergism. Posture and righting 
reflexes normal. In Bárány's test he showed an outward deviation in both sides. 
Blood-pressure 120/80. Wassermann reaction in blood and cerebro-spinal fluid 
negative ; the latter normal in every respect. 

In the ward, if left to himself, the patient seemed interested in what was going 
on around him. He talked very little spontaneously, but was often restless, out 
of bed, searching for things he had not lost. If questioned he answered to the 
point, was cheerful and amenable. He often gave the impression that he did not 
take in what was said to him and seemed somewhat deaf. This was due to a kind 
of sensory inaccessibility, which will be referred to below. He took his food, 
dressed himself, was always clean and slept without sedatives. His spirits were 
chiefly good, and he was inclined to make jovial remarks, especially with regard to 
the female nursing staff. Sometimes he was rather shameless in exhibiting his 
genitals, on other occasions over-anxious not to do so. He was often extremely 
irritable, had outbursts of anger, and at times scornfully refused to go on with 
the tests. His adaptability to the situation of being tested was rather limited. 
He often seemed annoyed at the “ childish’’ character of some tests, or was 
suspicious that one might not take his efforts seriously enough. He seldom had 
the usual attitude of the patient who tries to do his best in an easy way: his 
etforts were always exaggerated to the utmost. 

He was disorientated in time and space, and remained so to such an extent 
that he could not find his bed after three weeks’ stay in hospital. 

His retention was similarly poor in all other respects. Memory was much 
better for past events, excluding, however, the last three years. He had an 
astonishingly rich vocabulary at his disposal, e.g., if asked to name ditferent tools, 
or vegetables or quadrupeds. The usual questions of general knowledge were 
answered less completely. All dates were given rather badly. 

Arithmetic was very poor. So was counting, but this seemed almost entirely 
due to his lack of retention. He always knew how to proceed with the given test, 
but got muddled by forgetting what he had done before. He began, e.g., by 
forming smaller groups in order to count a larger number of buttons ; he correctly 
added some of these groups, but was soon lost because of failures in recollection. 
He counted a small number of coins and the dots of dominoes without dithculty. 
His retention was much less impaired if he had to deal with other visual material. 
He recognized, named or chose pictures of single objects, and arranged them in 
groups as flowers, animals, etc.; he dealt with pictured scenes in a normal way, 
perceiving the main figures and giving the prominent facts in few suitable words 
(no ‘‘ comprehension-disturbance’’). His handling and reading of a map was 
almost normal. 

T—'s speech was rather rough without much modulation. There were sometimes 
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difficulties in articulation and a kind of stammering ; otherwise no signs of motor 
aphasia. Grammatical or syntactic expression was not interfered with, nor was 
any difficulty in finding words. No paraphasia. 

However, his accessibility to spoken language and to other auditory stimuli 
was hampered, as in cases of sensory aphasia. He reacted extremely slowly if 
questioned. He became especially angry when the question was loudly repeated and 
emphasized that he was not deaf. He seemed, on the one hand, inaccessible to 
sudden alarming noises, and did not twitch when, e.g., a play pistol was fired near 
his ear. On the other hand, T— was often rather distracted by relatively small 
noises coming from outside the room. This behaviour, especially the inaccessibility, 
was also observed towards visual stimuli, whereas the tactile sphere was unimpaired 
on the whole. His attention could easily be roused by a touch. Stereognosis was 
intact. There were only failures in localization of stimuli if applied to the hands 
and forearms. Finally, there was difficulty in distinguishing colours of green 
and brown shades. 

This unusual and most interesting picture, showing a disturbance of sensory 
perceptive attention, graduated between the different senses, will not be dealt 
with here in detail because it would lead us too far from the main topic. 

As regards T—’s motor behaviour, the clumsiness and stiffness of all his manual 
movements was most striking in both hands. He preferred to do everything 
with his right hand, using the left hand only when the right hand was fixed by the 
examiner. The left showed the same disturbance even more markedly. This 
could already be demonstrated in testing diadochokinesis, which was almost normal 
in the right, much worse in the left hand, which he moved very clumsily, and 
never without concomitant movements of the right hand. Similar results were 
found with the finger-nose test: right correct; left dysmetrically, with hardly 
any braking, nearly hurting his face. In finger-finger test he always tried to use 
the right hand alone, and did it correctly when he was allowed to doso. When the 
right hand was fixed, T— made the greatest effort to move it towards the middle ; 
he only succeeded with the left very slowly. There were no signs of ataxia; 
the direction was always well kept. 

The performance of purposeful movements was not very much interfered 
with. T— lit a cigarette, wrapped a book in brown paper and put a string round 
it, etc. He made gestures like beckoning, threatening, throwing a kiss, clumsily but 
correctly with each hand. The same result was given by pretending movements 
like catching a fly, sharpening a pencil, imitating certain boxing movements, 
etc. Some difficulties of the left were here, however, obvious. They were increased 
in imitating piano or violin-playing movements, which were correct in crude design 
but not precise in detail. 

The disturbance was still more revealed by purposeless movements of single 
joints or fingers. T— failed entirely when asked to stretch or bend a single 
finger, to move the wrist only, to spread out the fingers; each time he set in 
motion the whole limb. Sometimes he gradually succeeded in restricting the 
movement to the required part, but only in the case of the right hand. With 
the left only mass movements were possible; these were mostly accompanied by 
synkinesis of the right hand. Frequently concomitant movements of the mouth 
were observed. Especially when he opened and closed the left fist, corresponding 
movements of the mouth appeared regularly. Rhythmic movements of the tongue 
had also a tendency to involve the jaw, but never extended towards the hands. 
Although T— was able to whistle, to clack the tongue, to blow, to lick the 
upper lip, to smile and to sigh, all more complicated facial expressions became a 
kind of uniform mass movement, i.e., a grimace of the mouth. 

T— was unable to repeat single rhythms by knocking on the table. There was, 
furthermore, a tendency to transfer the place of knocking laterally (both hands, cf. 
Bdrdny’s test). 

In spite of the inability to move the fingers separately, finger-agnosta was not 
present. Left and right were distinguished almost without mistake; he pointed 
to all parts of his body with correct lateralization, using mostly the right hand. 


758 FURTHER OBSERVATIONS ON APRAXIA, [Nov., 


The constructional ability was interfered with in a characteristic way. T— 
was not very co-operative in these tests, often destroying by his clumsy movements 
the given pattern or the mosaics he had begun to arrange himself. He could do the 
very simplest pattern of two or three mosaics or matches, but often failed in the 
more complicated, which he usually began correctly, but was unable to finish. 
He never exhibited the typical spatial mistakes of constructional apraxia, 
although the performance was very poor. 

His drawing was similarly impaired ; simple figures like triangle, cross, square 
were copied correctly. In drawing a man or a house he perseverated, and could 
not finish correctly. He copied a figure like this, <I, correctly. 

Writing however, was, much more disturbed. Although T— read letters, 
single words and short sentences without difficulty (he took at once to the titles of 
pictures if there were such), he only wrote his signature, and this often incorrectly 
with some perseveration. On one occasion he wrote ‘‘London”’ when asked for his 
address. He copied block letters, but in longer words never without mistake. 
There was no difficulty in putting together simple words from wooden letters. He 
wrote single numbers, the sequence of numbers up to 9, but then was handicapped 
by extreme perseveration. Numbers of two and three figures were sometimes 
correctly written, but there were often typical failures—insertion of o after the 
hundred, etc. 


With regard to the kind of apraxia represented by this case, Kleist’s own 
remarks might be quoted: ‘‘ One can doubt if it (the disturbance) should be 
called apraxia at all. But it is something different from paresis. The power ` 
of movements is not weakened, or if so, only very little; and this weakness 
does not explain the disturbances found. Special functions of a higher level 
than innervation are lacking or impaired ; i.e., the ability to connect or isolate 
single innervations.’’ The picture is entirely different from ataxia ; co-ordina- 
tion of agonists and antagonists is intact. At any rate this is apparently 
the lowest possible form of apraxia, combined in the case of T— with a distur- 
bance of perceptive attention which, however, is not an essential combination, 
according to the findings of other observers. 

The disturbance here is not dependent on or related to the degree of 
automatization obtained by practice, but closely connected to the ‘‘ mechanics ” 
of movements. The more refined and differentiated the movements are, the 
more evident becomes the defect. T— could pretend to catch a fly or to throw 
a stone, but playing the piano and similar differentiated movements were 
disturbed. One experiment was especially striking : T— was asked to press 
the button of an electric contact and to stop pressing it at special signals. 
Even after long and patient trials to condition these movements, he remained 
entirely unable to do them. He pressed with his whole power, using the 
whole hand and arm, and was unable to relax; he grasped at the electric 
light instead of pressing the button, etc., etc. 

One can understand how this form of apraxia must interfere with construc- 
tional tests in the way it did in T—’s case. He really failed because of his 
purely technical inability to perform the fine movements required by construc- 
tional tests. Here Feuchtwanger’s definition of apraxia as a disturbance of 
the pure ““ technique of movements ” appears apt, whereas in all higher forms 
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of apraxia such a definition seems too crude. I should like to leave it an open 
question whether T—’s failure in construction can be entirely explained by this 
technical incapacity for refined movements. It will be necessary to compare the 
findings here with other cases of the same kind. Such a proviso is especially 
needed with regard to the severe disturbance in writing which was exhibited 
by T—, and cannot be derived from his “innervation apraxia’’. Pure cases 
of this kind have—according to Kleist—no agraphia. 

The observation as a whole might also be considered with respect to the 
problem of defining apraxia as mentioned above (p. 745). Sittig’s conception 
of an uninterrupted sequence of transitional forms from paralysis to the highest 
types of apraxia seems better adapted to facts than that of Liepmann when 
we deal with cases like that of T—. 


Returning to the special characters of constructional tests, their peculiar 
qualities might be developed in different directions, e.g., one might increase 
their aloofness from daily life and play-like quality. This could be done by 
giving the patient the mosaics and bricks without any detailed request or any 
pattern to be imitated, asking him to arrange them as he likes. Thus the 
attitude of learning is eliminated, and the test situation comes still nearer to a 
play situation. 

It is certainly impossible to foretell if this ‘‘ free construction ’’ means 
facilitating the task or increasing its difficulty for the apraxic patient. Ina 
case of typical parietal syndrome whom I tested with mosaics in this manner, 
there was no tendency to make reasonable use of the manifold forms and 
colours spread out on the table. The patient slowly arranged groups of two or 
three mosaics, sometimes alike in colour, often without regard to equal shapes 
or length of sides ; then she began again with two other pieces and soon. She 
did not continue the groups she arranged before, and neglected or destroyed 
them while building the next one. She showed no tendency to arrange 
symmetrical forms, nor build rows of equal or alternating colours or shapes ; 
in short, the performance clearly exhibited defective capacity for spatial 
arrangements, even of a rather loose kind. 

In contrast to this, the behaviour of the following patient seems of special 
interest : 


John O—, æt. 60, was healthy until three years ago. Then he began to be 
forgetful in his work as a grocer. The deterioration was progressive, and a year 
ago he became restless at night and unable to care for himself. He was untidy, 
did everything “automatically ’’ that he was used to do, but was unable to do 
something that was not habitual. His forgetfulness increased so much that he 
often shaved four times a day. Memory for early years was relatively unimpaired. 
His behaviour suggested visual hallucinations, especially at night, and vague 
delusions of persecution were uttered from time to time. He seemed unable to 
express himself clearly during the last few months and tried to help himself out 
with gesture. He complained of headache, and had frequent hot flushes with 
palpitation. 

On admission to the Maudsley Hospital (February 22, 1936) the bodily findings 
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were as follows: Eyesight normal in the left eye; in the right very poor owing to 
long-standing cataract. Slight signs of arterio-sclerosis in left disc. Pupillary 
reactions normal. No hemianopsia. Optokinetic nystagmus present, equal 
both sides; after a short test, complaint of giddiness. All deep reflexes were present, 
knee- and ankle-jerks exaggerated on both sides. Patellar clonus present and 
equal on both sides, ankle clonus only on the right. No Babinski’s sign. Move- 
ments and muscular power were normal; there was no ataxia. Gait rather shuffling ; 
no disturbance of equilibrium. No gross sensory disturbance. Blood-pressure 
165/110. Wassermann reaction negative in blood. 

The general behaviour of the patient during the month he stayed in hospital 
was of the familiar senile type. He was always pleasant and courteous, often 
cheerful, made nice polite remarks and did everything required as far as it was in 
his usual routine. At night he often got out of bed and seemed entirely lost. If 
talked to, he answered in general habitual phrases often widely off the mark, 
sometimes beside the point, very seldom exact. When pressed in any respect he 
got easily bewildered; used all kinds of subterfuges which were all very well 
phrased. He was absolutely disorientated in time and space, but spoke of doctors 
‘and nurses and showed striking insight into his disabilities. 

There was no aphasia of any special kind, but great difficulty in finding nouns 
and names of everything that was not quite in his daily routine. He recognized 
objects, gave their use by gestures, if he did not find the word, sorted colours of 
the main shades and exhibited no signs of apraxia in purposeful movements. He 
repeated rhythms knocked on the table without failure. He was able to read 
words and short sentences without perseveration. On one occasion he read a 
small paragraph in the paper, leaving out some of the smaller words, but he 
understood the idea of the whole and repeated afterwards the main points. 
Otherwise his retention was extremely poor: he could repeat no more than four 
digits. If one could get him into a special situation of his past life, he recalled it 
well and gave quite a detailed account. There was something left of his school 
knowledge, even in arithmetic, which otherwise was extremely poor, both orally 
and written. Writing of numbers was correct up to three figures, but beyond that 
there was some tendency to write the figures as words. The writing of single 
letters was intact; in dictated words he sometimes exhibited perseveration of 
letters. He copied printed words in cursive script relatively correctly. Signature 
and address were unaftected. 

O— was entirely unable to draw anything; he failed to copy a right-angled 
cross. He moved his pencil into the pattern or wrote down a word when he 
should draw, e.g., the word ‘‘ copy ” or “ house ” or his signature. He was quite 
good at tracing and coloured a given space skilfully, though even then he 
sometimes slipped into writing. 

There was, however, no disturbance of the distinction of right and left and no 
severe finger-agnosia: thumb and little finger were always correctly recognized. 
Finger postures were seldom correctly imitated, whereas he imitated movements 
and postures of other parts of the body without failure. 

In constructional tests O— was as helpless as in drawing. He tried, e.g., to 
copy a simple brick building of an arch built from three large bricks without any 
success. He put one brick on the top of the other, building a tower as very 
young children do. When one brick was put upright in front of him and the two 
others were given to him, he could not complete the arch. Only when two 
upright bricks were put in front of him did he finish the arch correctly. A tower 
of bricks of different shapes was not correctly copied. O— always built in his 
own way, although he seemed to try hard to copy and was anxious to please the 
examiner. This inability was still more marked with mosaics. When a pattern 
was given, he began at once to arrange the mosaics, but without regard to the 
pattern he was asked to copy. His behaviour was different from what one sees 
usually in cases of constructional apraxia, in so far as after a relatively short time 
O— paid no more attention to the pattern. He used the given mosaics as a 
starting-point for his own pattern. 
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When the mosaics were spread out on the table without any pattern, he began 
at once to arrange them. He chose mosaics of the same form or of the same colour 
or of both, and put them together always in closed groups, often of rectangular 
form. On one occasion, e.g., he took three blue squares and one yellow, arranged 
a larger square with them, then grasped all red lozenges and put them on one side 
close to the square, carefully fitting the lozenges on to another with suitable sides, 
etc. Sometimes he arranged small piles of mosaics of the same size and colour. 
He readily and willingly resumed this kind of play each time the mosaics were on 
the table and seemed to enjoy putting them in order. He never repeated the 
same pattern and never copied his own former arrangement, not even when he 


was asked to do so. 


The special position of ““ free constructing ” as against constructing after a 
pattern seems to be proved by a patient like this who clearly showed construc- 
tional apraxia if tested in the usual way, but did extremely well in spontaneous 
construction. O— performed everything else ‘‘automatically’’, as his 
relatives expressed it; his speech production was a continuous repetition of 
well-worn sentences, entirely habitual and automatized. Within these limits 
he showed some pliability. When asked to do something non-automatic, like 
constructing, he could only do it provided the activity was absolutely non- 
automatic, and made no demand on his capacity to acquire something which 
might lead towards new automatization. Only spontaneous construction 
seemed to be free enough from such demand. Every activity which contained 
some automatic element in it, like drawing or colouring, made him slip back 
towards his own automatisms, e.g., writing. Here again a field in between 
automatic and non-automatic movements was inaccessible to the patient, 
although purely automatic and purely non-automatic performances were 
preserved. 

There are other possible interpretations of O—’s behaviour, to take, e.g., 
the definition of intelligence as given by Piéron—‘‘ the variability of behaviour 
which is adopted to the complex of circumstances of the moment and which 
profits by the acquisition of experience ” (cf. similar definitions of Auguste 
Comte, Ebbinghaus and others). If such a definition sufficed in pathological 
cases like O—, he would have to be regarded as a case of total loss of intelligence. 
This obviously would not reveal anything of the real nature of his distur- 
bances. Thus an interesting side-light is thrown on the fallacies of the use 
of ‘‘ intelligence ” (and intelligence tests) in cases of acquired ‘‘ dementia ”’. 

One might furthermore compare O—’s failure with the inability of a 
certain type of aphasic who cannot repeat spoken language although spon- 
taneous speaking and understanding are preserved—" Leitungsaphasie ’’. 
One would then in his case assume a “‘ konstruktive Leitungsapraxie’’: an 
apraxia affecting the direct connections between the sensory and motor 
functions involved in constructive activities. 

Finally the careful spontaneous constructional activity of O— can be 
regarded as the result of a “ general disturbance ’’, i.e., Goldstein’s organic 
orderliness, which is in contrast with the “‘ organic slovenliness ” of the patient 
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T—, described above. In a former paper (with E. Guttmann) the tendency 
of a presbyophrenic patient to arrange all objects in regular groups was 
mentioned as illustrating this morbid orderliness. O— did not exhibit the 
symptom in such an extreme degree, but may be regarded from this point of 
view. 

The problem of the relation between constructional apraxia, on the one 
side ‘‘ organic orderliness and slovenliness’’, and other forms of general 
disturbances, especially those affecting motor activity, on the other, will be 
the object of a further paper. 


SUMMARY. 


This paper gives in rough outline a psychological analysis of motor behaviour 
in relation to the problem of automatism. An attempt is made to apply 
Jackson’s principle of ‘‘ reduction to a more automatic condition ” in cerebral 
lesions to cases of apraxia of different kinds. A psychological analysis of 
constructional tests is given, and the relation of constructional apraxia to 
other forms of apraxia is illustrated by cases and discussed. The special test 
of “ free construction ’’, in contrast to constructing with a given pattern, is 
described and its psychological significance is analysed. 


I gratefully acknowledge my thanks to Dr. Edward Mapother, Medical 
Superintendent of the Maudsley Hospital, for permission to make use of the 
clinical material, and to Dr. Alfred Meyer for his kind help in the preparation 
and interpretation of the pathological material. 
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OnE of the greatest problems facing the psychiatrist of to-day is the etiology 
of schizophrenia, particularly that of the catatonic variety. Our ignorance in 
this respect is reflected by the number of hypotheses which have been put 
forward by the various schools of thought. It would be a task beyond the 
scope of this paper to attempt to summarize or criticize these theories, but for 
the sake of clarity a brief survey may here be made. The etiological hypotheses 
fall into three main groups: 


I. HYPOTHESES PREPONDERATINGLY PSYCHOGENIC. 


The most extreme form of these is represented by the Freudian school 
and its disciples. Mechanisms like regression to the prenatal stage, the pretence 
to be dead, masochism are all quoted. Jung’s analytico-symbolistic psychology 
affords another variety, as does the psychobiological psychiatry of Adolf 
Meyer, which attributes the schizophrenic reaction type to a progressive 
maladjustment to the environment. 


2. HYPOTHESES PREPONDERATINGLY PHYSIOGENIC. 


Numerous organic disturbances have been suggested as directly causative. 
Thus hepatic hypofunction, tuberculosis, encephalitis, endocrine disease, 
“ toxemia ’’, vascular disorder, etc., all have their adherents. One of the most 
radical representatives of this group is Kleist and his school. They hold that 
some of the extra-pyramidal systems are affected in a constant irreversible 
manner, the type of the disease being dependent on which particular system is 
affected. Bourguignon, Claude and Maspes, on the other hand, seek to explain 
the sudden and rapid changes in the clinical picture and laboratory findings 
by the occurrence of disorders, such as vascular spasms or locally active toxins 
affecting some of the subcortical centres. Gjessing, after some epoch-making 
physiological investigations on catatonia, whilst admitting the importance of 
constitutional and exogenic factors, brings forward weighty evidence in support 
of a metabolic disturbance, periodic in nature, and has tentatively coined the 
term ‘‘ toxic diencephalosis ’’. Workers like Mott and Reiter, who hold that 
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schizophrenia in general is a reaction of the central nervous system to abnormal 
humoral influences must also be classed with this second category. 


3. CONSTITUTIONAL HYPOTHESES. 


To this group one must assign authors like Kraepelin or Kretschmer, who 
frankly ascribe the disease to unknown endogenous factors; likewise the 
numerous psychiatrists who place the greater part of the onus on heredity. 


The present work was contemplated in the hope of contributing something 
towards this discussion. It has been shown that the chronaxie measurement 
of the peripheral nervous system is a valuable means of showing changes of 
the central nervous system which escape other quantitative investigations 
which are clinically applicable. Thus in Parkinsonism the usual electrical 
examination according to Dubois Reymond with galvanic and faradic current 
shows no changes, and yet the organic lesion of the extrapyramidal system 
brings about a change of the excitability of the peripheral nervous system 
which is detectable with the chronaxie apparatus. These changes seem fairly 
constant, as is shown by Bourguignon and others. Normally there is a relation- 
ship of 1 to 2 in the chronaxie of agonists and antagonists. In Parkinsonism, 
on the other hand, this quotient approaches or reaches that of r tor. As the 
pathogenesis of catatonia, particularly that of the rigid type, has frequently 
been compared with that of chronic encephalitis, the idea occurred to us of 
examining a group of catatonics with a view to finding whether comparable 
changes could be detected. 


METHOD. 


A number of well-marked stuporose catatonics were selected and chronaxie 
measurements were performed on muscles of the upper and lower limbs. The 
muscles were so chosen that several fell into each of the three groups proposed 
by Bourguignon and his pupils. 

The method employed was that of Bourguignon, in whose laboratory one of us 
had the opportunity of assisting in a number of experiments. A chronaximetric 
apparatus on the condenser principle was constructed at the Cardiff Mental 
Hospital. The capacity of each of the condensers was kindly tested bv 
Dr. Shaxby, of the Physiology Institute at University College, Cardiff. The 
circuit and electrodes employed were exactly similar to those recommended 
by Bourguignon. 

Of the readings obtained, only those were used where the value of the 
rheobase after the determination of the chronaxie was the same (within a 
10% experimental error) as before. The great majority of muscles were tested 
several times, and almost without exception on both sides. In some instances 
the experiments were repeated on different days, sometimes after a lapse of 
several weeks. 
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SUMMARIES OF CASE-HISTORIES. 


The following summaries are from 7 cases of well-established catatonic 
stupor investigated at the Cardiff City Mental Hospital. 


CasE 1.—Male, æt. 37. Father alcoholic, mother suffered from vascular 
cerebropathy ; one aunt epileptic, two aunts had been in mental hospitals; one 
brother suffered from dementia precox and died in Cardiff City Mental Hospital. 
The patient had previously been in hospital in 1914 for nine months suffering from 
stupor. He had also been in various mental hospitals in Australia for several 
years. He was admitted to Cardiff Mental Hospital in 1933. Since admission he 
had been in a state of profound stupor, was mute, resistive, negativistic, and at 
times displayed impulsive behaviour with short phases of restlessness. He sat 
about the ward in fixed attitudes and showed the typical appearance of catatonic 
stupor. Physically he showed no organic disease. 

CasE 2.—Male, zt. 28. No history of morbid heredity. Morbid pre-psychotic 
personality, always quiet and sensitive. Admitted to hospital in September, 
1932. Gradually became more solitary, self-absorbed, irritable and detached 
from reality, eventually merging into a condition of complete stupor. Occasionally 
displayed catalepsy and “‘ flexibilitas cerea’’. He rarely spoke, and when he 
did he was usually echolalic. Physically no organic disease. 

CasE 3.—Female, æt. 20. Family history, both parents “ nervous ’’. Admitted 
to hospital in September, 1933. Pre-psychotic schizoid personality ; from age of 
12} history of occasional outbursts of violence. For four years prior to admission 
had to be fed. She displayed no spontaneity, and could do nothing for herself. 
She remained solitary, uninterested and stuporose. Two months later her stupor 
and negativism became more marked, necessitating tube-feeding daily. She 
would stand about the ward without moving and exhibited grimacing. Physically 
no organic disease. 

Case 4.—Female, xt. 21. No evidence of psychotic heredity. Admitted 
July, 1933, after illness of two months, during which she became apathetic and 
negativistic. Most of the time she was in a profound stuporose condition and 
offered no response to questions, though on a few occasions she displayed excitement 
and restlessness. Manneristic behaviour at times marked. During chronaxi- 
metric investigations she was in a condition of profound stupor and displayed no 
mannerisms. Physically no evidence of organic disease except amenorrhcea. 

CasE 5.—Male, xt. 34. Previous history unknown. Admitted January, 
1929. Was then in a semi-stuporose condition, answering questions slowly and in 
monosyllables. Subsequently became entirely mute and refused to answer 
questions. He displayed catatonic rigidity, e.g., lay in bed with his head raised 
from the pillow, frequently negativistic, exhibited “ flexibilitas cerea ”, at times 
impulsive and violent. Physically no evidence of organic disease except acrocya- 
nosis and oedema of the ankles. 

Case 6.—Female, zt. 27. No history of morbid heredity. Pre-psychotic 
schizoid personality. Admitted to hospital in September, 1929, with history of 
hallucinations and ideas of reference. She gradually merged into a condition of 
stupor with stereotypy. In May, 1931, she was discharged “ not improved ”, and 
re-admitted in August of same year; had gradually deteriorated since then, and 
during examination was in a state of stupor. Physically no evidence of organic 
disease except amenorrhea. 

Case 7.—Female, æt. 50. No morbid heredity ascertainable. Pre-psychotic 
personality ; strong-willed, solitary, ‘‘ nervous’’. Admitted in November, 1933, 
with history of. three years’ mental illness. Gradual deterioration set in with 
apathy, hypochondriacal ideas and compulsive actions. Had been mute since 
the autumn of 1932. At the time of examination was completely stuporose and 
extremely negativistic ; no catalepsy. Reacted to painful stimuli by withdrawal ; 
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afraid of chronaxie apparatus. Physically some degree of arterio-sclerosis ; 
menorrhagia. 


RESULTS. 


The following two tables illustrate the results obtained. Table I records 
every measurement taken on the various muscles. Table II shows the average 
of these measurements of the individual muscle. As is usual, the results are 
recorded in microfarads (mF). To obtain corresponding units in time, each 
figure must be multiplied by 4 to give the chronaxie value in ø (1/toooth of 
a second). 


INTERPRETATION. 


The striking feature of the above results is the fact that abnormal figures 
were found in every case. Even if one does not adhere strictly to the limits 
laid down by Bourguignon, and only takes as definitely pathological those 
values which are less than half Bourguignon’s lowest or more than twice his 
highest limits, there was no muscle of those examined which did not at one 
time or other show abnormality. This leads us to another important finding, 
viz., the enormous variability. In normal persons the chronaxie only varies 
comparatively slightly, but in the catatonics examined chronaxie actually 
varied in the same muscle. Actual times when ‘variations occurred are not 
shown in our results, as the recording of the times of examination of each 
muscle would have made the tables far too cumbersome. It was, however, 
found that in some instances variations occurred almost from one minute to 
another, in others the chronaxie remained constant over a period of weeks. 

Even allowing for experimental error, there can be no doubt that the figures 
demonstrating variability and those which are more than double the upper 
normal limit or less than half the lower normal limit are definitely abnormal. 
It will be seen from the tables that the majority of abnormal figures were 
variations upwards rather than downwards. Hence we find a marked tendency 
for the chronaxie to be lengthened, this lengthening not being constant, but 
variable. These variations at first sight seem to defy any attempt at interpre- 
tation. One fact is obvious: they are decidedly different from the changes 
met with in Parkinsonism, for it appears impossible to find any determined 
relationship between agonists and antagonists. Neither could any correlation 
between the clinical condition of the patient and the chronaxie findings be 
established. In some of the cases the rigidity increased or decreased, but no 
relationship could be discovered between these changes and the variations in 
chronaxie. 


DISCUSSION. 


The interpretation of these abnormal chronaxie values is extremely difficult. 
It seems to us that several points are worthy of discussion. 

If it is assumed that an organic constant change in some parts of the central 
nervous system can be regarded as the cause of catatonia, constant changes of 
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chronaxie could of course be explained. Many authors (Kleist, Frankel, 
Salmon, Bychowski, Kirschbaum, Küppers, Steck, Lindberg, etc.) have 
produced evidence to support the theory that anatomical lesions of one or 
other part of the extrapyramidal system produce the catatonic syndrome. 
Our findings are so extremely variable, showing as they do so little constancy 
in the individual case and varying so much from one case to another, that one 
cannot conclude that the chronaxie findings support the view mentioned above. 
On the other hand we do not assert that our results disprove it. Further 
corroborating evidence is required in this connection. 

Bourguignon and his pupils have expressed the view that the changes in 
chronaxie which he found, and which correspond more or less to ours, can be 
explained by assuming a functional lesion of certain centres. This lesion 
might be toxic or vascular in origin. It is assumed that some toxins circulating 
in the blood act over shorter or longer periods on the centres, or that the blood- 
supply to the latter suffers through arterial spasms, temporary stasis or similar 
occurrences. As far as we know, however, there is no evidence to support 
this view seriously, and all that can be said about it is that our chronaxie 
findings seem compatible with it. 

The third explanation, which seemed a possible one to us, is the assumption 
that the changes of chronaxie are due to the maintenance of certain muscular 
contractions (increased tone) over long periods. Previous investigations of 
chronaxie during voluntary muscular contraction have shown no abnormal 
features, but it must be remembered that such voluntary contractions were 
necessarily of comparatively short duration, though work and fatigue seemed 
to change the chronaxie for short periods. When one bears in mind, however, 
that catatonics frequently maintain the same muscles in a state of contraction 
(increased tone) over long periods, far longer than normal persons in an 
experiment, it seems reasonable to suppose that the changes found are secondary 
to these prolonged contractions or increase of muscular tone. The view is 
held that the autonomic nervous system is involved in the maintenance of 
muscular tone. In this connection it might be worth mentioning as a possi- 
bility that an increased or changing sympathetic tone can be responsible for 
changes in chronaxie. It has been shown experimentally that chronaxie can 
change with alteration of the balance between the cerebro-spinal and the 
sympathetic systems, although these changes did not reach the degree recorded 
in our Cases. 

It would be of interest, in view of the above findings, to ascertain if changes 
in chronaxie occur in other states where attitudes are maintained over prolonged 
periods (e.g., melancholia), and we hope to be able to undertake this work at 
some future date. 

SUMMARY. 


The motor chronaxie has been investigated in 7 well-marked cases of 
catatonia. Marked deviation from the normal was found in every case, these 
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changes being variable. Although the results seem compatible with the various 
ztiological theories of catatonia, a simpler interpretation would be to regard 
them as secondary changes of excitability due to the prolonged maintenance 
of catatonic attitudes. 

We are indebted to Dr. P. K. McCowan for the facilities to carry out this 
research, and to Dr. J. H. Shaxby for the testing of the condensers. 


References.—Bourguignon, G., La chronaxie chez l'homme, 1923.—Idem and d’Heucqueville, 
G., Ann. Méd. Psychol., 1931, 1xxxix, p. 461.—Bourguignon, G., and de Jong, H., Compt. rend. 
Soc. Biol., 1928, xcix, p. 55.—Bychowski, G., Zeitschr. f. d. ges. Neur. u. Psychiat., 1932, cxl, 
p. 798.—Idem, ibid., 1932, cxl, p. 30.—Idem, Journ. Nerv. and Ment. Dis., 1935, Ixxxi, p. 281.— 
Claude, H., Bourguignon, G., and Baruk, H., Bull. Acad. Méd., 1927, xcvii, p. 593.—Fränkel, 
Zeitschr. f. d. ges. Neurol. u. Psychiat., 1921, 1xx, p. 313.—Gjessing, R., Arch. f. Psychiat., 1932, 
xcvi, p. 319.— Kleist, K., Klin. Wochenschr., 1923, ii, p. 962.—-Idem, Monatsschr. f. Psychiat. 
u. Neurol., 1922, lii, p. 253.— Küppers, A., Zeitschr. f. d. ges. Neur. u. Psychiat., 1922, Ixxviä, 
p. 546.—Lindberg, B. J., Acta Psychiat. et Neurol., 1933, viii, p. 679.—Maspes, P. E., and 
Visintini, F., Giorn. acad. med. Torino, 1933, xcvi, p. 39.—Jdem, Riv. Pat. Nerv. e Ment., 1934, 
xliii, p. 1085.—Steck, Schweiz. Arch. Neur. u. Psychiat., 1926, xix, p. 195, and 1926, XX, p. 92. 
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ENDOCRINOPATHIES AND PSYCHOSES.* 


By JAMES H. Hutton, M.D., 
Chicago, Ill., 


AND 


D. L. STEINBERG, M.D., 
Elgin, Il. 


THE problem of the relationship of the endocrine system to personality 
and its disorders has long been an intriguing one. The literature abounds 
with the views of the psychiatrist, physiologist, pathologist and endocrinologist, 
and still there remains a multitude of challenging questions unanswered. 
The ztiology of personality disorders, that of the psychoses, and the true 
function of the endocrines and their working mechanism have never been 
satisfactorily determined. To establish scientifically any etiological factor 
in medicine one must make a definite diagnosis of the entity, identify the 
etiological factor, the specific pathological picture, and the influence of specific 
therapy. 

The diagnosis of the various psychotic states is a difficult problem. Anyone 
with experience readily realizes the pitfalls that await one when called upon 
to differentiate between atypical cases of schizophrenia, manic-depressive and 
involutional psychoses, and the numerous states that lie somewhere between 
the so-called normal and the psychotic. With the diagnosis of endocrino- 
pathies the difficulties multiply, because here we deal with a system of func- 
tioning glandular structures which may be hyperactive, hypo-active or in a 
state of dysfunction. These various states may exist simultaneously in 
different glands, 1.e., we often see such syndromes as deficient growth hormone 
accompanied by excess of sex hormone. Each produces its own definite 
stigma on the organism, but how this may demonstrate itself depends 
considerably upon the time of life in which the dyscrasia occurs, how long it 
persists, the influence on other glands, on the nervous system, etc. Probably 
the chief factor is the quality of the inherent soma of the organism. 
Consider, for example, the growth hormone of the pituitary gland. If there 
is an over-functioning during childhood, the end-result is gigantism, but if 
the over-function occurs after maturity the result is acromegaly. We need 
not mention the other phenomena which also express the influence of this 


* We wish to acknowledge our appreciation for the numerous suggestions made by 
Dr. Charles F. Read throughout this study. 
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single abnormal condition upon the nervous tissue, the psyche, etc. Consider 
also the hypo-functioning thyroid gland, which causes cretinism in early life 
and myxcedema after maturity. 


Only recently Karnosh and Stout (19) have discussed the relationship of 
psychoses and myxcedema. They believe that hypothyroidism exerts a marked 
influence upon the physiology of the body, but that no specific type of psychic 
reaction is predictable, because this depends upon the constitutional, hereditary 
and environmental background of the individual, and in older people may produce 
a syndrome of organic nature. Often these psychic changes cannot be influenced 
by therapy, in spite of the fact that the metabolic error is corrected. Dunlap and 
Moersch (10), studying the syndrome of hyperthyroidism and its psychic manifes- 
tations, found no direct causal relationship, but reported the increased frequency 
of toxic-exhaustive states, acute delirium, and manic-depressive psychoses asso- 
ciated with specifically pathological thyroid glands. 

Pathological studies reported to date present views of both extremes, some 
finding almost constant association between abnormal psychic function and 
pathological gland structure and others reporting none. 

Pende (27) makes the observation that it is not always possible, as with the 
brain, to tell the functional efficiency of a structure merely by studying its size, 
shape and form, but that the seat of the pathology may be in the minute histo- 
chemical changes. Carlson (6) expresses himself as follows: ‘‘ There is nothing in 
the experimental, clinical or pathological fields to justify any conclusions that 
endocrine glands may be the primary cause of mental disturbances.” However, 
he feels that they may constitute contributory causes and suggests further research, 
as does also Hoskins (17), who believes that “ hormones contribute importantly 
to the determination of the personality ”. 

When we discuss therapy and its efficacy as an index of this relationship we 
need only quote Hoskins’s and Sleeper’s (17) conclusions that “ before we can 
render an adverse decision it must be shown that the gland substance selected was 
the one indicated in the individual case, that a potent preparation was used, that 
the dosage was adequate and the treatment was continued for a suthciently long 
period ’’. This expresses thoroughly the difficulties that face any conclusion 
drawn from a therapeutic approach if we add the oft-made claim of *‘ coincidence ”, 
whereby positive results may be questioned. 

The incidence of endocrinopathies in the psychoses appears to be quite frequent. 
An astute observer, well versed in the endocrinopathic manifestations in its various 
forms, cannot but be impressed with the evidences of endocrine dysfunction in the 
abnormally functioning population of a mental hospital. No statistical comparisons 
with “ normally ” functioning groups have been made, for the obvious reason that 
a study of the frequency of such dysfunctions in the general population would be 
almost impossible to obtain. Rowe and Pollock (28), in examining a large series of 
cases (a rather selected group of 4,000), found the incidence’ of endocrinopathy 
greater in the non-psychotic group, but the association of a psychosis was much 
more frequent in the endocrine dysfunctioning group than in the non-endocrine, in 
spite of the fact that in the latter there were numerous patients with conditions 
conceded to be ztiologically important in producing a psychosis. 

Notkin (26) found only 8 cases of gross endocrinopathies in a hospital population 
of six thousand, and concluded that the relationship of endocrine dysfunction to 
the psychoses has been over-rated, and that the fundamental cause of the major 
psychoses 1s still unknown. We agree with the latter inference, but from our own 
experience and that of others we feel that the incidence is much greater than that 
noted by him, if one considers all degrees. We have many examples—which 
cannot be related here because of lack of space—of endocrine disturbance, such as 
abnormal hirsutism, the shape and size of hands, variations in stature, in fat 
distribution, and in the relationship of morphological measurements. 
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Kraepelin, in 1891, expressed a suspicion that the endocrines might constitute 
an ætiological factor in the psychoses. That this was not based entirely on specu- 
lation is indicated by the frequent occurrence of psychoses and personality disorders 
at puberty and involutional periods; psychic disturbances during menstrual 
periods ; the disturbance of menstrual cycle in many psychotic patients, and the 
anomalies of sex function in psychotics. 

Curschman (7) suggests that homosexuality is explainable as a dysfunction of 
the sex hormones and that close investigation in these cases reveals other hetero- 
sexual stigmata, such as tendency toward female type of pelvis in the male, the 
scanty beard, the pubic hair distribution characteristic of the opposite sex. 

Allen (1), in studying the physiology of the cestrogenic principle, concludes that 
the sex-mating instinct partly depends on the sex hormone, and that in experimental 
animals activity is influenced by the presence or absence of this hormone. 

Gibbs (14), in studying sex development in male schizophrenics, concluded that 
there is an unevenness in the physical sexual development, that the marriage rate 
was less in these patients, and that heterosexual relations showed a high percentage 
of inadequate expression. He believes that adequate functional activity of the 
pituitary, thyroid and suprarenal is necessary for sex growth and function. 
McCartney (24) found that the personality make-up of twenty eunuchs closely 
approached that so often observed in the simple dementia præcox syndrome, such 
as lack of affect, apathy, introspection and purposeless existence. In studying 
autopsy material of dementia przcox cases he found a high percentage of patho- 
logical gonads and adrenal glands, and in the female patients no normal ovaries. 
He inferred that dementia præcox is primarily a disorder of the endocrine system, 
especially the gonads, and suspects that some toxic factor may be the primary 
cause of the damage to the genital glands. This is by no means a new hypothesis, 
for gonadal inadequacy has often been suspected of being a causative factor in 
dementia precox. 

Variation of pulse-rate and blood-pressure readings in psychotic patients seems 
also to be connected with endocrine imbalance. Hoskins (17) reported 10% lower 
blood-pressure readings in dementia precox than in normals. 

Recent basal metabolism studies indicate a decreased rate in many psychoses. 
This cannot be considered as positive evidence, since it is well known that not only 
do the endocrines influence these results, but psychic states as well, though, of 
course, it is quite possible that the psyche acts through the endocrine system. 
The relationship of the thyroid gland and body metabolism is well known, but 
recent experimental evidence reveals the important role of the pituitary and adrenals 
in oxygen assimilation and carbohydrate metabolism. Hoskins (17) has reported 
a tendency for the blood-sugar level to remain high considerably longer in schizo- 
phrenia than in the normal individual. McRobert (25) suggests a relationship 
between emotional tension and sugar tolerance. 

Blood chemistry studies may indicate endocrine pathology. Many observers 
have reported the calcium-phosphorus balance disturbed in the depressive states, 
although we could not corroborate these findings, as reported by one of us (D. L. S.) 
(29). Hypercholesteremia is a frequent occurrence in involutional melancholic 
States, while Sevringhaus (31) notes a frequency of melancholic states in diabetic 
patients. Abnormal hirsutism is frequently observed in the psychotic patient, 
and is no doubt a frank expression of endocrine imbalance. 

Circulatory changes, such as cyanosis, sialorrhcea, hyperidrosis, lymphocytosis, 
dermographism, alimentary glycosuria, and decreased sensitiveness to adrenalin, 
all become more significant since the recent work in Ranson’s (12) laboratory on 
diabetes insipidus indicates a definite relationship between the vegetative nervous 
and endocrine systems. A presumptive theory at this time would be that one 
dysfunctioning gland throws the entire endocrine system into a state of imbalance 
through close association with the nervous system—for example, the neural 
structure of the post-pituitary gland and medulla of the adrenal: it may influence 
the neural mechanism so as to produce a change of personality. This no doubt 
does not explain the entire picture, and therefore we must agree with Pende (27), 
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Hoskins (17), McRoberts (25), Dolja (8), Langfeldt (21), and Rowe and Pollock (28), 
that other factors are involved ; thus the endocrine may be one, heredity another, 
and psyche still a third. All acting together may produce a change in the 
personality, but, as Rowe points out, “ in such a conception there is no inevitability. 
All the factors may be present, but become productive only if the summation of 
their several indices exceeds a critical bound ”. This we believe is quite in 
keeping with the accepted theory of threshold barriers used at the present time 
to explain such phenomena as hyperglycemia without glycosuria. Frank (13) 
applies this theory in his expression of sub-threshold blood cycles of pituitary and 
cestrogenic hormones in certain types of amenorrhcea. We recognize that all this 
is speculative and therefore dangerous, and that possibly much will be discarded 
when more exact knowledge is available. 

Langfeldt (21) concludes that the occurrence of dementia precox depends 
upon a specific inferior endocrine formula, and that this in itself is an expression of 
heredity. Through this dysfunctioning endocrine system there results a special 
constitutional type, such as has been described often as hyperthyroid, hypogenital 
and hypopituitary constitution, etc., which ‘‘ results in an inferior development of 
the brain, and when this already inferior system is further damaged by toxin and 
disease, acute disturbances occur ”. 

The endocrine system is closely linked with the nervous system. Ranson’s (12) 
work has already been mentioned. Lewis (23) observes that the following con- 
ditions with neurological aspects have been associated with the ovaries: puerility, 
amenorrhoea, vagotonic crises, precocious puberty and vasomotor instability of the 
climacteric. Migraine has recently been supposed to be due to disturbance of the 
female sex hormone. Tetany often occurs in pregnancy when there is a parathyroid 
deficiency. Bowman (4) worked with parathyroid therapy in schizophrenia and 
concluded that no relationship was demonstrated, but suggested that further 
investigation was necessary before this could be definitely settled. 

The recent theory that essential hypertension is the result of endocrine distur- 
bance is not entirely new. Dolja (8) divided the endocrines into two groups of 
vasodilators and vasoconstrictors with the thyroid acting as the co-ordinator. We 
now know that the maintenance of blood-pressure level is closely connected with 
the endocrine activity ; for example, the influence of the adrenal hormone; but 
this, in itself, does not seem sufficient to maintain this level, and it is suspected that 
both the anterior and posterior lobes of the pituitary are intimately associated in 
this function. Recent therapy with X-ray exposure of the pituitary and adrenal 
a probably based on the above conception—a work now being checked at this 

ospital. 

Lewis (23) concludes that “ there is a definite relationship between endocrine 
disorders, whether that of causality, association, or merely coincidence, with nervous 
and mental disorders ’’, and stresses the need for further co-operative research. 
Bassoe (2) offers four problem cases in differential diagnosis where the ætiological 
factors of trauma, infection and endocrine imbalance are considered, and also 
suggests further investigation of this relationship. 

There is considerable presumptive evidence for suspecting a close relationship 
between endocrine dysfunction and certain mental and nervous disorders. 
Pende (27), in his studies of constitutional inadequacies, relates the constitution 
to the primordial tissue-cells. The influence of the endocrino-sympathetic 
system is determined by the tissues upon which the hormones must act. He 
believes that the complex of dyshormonic personalities due to constitutional 
anomalies, involving several or all of the glands at the same time, the 
ones most frequently met with in practice, although the functional anomaly 
of a single gland may predominate. Stockard (32) states: ‘‘ The entire personality 
of the normal individual may be promptly altered in significant ways by the changes 
in functional co-ordination among the organs of the body. The glands of internal 
secretion respond most delicately to all modifications in organic balance, and thus 
they superficially appear to be the most important elements in determining 
personality. The initial cause for the personality change need not necessarily 
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be in the glands of internal secretion themselves—but disease and the gland act 
as a means through which personality change is expressed.” This is in keeping 
with Sevringhaus’ (31) idea of hormones being merely catalytic agents which 
influence the metabolic processes, but do not initiate anything: ‘‘ The nature of 
the glandular reaction truly determines the particular kind of personality change. 
Different causes may produce one and the same effect by initiating the same 
secretory reaction.” An example of this is the similarity of the physical reaction 
to injection of adrenaline and the fear or rage reaction. 

Many believe that failures following suitable endocrine therapy are attributable 
to structural changes that cannot be corrected. We believe that this is a very 
plausible explanation of these failures. We know that nervous tissue is markedly 
susceptible to trauma and toxins, and it is quite conceivable that changes 
produced by endocrine dysfunction acting on the nervous tissue go on to such a 
pathological state that reversibility is impossible. 

Downs (9) observes: ‘‘ The majority of endocrine dystrophies present marked 
and definite psychic symptoms peculiar to their class. It seems probable that 
both somatic and psychic symptom-complexes are the result of endocrine distur- 
bances, acting upon the entire organism, including also other glands of internal 
secretion.” He cites the fact that mental defectives often show endocrinopathic 
stigmata. He also mentions the low I.Q. associated with cretinism and mongolism, 
and the rather high I.Q. found in individuals with delayed sex-gland development. 
These observations again corroborate the theory that pathological states may be 
reached when the reaction is irreversible, for no amount of thyroxin fed to a 
matured cretin will influence his I.Q. to any great extent. 

Hoskins (17), in a thorough study of 80 cases of dementia przcox, concluded : 
“ Endocrine deficiency plays a significant role in dementia precox, and in properly 
selected cases specific endocrine therapy is of value in the treatment of this 
disorder.” 

The above presents only a brief review of some of the interesting literature 
concerning this problem. Many others have discussed the specific association of 
one particular gland with various typical psychotic states. The review of these 
would only add more confusion to a situation that is already chaotic and is, there- 
fore, omitted. Our own purpose in offering even this much of the literature is to 
emphasize the increasing importance of the endocrines in the field of mental 
medicine, and to forge a definite link with our own report that follows. 


In 193I a concerted effort was started at Elgin to study the endocrine 
system as a possible clue to personality disorders. In 1933 a preliminary 
report (18) was made, reviewing some 172 cases, and the working mechanism 
of this study was set forth at that time. Because of lack of funds this has not 
changed materially. We still have to depend largely upon the interest of 
manufacturers to supply us with endocrine products. In the case of well- 
established hormones the patients’ relatives are asked to defray the cost. 
Because of such lack of funds much laboratory check-up has had to be 
curtailed. 

This present report reviews the entire study up to October, 1934, and 
includes a total series of 314 patients. The work is continuing, and many of 
the findings presented now may be considerably modified when the study is 
completed. 

This series of cases represents a selected group, but not all the patients in 
the institution showing endocrine stigmata are included. Many have had to 
be excluded for obvious reasons, such as unco-operativeness, especially where 
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basal metabolism determinations were considered essential. Some patients 
refused to co-operate for medication when given orally and were excluded on 
this score. Still others were excluded if the psychosis had been present 
more than five years prior to reference to the endocrine clinic. 

The group studied represents patients referred to the clinic by various 
members of the medical staff as possible endocrinopathies. The patients were 
then seen by the endocrinologist, who recommended various laboratory 
procedures. When these had been completed the cases were again seen at the 
clinic, and after consideration of all the factors, such as physical symptoms, 
laboratory results and psychiatric picture, a conclusion was arrived at which 
placed the individual in one of three groups: (1) a definite endocrinopathic 
diagnosis was made, either uni- or pluri-glandular, (2) showing doubtful 
endocrine dyscrasia, or (3) exhibiting no endocrine disturbance. 

It is evident that in so large a series of cases as this a review or summary 
of individual cases would be too cumbersome and in fact undesirable. We 
have therefore worked out various tables which we hope will clearly present 
our findings. 


TABLE I.—Analysts of Total Group (314 Cases). Psychiatric States and Sex 


Distribution. 

Diagnosis. Male. Female. Total number. Percentage. 
Dementia præcox.. . 5I ‘ I3I 3 182 i 58:0 
Manic-depressive . ; 4 22 26 ; 8-3 
Involutional melancholia o . 20 ; 20 : 6-4 
Psychoneuroses . ‘ O ; 8 . 8 i 2°5 
Miscellaneous í : 17 i 6I 2 78 . 24:8 

72 242 314 100-0 


Table I presents a tabulation of the entire group as to distribution of sex 
and psychiatric diagnosis. It shows a surprising preponderance of female 
patients to male. 77% of the patients are females. The explanation for this 
probably lies in the fact that ovarian disturbances are more obvious than 
those of the male sex glands. 

When we look at the distribution according to psychiatric diagnosis, our 
attention is arrested by a preponderance of dementia præcox cases as compared 
with any of the other psychoses. This may be accounted for partially by the 
fact that 609% of the population of any state institution consists of dementia 
preecox cases. The high proportion in this selected group is still indicative 
of the fact that in many dementia præcox cases there were findings suggestive 
of endocrine disturbance. The following tables show this. 
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TABLE II.—Analysts of 314 Cases as to Endocrine Evidence, Endocrine Diagnosis 
and Distribution of Definite Diagnoses among the Various Psychotic States. 


Ila.—Endocrine Evidence. Ilsp.—Endocrine Diagnosis. 
Number. Percentage. Number. Percentage. 
Positive . > 222. . 707 Definite . . 176 . 56I 
Negative . . 55 .  I7'5 Not definite . 114 . 36°3 
Doubtful . i. 37 . IIB Doubtful n BA a 7:6 
314 100°0 314 100°0 


IIc.—Psychtatric Diagnosis of those with Definite Endocrinopathy. 


Number. Male. Female. Percentage. 
Dementia præcox . : 104 ‘ 23 ; &I 59:0 
Manic-depressive .  . 20 TE 2 : 18 ; II-4 
Involutional melancholia — Io í O : IO : 5°7 
Psychoneurosis : ; 6 2% O . 6 . 3°4 
Miscellaneous ‘ 3 36 5 3I : 26°5 
176 30 146 100-0 


Table II is divided into three sub-tables, dealing with the analysis of the - 
endocrine evidence for establishing a definite endocrinopathic diagnosis. In 
sub-table IIA we see that 70:7% of cases presented sufficient positive 
evidence to justify their inclusion in the group showing definite endocrine 
dyscrasia. This compares closely with Rowe and Pollock (28), who, working 
with a group of 250 psychotic patients, found positive evidence in 76% of 
cases. 11°8% showed doubtful evidence, and after complete review of the 
findings, 17°5°% were thought to show no endocrinopathic evidence. 

Sub-table IIB is constructed as follows: After reviewing all the evidence 
of endocrine disturbance, it is still often quite a difficult task to make a definite 
endocrine diagnosis for, as previously pointed out, the gland that is the 
ztiological factor may not be the one that produces the gross symptomatology 
that we now know to expect. For example, amenorrhcea may be assumed 
as a symptom of endocrine dysfunction, but often even after a thorough 
investigation one cannot say whether a primary pituitary failure or ovarian 
failure or a combination of the two is the determining cause. Many resistive 
cases of hyperglycemia are now thought to be due to a dysfunctioning adrenal 
gland. We therefore believe that we are justified in leaving a little over one- 
third of our cases in a group where no definite endocrine diagnosis was estab- 
lished, since this group includes the 55 cases that showed no endocrine evidence. 
In a small number a doubtful diagnosis was ventured. In 176, or 56:10%, a 
definite endocrine diagnosis could be established. It is quite possible that in 
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the light of future investigation these diagnoses may prove incomplete or even 
quite wrong. , 

In sub-table IIc we deal only with the 176 patients whom we were able to 
label definitely as endocrinopathic. Here we present the distribution according 
to psychiatric diagnosis, and we find that 104 (59°0%) of this group are cases 
of dementia præcox. This percentage is somewhat higher than that found by 
Rowe, who found 42:8% of dementia przecox cases showing endocrine dys- 
function, and Hoskins, who had 39% of a group of 80. These indeed are high 
percentages, and although they do not definitely indicate a direct causal 
relationship, they do call for consideration of an association which appears to 
be more than mere coincidence. The other relationships are not striking, and 
no definite conclusion can be drawn at this time. 


TABLE III.—Distribution of Endocrine Diagnoses. 


D.P. M.D. I.M. P.N. Misc. 
Pituitary deficiency . 64 . 35 8 3 2 16 
» thyroid . 28 . 2I 2 O o 5 

„ ovarian . 8 I2 I 3 2 O 
Ovarian-thyroid . . I6 9 I 2 O 4 
7 : : - I4 8 3 2 O I 
Thyroid. : . IO 5 I O 2 2 
Hypogonadism . © 9 8 O O o I 
Pit.-ov.-thyr. def. : 8 I 2 o o o 
Miscellaneous. . I4 5 2 o o . 7 
176 104 20 10 6 36 


Table III deals with the incidence of the various endocrinopathic syndromes. 
Here the pituitary syndrome alone far outnumbers any of the others. The 
percentage of these is 36°3, comparing rather closely with the percentage of 
40:8, reported by Rowe in a study of 250 cases. 

We then arranged the various endocrine dysfunctions against the frequency 
of the various psychiatric entities, and found that of the total of 182 cases of 
dementia præcox, 104 showed definite endocrine imbalance in recognizable 
form, and of this group of 104, 35, or 36°6%, were associated with purely 
pituitary gland disturbance—somewhat less than Rowe’s analogous findings 
of 40°8%. If, however, in our series we include the pituitary-thyroid, 
pituitary-ovarian, and pituitary-ovarian and thyroid groups as well, we have 
a total of 69 cases of dementia przcox, or 66°3% of all the cases of dementia 
preecox in one definitely diagnosed endocrine group who showed definite 
pituitary disturbance. In the remainder of the table the preponderance of 
pituitary disturbance as compared to any of the other glands is significant. 
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This result merely indicates an association between psychoses and pituitary 
disturbances, while some other factor may predispose to the especial type of 
psychotic behaviour. 


TABLE IV.—Therapy: Methodology. Last 142 Cases (2nd Sertes)*. 
A. Laboratory Work. 


Requested. Carried out. 
Yes. No. Total. Adequate. Partial. Omitted. Total. 
Endocrine 
diagnosis 59 . I4 . 73 4 . 14 . 4 . 59 
No endocrine 
diagnosis 26 . 28 . 54 i. . 0, 26 
Doubtful . «m1. 4 . I5 6 . I. 4 II 
96 46 142 65 23 8 96 
B. Treatment. 
Recommended. Given. 
: Yes. No. Total. Adequate. Partial. Omitted. Total. 
Endocrine i 
diagnosis 64 . 9 . 73 43. 3 . 8 . 64 
No endocrine | : 
diagnosis 26 . 28 . 54 I2 . 4 . 10 . 26 
Doubtful . Io. 5 .. I5 o O . 2 . IO 
I00 42 142 63 17 20 100 


Table IVa presents merely an analysis of the latter 142 cases of our series 
as to laboratory work requested, and the number of cases where it was possible 
to carry this out adequately, partially, or not at all. In IVB the number 
of cases where treatment was recommended is stated, together with the number 
that received treatment adequately, partially, or not at all. 

The footnote indicates similar statistical results in the initial group of 
172 cases reported previously. As is readily seen, the complete study of a 
psychiatric patient is not a simple procedure, because co-operativeness of the 
subject is essential, for example, in determining the basal metabolic rate and 
glucose tolerance ; there is, therefore, a high frequency of omissions. 

Table V is merely a tabulation of the various endocrine products recom- 
mended and used. This deals only with the latter group of 142 cases. No 
attempt is made to report the efficacy of any particular product. Apart 

* In Series I—172 cases—treatment was recommended in go cases, given adequately in 33, 
partially in 26, not at all, or very inadequately in 31. 
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TABLE V.—Preparation Recommended and Used. 


Recommended. Given. Not given. 

Thyroid . ; ; ; 35 ; 26 ; 9 
Antuitrin . š å : 26 : 25 : I 
Ovarian residue À 22 ; 22 ; o 
X-ray l : : 15 2 13 
Ampacoid Svar ; j I2 II I 
Lugol’s solution : ; 14 : 8 : 6 
Theelin . . ; : II i 6 : 5 
Pituitrin . i ; ; IO 8 2 
Operative . : 5 3 2 
Stanley’s material anao 

gonad) . 5 ; 3 2 
Antuitrin G ieroutls har 

mone) | ; 4 4 O 
Progynon . 3 2 I 
Antuitrin S 3 I 2 
Suprarenal extract 2 2 O 
Ovarian extract I I o 
Corpus luteum . I I o 
Thyrotropic I I O 


Prephysin (anterior pitui- 
tary follicle - stimulating 


hormone) : : i 2 : 2 : O 
172 : 128 : 44 
Treatment recommended . 100% ; 80% ; 20% 


from some success with thyroid and anterior pituitary follicle-stimulating 
hormone no outstanding results can be reported. A case of hypothyroidism 
treated with whole thyroid responded rapidly and left the institution improved. - 
Another two cases, one a castrate, the other a young hypogonadal individual, 
given injections of testicular preparation, coincidentally made marked mental 
improvement and left the institution. Another case showing a syndrome of 
hyperthyroidism and manic-depressive psychosis was subjected to thyroidec- 
tomy and made a complete mental and physical recovery. 

In the following Table, VI, an analysis of the association of therapy and 
improvement is attempted. 

Of the 314 cases referred to this clinic our records indicate that 107 patients 
have been discharged from the institution. This is 34:08%, and is rather 
high, but it should be noted that 14% is contributed by the manic-depressive 
group. Of these 107 patients only 54, or 17:2% of the total 314 patients 
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TABLE VI.—Therapy; Efficacy; Analysis of 107 Discharged 
Cases from 314. 


Of the 314 cases referred to the clinic 107 had been discharged. Of these 
107 patients, 54 had a definite endocrine diagnosis, 41 none, and 12 doubtful. 


(A.) (B.) 
With po Treatment given. 
Diagnosis. Number. endocrine Ana PETE TER 
diagnosis. Yes. “No Adequate. Partial. Omitted. 
Dementia precox 48 . 22 . 18 4 12 . 3 TE: 
Manic-depressive I5 . II . 7 4 2 2 . 3 
Involutional . 
melancholia 9 . 4 . 4 O 3 I O 
Psychoneurosis. 6 . 6 . 6 o 3 2 I 
Miscellaneous . 29 . II. IO I 7 I 2 
107 54 45 9 27 9 9 
Percentage 34°08 17°2 83:3 16:7 60 20 20 


referred to the clinic had a definitely diagnosed endocrinopathy. Of this 
group of 54 patients, 45 were recommended for therapy; only 27, or 60%, 
received adequate therapy, and 20% only partial. 

It can readily be seen that definite conclusions as to efficacy of therapy 
cannot be claimed, but this high association possibly indicates that beneficial 
influences are obtained in some cases. We do not feel that these very moderate 
results of therapy should in any way cause us to discontinue this study. It is 
only with a more exact knowledge of endocrine dysfunction and with the use 
of definitely indicated hormones, of known potency, that we can hope to 
arrive at a better analysis of the efficacy of glandular therapy. 


SUMMARY. 


To summarize, we have reviewed much of the literature of the associations 
of psychoses and endocrine disturbances. It reveals that there is a considerable 
variance of opinion, but most authors seem inclined to believe that there 
exists some association, even though direct causal relationship has not been 
demonstrated. 

We then offer our own study of 314 patients in which our results seem to 
corroborate the suspicion that a relationship exists between certain psychotic 
states and endocrine dysfunction. 

There seems to be a preponderance of pituitary dysfunction either alone 
or associated with other glands. 

We can report no startling results. In a few cases where the association 
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was quite definite, administration of the indicated drug resulted in 
improvement. 

A large percentage of this group (34%) left the institution, which would 
indicate that the psychic manifestations are at times reversible. 

In all, the study indicates that further investigations are necessary before 
endocrine associations can be summarily discarded in considering the etiology 
of psychotic states. 
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THE EFFECT OF ACETYL CHOLINE ON THE SOMATIC 
SYMPTOMS OF ANXIETY. 


By MAXWELL SHAW JONES, M.B., M.R.C.P.E., D.P.M., 


Walter Smith Kay Research Fellow, University of Edinburgh. (From the Royal 
Edinburgh Hospital.) 


THE somatic symptoms found in anxiety states are referable mainly to 
imbalance of the autonomic nervous system; correction of this imbalance 
might theoretically be expected to improve the patient’s condition. It is 
almost impossible accurately to assess the autonomic status of any patient, 
but subjective and objective clinical data together with pharmaco-dynamic 
reactions, reflex reactions and sugar-tolerance curves collectively represent a 
sufficiently comprehensive picture to justify some conclusions being drawn as 
to the state of the patient’s autonomic nervous system. 

Six cases of anxiety neurosis, each showing somatic manifestations of 
anxiety such as tachycardia, palpitations, tremor, sweating, vasomotor 
instability, giddiness, weakness and feeling of constriction in the throat or 
chest were chosen. These symptoms occurred only during attacks of acute 
anxiety, which might last up to two or three hours, but in one or two cases 
the symptoms tended to become chronic, and there was a mild state 
of apprehension during the greater part of the day. The symptoms cannot 
be regarded as being a simple overaction of the sympathetic nervous system, 
but they are referable to this part of the autonomic nervous system rather 
than to the para-sympathetic nervous system. 

After a period of at least a fortnight in hospital, during which no psycho- 
therapy whatsoever was employed, they were examined physically, their 
B.M.R. determined, oculo-cardiac reflex tested and estimations of their glucose 
tolerance, response to subcutaneous adrenaline chloride (mvij of the liquor) and 
pilocarpine nitrate, gr. 3, performed. In measuring the pharmaco-dynamic 
responses, the patient was in the first place accustomed to the application of 
the sphygmomanometer, and the conditions as far as possible were standardized, 
the patient having been kept in bed before the experiment and remaining in 
bed until the experiment was finished. Pulse and blood-pressure readings 
were taken before the start, and then following the injection of either adrenaline 
or pilocarpine at minute intervals up to ten minutes, thereafter at five-minute 
intervals up to forty minutes. The patients were then given a course of 
14 daily injections of carbaminoylcholine chloride (doryl, Merck) -00025 grm. 
subcutaneously. This drug has an action similar to acetyl choline and is a 
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stimulant of the parasympathetic nervous system. An interval of two days 
was allowed free from all treatment and the investigations were then 
repeated. Tables I to V give some of the results obtained. Chart I shows 
graphically the blood-pressure responses to adrenaline in Case 6. 


CHART I. 


BEFORE TREATMENT 


SYSTOLIC 


DIASTOLIC 


AFTER TREATMENT 


SYSTOLIC 


DIASTOLIC 


Minutes 2 4 6 8 10 15 20 25 30 35 40 


Systolic and diastolic blood-pressure and pulse-rate following subcutaneous injection m. vii 
of adrenaline in Case 6 before and after fourteen daily injections of doryl. 


There were no significant alterations of the pulse-rate before and after 
treatment with either adrenaline or pilocarpine, and these are not included ; 
the same applies to the psychic and somatic responses to pilocarpine, which 
showed no definite alteration ; all patients experienced sweating, salivation 
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and feeling of warmth. The B.M.R. estimation was not repeated after the 


experiment. 


The results show a definite tendency to a diminution in sympathetic response 
and increase in parasympathetic response. The rise of blood-pressure following 
the administration of adrenaline is less marked, and the fall of blood-pressure 


TABLE I.—Glucose Tolerance Curves. 


Case. Fasting. - 4 hr. I hr. x hrs. 2 hrs. 
I é Before treatment ; 89 ‘ 87 é 75 ; 71 ; 75 
After Si ‘ 89 : 66 62 66 62 
2 , Before a 104 150 ; I41 120 z 102 
After Pa 108 151 123 85 4 80 
3 s Before j 85 IIO 98 94 82 
After os 92 87 : 73 62 QI 
4 ‘ Before j 103 164 98 96 ` 103 
After E 8I 136 98 ` 145 52 
5 ‘ Before a : 95 : 149 : 166 ? 157 ; 128 
After 5 , 72 : 128 : 157 ; 130 : 84 
6 ; Before ss P 86 3 14! ; 118 x 6I 5 64 
After is ‘ 65 ‘ 114 ; 57 ; 40 š 65 


Blood sugar in mgrm. 


% following 50 grm. of glucose by mouth before and after treatment 
with doryl. 


TABLE II.—Blood-pressure Response to Adrenaline. 


Time from l Rise of 
Case. At start. Peak. start of peak After 40 mins. systolic B.P. 
(mins.). (mm. Hg.). 
1 . Before treatment . 152/98 172/90 é 2 : 145/80 . 20 
After 5 150/92 ; 155/90 ; 20 A 142/85. . 5- 
2 . Before = 140/70 A 160/75. . 25 ; 145/78 ; 20 
After + 132/100. 142/80 . 30 ; 136/80 : 10 
3 . Before j> 110/80 ‘ 142/78 : 15 : 116/75 7 32 
After + 95/75 i 105/68 s 6 . 102/70 ; 10 
4 . Before Px 120/85 f 140/82 i 15 : 125/88 ; 20 
After os 135/92 A 140/98 š 15 i 138/88 ; 5 
5 . Before ‘i 138/78 : 145/82 ‘ 3 ‘ 138/72 ‘ 7 
After oe : 130/75 : 175/100. 9 ; 136/78 . 45 
6 . Before »» ; 128/68 : 148/65 : 4 : 132/65 - 20 
After 5 108/66 P 118/52 ; 15 ; 108/54. Io 
TABLE III.—Blood-pressure Response to Pilocarpine. 
Peak Time. Fall of 
Case At start. ` ~ After 40 mins. systolic 
R isé. Fall. Rise Fall B.P. 
i À (mins.). (mins.). (mm. Hg.). 
1 . Before treatment . 150/105. 170/112. 148/100. I 5 160/108 . 2 
After » 140/90 . 160/105. 136/88 . 15 3 152/98 . 4 
2 . Before s - 136/90 . xb . 130/80 . .. . 30 134/82 . 6 
After $s . 132/90 . “fe . 126/90 9 130/94 . 6 
3 . Before ” 118/70 . .. >  « 106/64 8 110/68 : 12 
After n . 120/80 . na . 100/65 . .. 9 112/72 . 20 
4 . Before m . 126/75 . 136/84 . 124/82 . 20 3 128/88 . 2 
After n - 144/95 . es . 136/90 6 140/95 . 8 
s . Before ‘a 148/88 . is . 138/80 6 . 140/80 . Io 
After ra . 162/88 . he . 138/78 . . I5 . 148/84 . 24 
6 . Before T . 122/75 . 130/70 . 120/70 . 8 3 122/70 . 2 
After j . 422/80 . 134/70 . 118/74 . 9 . 30 120/72 . 4 
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TABLE IV.—Psychic and Somatic Response to Adrenaline before and after 
Treatment with Doryl. 


Case. Before treatment. ; After treatment. 
I . ‘Trembling, pallor; subjective feeling . Some trembling. No psychic upset. 
of terror identical with his previous 
anxiety attacks. 


2 . Trembling, dryness of mouth, palpita- . Some tremor of arm and palpitation. No 
tion. Feeling of tension and appre- psychic upset. 
hension, but no actual fear. 

3. Tremor, pallor, feeling of nausea and . Feeling of faintness and some pallor. 
faintness. Dry mouth. No psychic- 
upset. 

4 . Pallorandmarkedtremor. Dry mouth. . Slight sensation of throbbing in epigas- 
Gripping sensation in throat. Throb- trium. No psychic upset. 


bing in przcordium and epigastrium. 
Feeling of terror. 


5 . Palpitation, dry mouth, feeling of . Tremor, palpitation, feeling of tension, 
terror. but no actual fear. 

6 . Some throbbing in precordium. Grip- . Conscious of heart beating forcibly. No 
ping feeling in chest and feeling of psychic upset. 


breathlessness. A psychic state of 
fear identical with his usual anxiety 


attacks. 
TABLE V.—Oculo-Cardiac Reflex. 
Oculo-cardiac reflex. 
Case. A, B.M.R. 
Before treatment. After treatment. 
I é 4 è 6 : Plus 16% 
2 2 > 2 P w 22% 
3 10 . 4 . » 3% 
4 6 14 . ” 46% 
- 5 2 . 4 . » 38% 
6 4 14 : » 14% 


following the injection of pilocarpine tends to increase following treatment 
with doryl; the oculo-cardiac reflex gives a more vagal type of response, and 
it is possible that the lower blood-sugar values are the result of either a simple 
diminution of sympathetic activity and a lessened stimulus to the liberation 
of liver glycogen, or an increased parasympathetic secretory stimulus to the 
islets of Langerhans of the pancreas. Moreover there is the definite improve- 
ment in the psychic and somatic responses of the patients to adrenaline 
following treatment shown in Table IV. 

Passing from theoretical to purely clinical considerations, Case 1, who had 
been ill for three years, and whose anxiety attacks, accompanied by pallor, 
tremor, palpitation and a feeling of faintness were so severe that for many 
months he had never ventured outside unless accompanied by his wife, became 
completely free from symptoms following treatment. He has since returned to 
work and, although some mild anxiety symptoms have returned, he remains 
greatly improved nine months after discharge. 

Case 2, who had acute anxiety attacks almost daily for ten months prior 
to admission, was completely free from symptoms for some weeks following 
treatment, returned to his work, but relapsed two months later. 
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Case 3 was the only case studied where the anxiety features were of a 
more chronic nature, and where attacks of acute fear were absent. In her 
case she felt less tense and apprehensive, was less intolerant of noise and was 
relieved of palpitation, but within a few weeks her condition was as bad as 
before treatment. 

Case 4 had a history of anxiety attacks of two and a half years’ duration. 
At these times he suffered from palpitation, pain in the precordium, tremor, 
flushing and sweating. His condition was at one time thought to be deter- 
mined by a toxic goitre, and he had had a partial thyroidectomy performed 
eighteen months before admission. Microscopic examination of the thyroid 
tissue showed it to be normal. His symptoms were aggravated by the operation, 
and he was in a constant state of anxiety with tachycardia and periods of 
palpitation. Following treatment with doryl! his condition improved markedly, 
the tremor, sweating and palpitation all being relieved. He felt well enough 
to undertake light work, but relapsed almost immediately. 

Case 5 had been ill for fourteen months with attacks of tremor, dizziness, 
feeling of faintness, breathlessness and palpitation. Her condition improved 
following treatment, and this condition has been maintained to date, but in 
this solitary instance psychotherapy was instituted shortly after her course 
of injections, so that no conclusion can be drawn as to the permanency of the 
result obtained. 

Case 6 had been troubled with anxiety symptoms for five years. During 
his anxiety attacks he felt his heart beating forcibly, trembled, sweated freely, 
and his mouth became dry. His case was complicated by the presence of a 
hysterical torticollis which had been present for the same length of time as his 
anxiety symptoms. Adrenaline, when it was administered for the first time, 
produced a typical attack of panic, but when this was repeated after treatment 
there was no psychic upset. The anxiety symptoms completely disappeared 
following treatment, but the torticollis was unaffected. 


DISCUSSION. 


The results obtained from subjective and objective observation in these 
cases were in accordance with the original conception that the symptomatology 
could be understood almost entirely in terms of autonomic imbalance, and in 
those cases where it was possible to reproduce with adrenaline the somatic 
symptoms of anxiety, the psychic manifestations of fear were at the same time 
reproduced. That in an attack of acute anxiety the symptoms are almost 
wholly referable to the sympathetic nervous system is evident from the symp- 
toms complained of by these patients during an attack, and the cessation of 
symptoms following stimulation of the parasympathetic nervous system is in 
support of this. There would appear to be some justification for this line of 
treatment in cases showing attacks of acute anxiety provided that this is in 
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no way meant as a substitute for psycho-therapy, and merely aims at giving 
the patient more rapid relief from the distressing symptoms accompanying 
anxiety than could be attained by purely psychological methods. 

Harris (1) postulates that in psychic conflict there results an inhibition of 
one or more responses. This undischarged energy, denied a direct motor 
response from the central nervous system, may discharge through the auto- 
nomic nervous system and thus give rise to the somatic symptoms of anxiety. 
Misch (2),in a full discussion of the somatic aspect of anxiety, points out that 
Freud himself does not overlook this approach, but stresses by his dynamic 
concept of anxiety the fact that the libido, unable to get direct outlet, diffuses 


itself in somatic symptoms. 


SUMMARY. 


Six cases suffering from acute attacks of anxiety were treated with daily 
injections of carbaminoylcholine chloride for a fortnight. Their clinical status 
was measured as accurately as possible by subjective and objective observations 
before and after treatment. The evidences of sympathetic over-activity found 
before treatment were, to a large extent, counteracted by stimulation of the 
parasympathetic nervous system. Relief from the psychic and somatic 
symptoms of anxiety resulted in all cases, but following withdrawal of the drug 


they tended to relapse. 


I wish to express my indebtedness to Prof. D. K. Henderson for providing 
me with facilities for this work, and to the firm of E. Merck, Darmstadt, for 
a generous supply of doryl. 


References —(1) Harris, H., Journ. Ment. Sci., 1934, 1xxx, p. 482.—(2) Misch, W., tbid., 
1935, 1xxxi, p. 389. l 
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. A CASE OF RECURRENT SYMPATHETIC EXCITEMENT: 
ITS TREATMENT AND SOME OBSERVATIONS ON 
PARASYMPATHETIC STIMULANTS. 


By E. CUNNINGHAM Dax, B.Sc.Lond., L.M.S.S.A., 


Late Assistant Medical Officer, Barnwood House, Gloucester. 


THIS case has shown so great an improvement by symptomatic treatment 
with parasympathetic stimulants and a sympathetic depressant that it seems 
worthy of record for its own value, apart from the interesting investigations 
to which it leads. 


HISTORY AND PREVIOUS TREATMENT. 


The patient is zt. 25, well built, athletic and in excellent physical health ; 
undescended testicles are his only evidence of deformity or degeneration. 
There is no family history of insanity. His school days were not very happy ; 
he came down from the University without taking a degree, and was working 
in an office until his first period of excitement five years ago, which was followed 
by a succession of similar disturbances with some intervening confusion. The 
following year he was admitted to this hospital in an acutely maniacal con- 
dition. For a month he had daily continuous baths, and by this time had 
become quiet, amenable, and able to occupy himself in many different ways. 
A full pathological investigation failed to reveal any focus of infection or 
metabolic disorder. He had a series of thirty weekly injections of testicular 
extract (-5 grm. of dried gland in each), followed by another course of six 
injections alternating with a calcium and vitamin D preparation. Dried 
testis was given in 5-gr. doses three times daily by mouth, and sun-baths 
during the summer months. Blood iodine estimations were made (1) at the 
Courtauld Institute of Biochemistry with the following results : 

In a normal period (July 31, 1933) insoluble iodine 3+y/100 c.c. soluble. - 
i 6y j IOO ,, i 

In an excited period (August 22, 1933) ,, »» 3°5y/Too ,, - 
» 7Y / Ioo ,, ” 

For the next year he was on a low protein diet with large quantities of milk 
and two tablets of tyranormone three times daily. Tyranormone is a German 
preparation which antagonizes the action of the thyroid, and has been used 
with success in the treatment of hyperthyroidism. The estimations were then 
repeated : 
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When normal (July 2, 1934) insoluble iodine 9gy/r00 c.c. soluble iodine. 
6y/100 ,, 
When excited (December 4, 1934) i s 5y/I00 ,, n»n 3 
28y/I00 ,, 


(This specimen of blood was slightly hæmolysed.) 

Since his admission he had been at various times either excited, confused 

or normal, and it was noticeable that his confused periods were growing 
relatively longer. 


CORRELATION OF MENTAL AND PHYSICAL SYMPTOMS. 


Since August, 1934, a daily record has been kept of his mental condition, 
and several physical factors. Each morning whilst lying down his blood- 
pressure has been measured with a baumanometer ; his left arm has always 
been used (2), and the readings taken at the same hour from day to dav. 
Gillespie (3) found considerable variations in this reading with no change 
in the mental state, but in this case the values reflected so accurately his 
condition that there seems no doubt of their inter-dependence. Unlike the 
results usually obtained in these series the diastolic pressure varied with the 
systolic pressure, though to a less degree. 

The pulse-rate was taken, the knee-jerks tested and the pupils examined 
during excitement as well as being observed periodically at other times. The 
morning urine volume was measured; that for the whole day could not be 
collected. The chloride percentage was estimated by the Volhard method, 
and also sugar when present. The specimens were collected as soon as he 
awoke. 

The complete curve strikingly illustrates the cyclical nature of his mental 
condition and the accompanying variations in the physical factors, in particular 
the blood-pressure, the morning chloride percentage and the reducing substance 
in his urine. 

For about ten days he was apparently normal ; he would read, write, play 
games, go out to matches and to the cinema. His blood-pressure was r10 to 
120 mm. Hg., his pulse-rate below 60 per minute, his urine gave no reduction 
with Fehling’s solution, and the morning chlorides were below 6%. 

Irregularities in his dress and conduct could then be seen. Euphoria was 
followed by increasing confusion, and after two or three sleepless nights he 
grew so hallucinated, impulsive, dirty, noisy and destructive that he was 
unfit to be with the other patients or to sleep in his own bedroom. His blood- 
pressure had risen to 140 mm. Hg. or higher, his urine chlorides to more than 
I1:4%, the pulse-rate to over 100 per minute, his reflexes had become very 
brisk, his pupils dilated, and his urine contained between -2 and -5°% of sugar 
(Fig. A). 

After about a week he became quieter and could be moved back to his own 
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room, but he remained confused and hallucinated for perhaps another three 
weeks, seeking to isolate himself and taking no interest in the things about 
him. His blood-pressure had fallen to its normal level or perhaps lower, the 
chloride values showed considerable variations, his pulse-rate was between 
70 and 80 per minute, and his urine gave no reduction. 

Another excited phase followed, resembling the first, then suddenly his 
condition returned to normal. In two or three days his blood-pressure fell 
by some 30 mm. Hg., the urine chlorides by 1%, and the pulse-rate by about 
40 per minute (Fig. B). 


TREATMENT. 


After three similar cycles had been observed, successive attacks of 
excitement were treated as follows : 

(1) With a parasympathetic stimulant: Further experience showed 
that the amount used was not sufficient ; +35 gr. eserine was given one 
day and y gr. two days later, producing a fall in pulse-rate of 8% and 
12% respectively in two hours. There was no apparent sedative action. 

(2) With a diaphoretic mixture : The raised chloride percentage might, 
it was thought, indicate a general increase in chloride elimination as a 
compensatory mechanism, and the drugs were given to aid this excretion. 
The perspiration was never evident and no mental change occurred. 

(3) With a sympathetic depressant: Quinine hydrobromide, gr. v, 
and hydrobromic acid, mxx, were given three times daily for this 
purpose (4). The attack was less acute than usual, and the low chloride 
level throughout was evident; on the seventh day an intra-muscular 
injection of -2 grm. acetyl choline was followed by a rapid return to 
normal, though by this time recovery might have been expected (Fig. C). 
Instead of the anticipated confusional period following, for the next 
eighteen days he was normal. 

(4) With a combination of various parasympathetic stimulants and 
the sympathetic depressant: In addition to the quinine hydrobromide, 
injections on successive days of ‘I, ‘I, ‘2, ‘2, 2 grm. of acetyl choline, 
„o gr. eserine and on the next 4 gr. and } gr. of pilocarpine were given, 
after which he returned to normal (Fig. D). Every time before this when 
his blood-pressure had been over 130 mm. Hg. he had been unfit to remain 
in his own room, but on this occasion he was quiet enough to stay in bed, 
slept better, was not obviously hallucinated and denied hearing voices. 

Since then the excitement has not been so acute and he can mix with other 
patients during the day. Less heroic measures have been employed; the 
dose of quinine is doubled without cinchonism, and one or two injections are 
given after several days’ confusion and restlessness. 

On one occasion 4 gr. of pilocarpine was injected too early in an attack, and 
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though the subsequent recovery was rapid, signs of violent parasympathetic 
stimulation resulted, relieved by atropine ; this is the only time he has suffered 
discomfort or any ill-effect. 


DIAGNOSIS. 


The obvious physical cause to exclude was a suprarenal tumour in view of 
the periodicity of the sympathetic stimulation, though the small change in 
pulse pressure in the attacks and the duration differ from the reported cases 
of paroxysmal hypertension (5). , 

A plain X-ray showed well-defined normal renal shadows. After an injection 
of uroselectan B no distortion of either renal pelvis was found and the substance 
was rapidly excreted. 

The case would appear to be a schizophrenic reaction, his excitement being 
more like that of katatonia than acute mania. He has some insight into his 
condition and will mention events which took place whilst he was excited and 
apparently dissociated ; but he says that he tries. not to think of the times 
“ when he is ill ”, and wants to forget about them. He dislikes being questioned 
about himself and attempts to evade the replies. He has shown little deteriora- 
tion in the past five years; he can do his shopping, go to football and cricket 
matches and to the cinema without his behaviour appearing irregular. 

The excitement is fairly abrupt in onset and termination ; he is not markedly 
elated or exalted, though he shows increasing euphoria and insomnia before 
the commencement. His actions at this time are impulsive and apparently 
unreasonable. He makes unprovoked attacks on fellow patients and atten- 
dants and will suddenly run a few yards kneel and pray aloud. Sometimes 
he walks up and down a passage for hours, always turning at the same points, 
continually talking to himself, violently resisting interference and ignoring 
those about him. He has marked auditory hallucinations, and talks con- 
tinually though often incoherently. He exhibits various attitudes suggesting 
homosexuality, but does not show negativism or automatic obedience. He is 
somewhat anesthetic. Neither his speech nor actions are influenced by the 
things happening around him unless he is interfered with or opposed. 


DISCUSSION. 


It is particularly to be emphasized that the blood-pressures observed in 
the excited phases were not due to the exercise; the very great majority of 
readings were taken after a period of quiescence. Of three other cases, one of 
recurrent mania showed somewhat similar changes in an attack, but since the 
exercise factor was predominant it is not worth recording. In one of the 
other cases 19% (8/42) of the readings differed by more than 15 mm. Hg. from 
the lowest reading (this was an excited case of secondary dementia), and in 
the other, a schizophrenic, all thirty readings were within that limit. 
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There is no relationship between any of the values recorded and the 
occasional purges administered. When he is restless his careless habits are 
counteracted by enemata. 

Since the morning chlorides would vary with the blood chlorides (Mazza 
found these to be normal except in epilepsy (6)), the pH of the blood, the CO, 
content, sleep, the plasma proteins, exercise, emotional unrest and pituitary 
activity, in. addition to the blood-pressure, no certain significance can be 
allotted to the values observed on a fairly constant diet. Very roughly, the 
percentage varies directly with the volume of the morning urine. In this case 
the volumes fluctuated between 100 and 800 c.c., for he was often unwilling 
completely to empty his bladder; thus those readings under 400 c.c. were 
discarded, for in the past he had tended to pass a large quantity of morning 
urine when excited. For two normal people, one showed this relationship 
to the same degree of accuracy, and the other gave a fairly definite linear 
relationship, but the ratio of the morning to the day’s total chlorides varied 
from 1/2°5 to 1/5. 

Six controls (two normal, a schizophrenic, a secondary dementia, a recur- 
rent mania and an involutional melancholic) have been observed for about a 
month each. In 85°% of the readings (143/169) there was no greater difference 
from the lowest morning chloride percentage than 6%. For the patient 
before treatment with quinine hydrobromide only 48% (80/168) were within 
these limits, but following its use more than 90% of the readings (94/103) 
fell within this range. After the first week it was used (Fig. c) the readings 
practically without exception corresponded to the level in Fig. D. Had 
Armstrong’s paper (7) been consulted before treatment began, the urine 
chloride estimations could have been made at similar times for comparison. 

An opportunity arose to compare the relative potency of acetyl choline, 
pulocarpine and physostigmine used in maximum doses, though from the 
results of treatment it appears that the quinine hydrobromide facilitates their 
action. Pulse-rates were taken half-hourly after injection throughout the day. 
The results are best shown in tabular form : 


Pilocarpine nitrate Acetyl-choline Eserine salicvlate 
($ gr. sub- (2 grm. intra- (a Rr. sub- 
cutaneously). muscularly). cutaneously). 
Sedative action . : ; ; . Remained quiet. Fairly quiet, . Fairly quiet, 
and sleep induced . with restless . with restless 
periods . periods 
Time of greatest fall in pulse-rate . ; 5 hours 3 3 hours x 2 hours 
Percentage fall of initial rate in 2 hours . 14 ; 13°5 ; 16 
Maximum percentage fall of initial rate . 20 ; 16 : Ih 
Time to rise again to initial value . : 9 hours ; 8 hours ‘ 7 hours 
Maximum percentage fall of initial blood- 
pressure : è : ; ; 17 3 15 : 8 
(4 hours) : (2} hours) . (3 hours) 


(These blood-pressure results were more indefinite since only four complete observations 
were made.) 
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Pilocarpine was the only drug which produced sweating. This began 
half an hour after injection, and lasted from one and a half to two hours ; sleep 
usually followed. 

In no case was salivation marked. 

The pupils only contracted slightly. 

There was a slight temporary rise in pulse-rate after injection (8) in only 
two out of the fourteen sets of readings. 

No muscular twitchings were observed with eserine, nor was there any rise 
in blood-pressure (8). 

The time of action is about twice that usually observed in other cases. 


SUMMARY. 


A schizophrenic reaction type of case with recurrent attacks of intense 
sympathetic excitement showed a regular periodicity in his mental condition : 
Normal—excitement—confusion—excitement—normal. A number of factors, 
the blood-pressure and morning urine chloride concentration in particular, 
showed dependent variations. 

By the use of full doses of parasympathetic stimulants and quinine hydro- 
bromide (as a sympathetic depressant) the anticipated excitement has been 
reduced to confusion with normal periods intervening. The blood-pressure 
under this treatment shows the same variations as before, but the chlorides 
remain at a constant level. 

A number of control cases have been observed and the results analysed. 

Some observations on the relative strengths, for this case, of pilocarpine, 
eserine and acetyl choline have been made. 

I should like to thank Dr. A. A. D. Townsend, the Medical Superintendent, 
for allowing me to publish this case, and for his kind help; and Sir Walter 
Langdon-Brown, at whose suggestion the quinine hydrobromide was first 
used. 

References.—(1) Dodds, E. C., Lawson, W., and Robertson, J. D., Lancet, 1932, li, p. 608.— 
(2) Amer. Journ. Med. Sct., 1932, p. 335.— (3) Gillespie, R. D., Journ. Ment. Sct., 1926, p. 325. 
— (4) Boston Med. and Surg. Journ., September 15, 1910, per Prescr., December, 1910.—(5) 
Lancet, 1932, ii, p. 1287; 1933, ii, p. 1382; 1934, 1, p. 665, ii, pp. 630, 714, 1130.—(6) Mazza, 


A., per Journ. Ment. Sci., 1933, p. 797-—(7) Armstrong, R. W., tbid., 1929, p. 644.—(8) Hale 
White, Materia Medica, 14th ed., p. 417. 
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STUDIES ON LESIONS OF THE BASAL GANGLIA IN 
DEFECTIVES: 


(1) A CASE OF ETAT DYSMYELINISE (HALLERVORDEN-SPATZ 
DISEASE). 


By A. MEYER, M.D.Bonn., and C. J. C. EarL, F.R.C.P.I. 


(From the Central Pathological Laboratory of the London County Mental Hospitals.) 


In the following paper a case of état dysmyélinisé of the globus pallidus, 
or as it is often synonymously called, ‘‘ Hallervorden-Spatz disease ”’, will be 
presented. Records of thoroughly studied cases of this condition are still 
rather scanty and there is much need for a systematic extension of experience, 
the more so since, as Helfand (16, 17) has recently pointed out, progress in the 
elucidation of the condition has not always been enhanced by generalizations 
from findings based on too small a case-material. We are happy in having 
at our disposal the vast resources of the London County Mental Hospitals. 
It is hoped to follow up this paper by publishing further cases of a rather 
different nature, though with some characteristics in common with the case 
described here. 

As a side-issue to the investigation there arises also the problem of selective 
vulnerability of the globus pallidus and other centres, which, in its broader 
aspects, has been dealt with by one of us recently (A. Meyer (19)). 


CLINICAL HISTORY. 


R. C—, a male idiot xt. 18 years and 3 months, was admitted to Caterham 
Mental Hospital on July 1, 1931. The following history was obtained: 

Family history.—Patient is the sixth of seven children, the seventh being his 
step-sister. The father was aged 37 and the mother 40 years at the time of his birth. 
The grandparents were dead, and no details beyond the fact that they were stated 
to have been “ normal ” were available. The father is stated to squint and to 
“walk badly ’’. The family are of superior artisan class. Of the siblings, the 
eldest, a woman of 30, is said to be “ backward ”, but is self-supporting. The 
second, a boy, was accidentally killed when aged 16 years; the third and fourth died 
when aged 3 years and 24 years respectively—cause of death not known. The 
fifth child, a girl of 22, is normal, as is the step-sister. The mother died of post- 
partum haemorrhage at the patient's birth. 

Personal history,—Stated to have been normal at birth. No record of jaundice, 
or of signs suggesting birth injury. The whole account of the neonatal and early 
infantile history is very scanty. 

The patient was first admitted to an institution when aged 4. He was then 
unable to stand or walk, to speak, or to understand speech. He was wet and 
dirty in habits. He grimaced continually, and was at times noisy, but there is no 
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note of choreo-athetosis. The knee-jerks were not obtainable, nor were the 
abdominal reflexes. 

During the next three years there was some physical improvement, though 
he had occasional major epileptiform attacks. 

The first definite record of choreo-athetosis was made in 1931, though it had 
evidently been present for some time. The plantar reflexes were then stated to 
be extensor, and the abdominals present. Definite mental improvement had 
taken place. His habits were clean, and he could feed himself with a spoon, and 
could “‘ propel himself about the floor after a fashion of his own’’. He was stated 
to be happy and cheerful. 

He was admitted to Caterham Mental Hospital in the same year, as stated 
above. 

He then showed paralysis with rigidity in all four limbs. Some voluntary 
movement remained, but he was unable to walk or stand. All the tendon reflexes 
were increased, the plantars were extensor, and the abdominals absent. Choreo- 
athetosis was very severe, the motor overflow involving the entire musculature 
The cerebro-spinal fluid showed an increase of protein but no other abnormality. 
The Wassermann reaction was negative in both the blood and cerebro-spinal fluid. 

Mentally he appeared to be an idiot, but gave the impression that but for his 
severe physical handicap he might have been of somewhat higher grade. 
There was much facile giggling, and he was unable to speak at all. The speech 
disability was thought to be due to the nervous lesion affecting the musculature. 
of the speech organs, since he understood speech and could make peculiar noises: 
He was friendly and appreciated attention, and took an interest in events in his 
ward. His power of locomotion was remarkable in view of his disability: he 
could get about the ward floor, compensating in a remarkable manner for his 
choreo-athetosis and his rigidity, and taking immense pains in the process. 

During the following year his toilet habits were at times faulty, and he had 
one major epileptic fit. There was no other change. He died on February 27, 
1934, of Ludwig’s angina. During his last illness he had several attacks of 
generalized clonic movements. 


PATHOLOGICAL FINDINGS. 
Macroscopic Inspection of the Brain. 


The brain has been hardened in 10% formalin. Convolutional pattern and 
size about normal. Pia mater not thickened. Arteries of base normal. In 
coronal sections, cortex throughout of normal appearance. The white matter in 
general is of a slightly greyish colour, more so in the posterior than in the frontal 
areas, whereas the arcuate fibres have preserved their normal appearance. The 
difference in colour is so slight that it is not noticeable unless particular attention 
is paid to it. The same condition, although less marked, can be seen within the 
cerebellar white matter. 

The basal ganglia are not diminished in size. The structure of the globus 
pallidus on both sides is not as distinct as in the normal, and is of a slightly 
yellowish-brown colour. The same is seen in the zonarubra. The zona compacta 
of the substantia nigra contains a considerable amount of melanin pigment, which 
is also seen, with the naked eye. within the locus cceruleus. 


Histological Examination. 


The most striking feature was the symmetrical and selective lesion within the 
globus pallidus and the zona rubra. Figs. 1a and b show demyelinization and 
glial sclerosis within the globus pallidus. It is easily recognized that the glial 
proliferation is more marked than the demyelinization, which is nowhere complete 
save in the medial limb of this nucleus. The fine network of fibres and the big 
transverse bundles have suffered equally. The lamellze and the ansa lenticularis 
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Fic. 1.—Globus pallidus, showing demyelinization and glial sclerosis. 
(a) Spielmeyer’s stain ; (b) Holzer’s stain. 
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are better preserved, as seen in both the myelin and the glia picture. There is a 
corresponding degree of loss of axis cylinders, the remains of which are seen to be 


swollen and to show other signs of damage. 
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Fic. 2.— Substantia nigra. (a) Spielmeyer’s stain ; (b) Holzer’s stain. 


A similar gliosis plus demyelination is noticed within the zona rubra (Fig. 
2a and b) and, again symmetrically, within the corpus Luysii (Fig. 3a and b). In 
this nucleus the lateral areas are more affected than the medial, although the latter 
are not free from changes. Marked dropping out of ganglion cells was noticed 


only in the lateral areas. 
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With Nissl’s stain both the globus pallidus and the zona rubra exhibited a 
marked increase of dark green or yellowish-brown pigment in glial cells, adventitial 
cells and granular compound cells. The so-called pigment-globules were also found, 
particularly in the neighbourhood of vessels. It is not necessary to give a detailed 


(b) 


Fic. 3.—Corpus Luysii, showing gliosis and demyelinization, most marked in lateral 
areas. (a) Spielmeyer’s stain; (b) Holzer’s stain. 


account of the variety of pigment, since in all essential properties it does not differ 
from previous descriptions. It must, however, be stated that it is not comparable 
in degree with other cases, e.g., the original case of Hallervorden and Spatz, prepara- 
tions of which were available for comparison through the kindness of the late 
Prof. Spielmeyer. The pigment gave also (after prolonged treatment in formalin) 
only a feeble iron reaction. The amount of pseudo-calcium was negligible. It was 


1936.] BY A. MEYER, M.D., AND C. J. C. EARL, F.R.C.P.I. 803 


only slightly stainable with Scharlach R, whereas in the globus pallidus the free 
lipoid globules were found somewhat more frequently than normally. Many 
ganglion cells of the globus pallidus as well as the zona rubra had disappeared. 
Those remaining showed marked changes, particularly swelling of the cell-bodies 
and processes. Some of the cells had a balloon-like shape, due to swelling, but 
this was an infrequent finding. The nuclei of the ganglion cells were usually 
swollen and pale. Neither pink inclusions with the Nissl stain nor argentophile 
inclusions were found. There was a marked proliferation of the glia, particularly 
the macroglia. The size and appearance of Alzheimer cells was generally not 
attained, although in some places there was a striking similarity. The glia fibres 
formed a dense, often anisomorphic network. 

The striate system was free from changes of note, except for perivascular 
gliosis, which was fairly often found and corresponded in the myelin picture to 


Fic. 4.—Pons. Holzer’s stain. See description on this page. 


the état criblé. This was also a frequent finding in other centres of the brain-stem, 
e.g., the thalamus, etc. No état marbré was present in the striate body. It is, 
however, worth recording that in the lamellz of the globus pallidus, particularly 
that bordering on the putamen, network-like glial scars were encountered, brought 
about by the big bundles being spared (Fig. 1b). There was some gliosis in Forel’s 
field and the capsule of the red nucleus, the latter being otherwise intact. The 
thalamus showed a marked subependymal gliosis, which was also found round the 
third ventricle and below the floor of the fourth ventricle (Fig. 6). The gliosis 
round the aqueduct (Fig. 4) was particularly heavy, containing cyst-like cavities, 
differing from those in syringomyelia by the absence of mesenchymal tissue. 
Between the pes and tectum of the pons a wing-like gliosis stretched to both sides 
(Fig. 4). Melanin in the zona compacta, locus coeruleus and ala cinerea was entirely 
normal. Where the nuclei of the cranial nerves were included in the gliosis, as, 
for instance, below the aqueduct and the floor of the fourth ventricle, their ganglion 
cells and nerve-fibres were left intact, as far as could be made out. 

The dentate nucleus on both sides was heavily affected (Fig. 5a and b). In 
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(a) (b) 


Fic. 5.—Cerebellum and dentate nucleus, showing patchy loss of myelin with gliosis, with 


preservation of ganglion-cells. (a) Spielmeyer’s stain ; (b) Holzer’s stain. 
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Fic. 6.—Medulla, showing sclerosis of olivary bodies and subependymal gliosis of floor 
of fourth ventricle. Holzer’s stain. 


Digitized by Google 
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the myelin picture there was a patchy loss of myelin within the hilum, often peri- 
vascular as in état criblé with corresponding patchy and perivascular gliosis. 
Within the strands of ganglion-cells there was also a considerable glial proliferation. 
The ganglion cells themselves had, however, resisted destruction to a remarkable 
degree. The rest of the white matter of the cerebellum was not free from changes, 
although the myelin stain did not indicate them distinctly. There was a patchy 
glial fibrous proliferation, particularly heavy at the branching off of the small 
lobuli, like those described by Scherer and Maas (28) in a different cerebellar 
condition. Cerebellar cortex (Purkinjé cells, baskets and granular layer) was 
intact throughout. This discrepancy between the lesion of the dentate nucleus 
and the rest of the cerebellum seems to point, in spite of the criterion of Scherer 
(27), to a primary lesion of the hilum of the dentate nucleus, which is also indicated 
by the pronounced focal and often perivascular character of the process. 

Both the olivary bodies showed sclerosis (Fig. 6), with only slight demyelinization 


Fic. 7.—Occipital lobe, showing gliosis, with comparatively slight demyelinization. 
Holzer’s stain. 


in the hilum. Here the appearance of the lesions pointed to the secondary nature 
of the change. The ganglion-cells, not decreased in number, showed marked 
pigment degeneration without any noticeable local predilection. The pyramidal 
tracts and the rubro-olivary tracts were preserved. 

The cerebral cortex showed a diffuse subpial glial proliferation. Otherwise 
there were only minor changes. Neither swelling of the ganglion cells nor argento- 
phile enclosures was found. 

In all the parts of the white matter which showed by naked-eye inspection a 
slightly greyish discolorization, histological examination reveals a definite gliosis 
(Fig. 7). It is not accompanied by any considerable degree of demyelinization. 
It is only on close inspection that the myelin picture shows some slight degree of 
rarefication. In none of the numerous blocks examined was there any trace of 
fresh breakdown of the myelin or any other sign of a recent process. The network 
of glial fibres was in parts very dense and poor in glial cells, partly consisted of 
numerous astrocytes with intertwining processes. The macroglial proliferation 
could be seen also in the Nissl picture, although this did not nearly convey a true 
impression of the severity of the process. 

The spinal cord was not available for examination. As to the bodily organs, 
there was marked congestion in both liver and spleen with deposits of hemosiderin 
in the liver-cells. No other changes worth recording were noticed. 
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DISCUSSION. 


The significant feature of the case described is that there is a highly 
selective symmetrical and complete lesion of the globus pallidus and the zona 
rubra and, on, the other hand, a wide spread of additional changes in various 
regions, among which the corpus Luysii, dentate nucleus and olivary bodies, 
the subependymal regions and the white matter of the cerebrum and the 
cerebellum are the most important. The lesion of the globus pallidus and 
the zona rubra is characterized by glial proliferation, demyelinization, and by a 
marked but by no means abundant increase of the Hallervorden-Spatz 
pigment. 

The combination of additional lesions, although very unusual as an entity, 
is, on closer analysis, not as unfamiliar in this group as it appears to be at 
first glance. An affection of the Luys body, although more or less summarily 
described, has been seen in the original cases of C. and O. Vogt (31), Biel- 
schowsky (2), Urechia and Mihalescu (29), and to a very slight degree in 
Hallervorden and Spatz’s case (14). We have already drawn attention to 
the histological appearance, which might point to the degeneration being in 
our case secondary to the lesion of the globus pallidus. The case of Bouché 
and van Bogaert (6) is better omitted because connection with this group 
seems doubtful. Casper (8) reported affection of the dentate nucleus 
and subependymal regions. A participation of the dentate nucleus was 
also seen by Ammosow (1), and it reached impressive significance in the case 
of état dysmyélinisé published by Bostroem and Spatz (5). 

It is therefore only the diffuse affection of the cerebral and (less diffuse) 
of the cerebellar white matter that adds a new vaniation to the histological 
picture of the condition in question. Lesions of the white matter with a 
practically complete preservation of the cortex have, as far as we are aware, 
not yet been reported. They suggest the findings seen in diffuse sclerosis. 
The condition is, however, to be separated from the type of diffuse sclerosis, 
described by Schilder, because of the almost entire lack of demyelinization and 
of the characteristic lipoidal breakdown products. It actually represents a 
type of diffuse gliosis, sparing the arcuate fibres, and thus comes near to the 
first type of diffuse sclerosis, described by Bodechtel and Guttmann (3, 4). 

There is no doubt about the nosological position of our case, if one accepts 
the identification of état dysmyélinisé and Hallervorden-Spatz disease by 
Hallervorden (13). The selectivity of the lesions in the globus pallidus and 
zona rubra, together with the pigment increase and the clinical data, would 
sufficiently warrant the inclusion of the case in this wider group. It would 
be a non-familial (as far as the rather scanty family history permits one to 
state) example of this condition, with rather unusual additional features. 
Difficulties, however, arise if a closer grouping of the case is attempted. Efforts 
in this direction have been repeatedly made, the most recent ones being those 
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of Winkelman (32), Helfand (16, 17), and Vincent and van Bogaert (30). 
Winkelman described a familial case in which the lesions were limited to the 
‘* pallidal ’’ system, including globus pallidus and zona rubra, and he suggested 
that such pure cases should be regarded as a system disease sut generts, called 
by him progressive pallidal degeneration. In a somewhat simular manner 
Vincent and van Bogaert, giving a complete review of the cases on record, 
want to separate under the term of “ Hallervorden-Spatz disease” those 
cases in which there is a more or less systematized degeneration with pigment 
increase of the globus pallidus and the zona rubra. This group, comprising 
the cases of Hallervorden-Spatz, Kalinowsky (18), Casper (8), Winkelman 
(32) and their own, is regarded by these authors as a heredo-degenerative 
disease, in contrast to the rest of the cases, in which the lesion is of a more 
diffuse character. For the latter group the term état dysmyeélinisé is 
reserved, although it no longer describes the main stigma of the group, 
demyelinization of the globus pallidus being often also a sign of the heredo- 
degenerative group. As long as subdivisions of the type attempted by 
Winkelman and Vincent and van Bogaert serve merely descriptive purposes, 
no objection need be raised. They are even very valuable in that they bring 
some order into the variety of lesions. Great care must, however, be exercised 
as to the nosological interpretation of such classifications. After all, there 
is in the heredo-degenerative group outlined by Vincent and van Bogaert 
considerable gradation with regard to the “ purity ’’ of the condition, as is 
admitted by the authors themselves. Where does our case find its place ? 
It is certainly one of the most “ impure ” of cases, yet with regard to the 
selectivity, completeness and symmetry of the lesions within the globus 
pallidus and zona rubra, it fulfils most of the conditions required by Vincent 
and van Bogaert. In dealing with a condition in which nosological classifica- 
tion is attempted without the slightest knowledge of the etiology, it is useful 
to compare with similar processes, the zxtiology of which we happen to 
know. We refer to the selective lesions of the globus pallidus and the 
zona rubra occurring after poisoning with carbon monoxide, ether or 
cyanide of potassium, which have been particularly studied by one of 
us (A. Meyer (20-23)). Especially relevant were the results of an experiment 
with cyanide of potassium, in a dog, the histological examination of which 
revealed nothing but a selective and symmetrical lesion of the zona rubra. 
Nobody would regard this as a system disease which can be separated from 
other cases, in which the lesion of the globus pallidus and the zona rubra is 
incomplete or even entirely lacking, or accompanied by most pronounced 
lesions in other varying parts of the brain. Such experiences make us chary 
of ascribing too much significance to differences in the “ purity ’’ of the lesions ; 
nosological classifications based upon this point might yet prove to be of an 
artificial nature, obscuring the issue rather than being helpful. 

It might be said that our case lacks the abundance of the pigment increase 
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which is so predominant a feature in most of the cases of the ‘‘ heredo- 
degenerative ” group. There is, however, no unanimity as yet about the 
dominating significance of this symptom. It might well be that it is only 
one feature of the process, and that it depends upon circumstances not yet 
known and individually varying; in some cases, like that of Helfand, the 
pigment increase 1s almost the only finding ; in other cases it may be accompanied 
or even surpassed by neuronal degeneration and gliosis. It is premature to 
regard it as limited to the familial group, since it has been described by 
Helfand and Vincent and van Bogaert in sporadic cases. The case-material 
available for consideration is far too small and, particularly in the 
earlier cases, too unevenly investigated to permit as yet of a definitive opinion. 
Hallervorden’s (13), Gamper’s (12) and Helfand’s (17) experiences point to a 
more general occurrence of what Helfand called the ‘‘ status pigmentosus ”’. 
On the other hand, we hesitate very much to follow the suggestion of Helfand, 
who considers the pigment increase to be an indication, independent of other 
lesions, of a primary disorder of a pigment metabolism. His proof, based on 
a simultaneous deficiency in lipoids, melanin and iron in his case, is somewhat 
slender, and certainly not supported by other cases. One is reminded 
mutatis mutandis of similar and often unsurmountable difficulties of decision 
in other spheres, e.g., whether an inflammation is primary or secondary, or 
whether a malformation indicates a primary tendency to mal-development 
or only an arrest of development due to a histopathological process. It 
is hard to believe that a metabolic disturbance in melanin formation should 
be limited to a few centres only, and not manifest itself in other signs of 
albinism. 

It is strange to find how little discussion of the pathogenesis of the condition 
has been stimulated by the fact that the centres prevailingly affected are the 
very ones particularly susceptible to the effects of anoxzemia, whether produced 
by poisoning with CO, ether, KCN or morphine or occurring in conditions 
of anemia, methemoglobinemia or respiratory failure. A survey on these 
effects of anoxzmia has been given recently by A. Meyer (19). Osman and 
Schukru alone (26), in considering the CO effect upon the globus pallidus, 
have called attention to a possible toxic damage occurring in état dysmyelinise, 
without defining this more closely. This reluctance to bring the lesions of 
état dysmyelinise into comparison with the effect of the poisons mentioned is in 
some part caused by histopathological differences. In fact, in all the findings 
in cases of poisoning we are dealing with lesions of a vascular or ischemic 
character, whereas in Hallervorden-Spatz disease we are facing a ‘‘ degenera- 
tive ” process with a most peculiar pigment increase. On the other hand, 
many of the traditional characteristics of histological pictures have lost much 
of their specific value, since it has become clear that considerable histological 
differences are often due to tempo, intensity, or the age of onset rather than 
to any fundamental difference in the nature of the nocuous agent. Thus the 
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question at least is justified whether there is any concrete suggestion that 
état dysmyélinise might be the consequence of interference with the supply or 
the utilization of oxygen. 

The original cases of C. and O. Vogt (31) had a distinct relation to birth 
trauma, and so it was with one of Onari’s (25) and Fiinfgeld’s (11) cases. In 
our case nothing is known of a birth trauma except for the mother’s fatal 
hemorrhage after the birth of the patient. It must be borne in mind, however, 
that the early history of the case is rather poor. Birth trauma would indeed 
supply ample opportunity for the production of ischemic changes in the brain. 
Birth trauma plays an important role in état marbré, and it is known that 
état marbré may occur together with état dysmyélinisé (Onari, A. Meyer and 
L. C. Cook (24)). Yet, as a whole, birth trauma is recorded much less frequently 
in the condition dealt with here ; in addition there is much greater incidence 
of familial occurrence. In familial cases particularly the onset of the disease 
appears to occur at about the end of the first decade or even later, after an 
obviously normal development. The fact, however, that birth trauma seems 
to play a role in a small group of cases might be indicative of the pathogenic 
mechanism in the other cases. 

A very interesting sidelight is thrown upon the condition by the recent 
findings in Kerntcterus. This is the term applied to the phenomenon of bile- 
staining in the brain, particularly in the lenticular nucleus, corpus Luysii, 
thalamus, mammillary body, subependymal regions, cornu ammonis, dentate 
nucleus, cranial nerve nuclei, olives, etc. It accompanies icterus gravis 
neonatorum. The question whether this condition is connected with birth 
trauma or not will not be discussed here. It is interesting to note that 
degeneration of the corpus Luysii following Kernicterus has been described by 
several authors (A. Eckstein (10), Hawksley and Lightwood (15)). Quite 
recently Brouwer (7) demonstrated a selective lesion of the globus pallidus 
and the corpus Luysii. This is the more noteworthy as quite similar clinical 
sequelz (progressive rigidity with or without choreo-athetosis and mental 
defect) have been reported in Kernicterus (Zimmerman and Yannet (33)). 
It is noted that Kernicterus can occur in a familial form. 

Icterus gravis neonatorum is, according to recent research, not of hepatic 
but of hemolytic origin and often associated with severe anemia. Thus, 
again, we find anemia at the root of a condition which may be associated with 
selective lesions of the globus pallidus. 

At present our knowledge about the lesions in Kernicterus is far too super- 
ficial to enable us to assess the degree of histopathological similarity to the 
group ot état dysmyélinisé. In our own case the agreement is rather striking, 
if one takes into consideration the lesions of the corpus Luysii, dentate nucleus, 
olivary body and of the subependymal regions, which also are, as already 
pointed out, not entirely foreign to other cases. It can therefore be hoped 
that systematic histological studies of brains showing Kerntcterus may be of 
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considerable value to the pathogenic elucidation of the condition dealt with 
in this paper. 

The clinical aspect of the case needs only a few remarks, since the clinical 
symptomatology does not differ greatly from that presented in previous 
publications. Owing to the widespread nature of the lesions, the case cannot 
be utilized as a contribution to the problem of the localization of choreo- 
athetosis. On the psychological side, the resemblance to the clinical psycho- 
logical picture described by Doll, Phelps and Melcher (9) is striking, though 
our patient was studied before their monograph was published, and was, more- 
over, too severely affected for mental measurement by any known technique. 
In personality he showed the same persistence of effort, so exceptional among 
defectives, that these workers reported, and that we have since observed in 
many cases. For such a boy to acquire the power of locomotion, for example, 
requires a tremendous degree of persistence. In his mental development, 
too, there is a marked similarity to their cases. From the records before 
admission, scanty as they are, it is obvious that the patient developed mentally 
after the age of sixteen years, whereas in the vast majority of defectives of 
his mental level such development has ceased by the twelfth year. We are 
faced here with the problem of deciding to what extent the clinical picture is 
due to a true lack of potential intelligence, and to what extent to the ngid 
limitations of experience and expression imposed by the severe neurological 
lesion present. 


SUMMARY. 


The case here described of état dysmyélinisé (Hallervorden-Spatz disease) 
is noteworthy for the widespread nature of additional lesions within the 
cerebral and cerebellar white matter, corpus Luysii, dentate nucleus, olivary 
body and subependymal regions. 

The current views on the classification of the condition are discussed. 

With regard to the pathogenesis, the vulnerability of the globus pallidus 
to anoxemia is stressed. The recent observations on Kernicterus may also 
provide a clue to the pathogenesis of the condition. Further research in this 
direction is advocated. 

The case shows a psychological picture strikingly similar to that descnbed 
in cases of choreo-athetosis due to birth injury. 
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SOME PROBLEMS OF PATHOGENESIS IN SCHILDER’S 
DISEASE. 


(WITH DESCRIPTION OF A NEW FAMILIAL CASE.) 


By ALFRED MEYER, M.D., and 


FRANCIS PILKINGTON, M.B., M.R.C.P.(Lond. & Irel.). 


(From the Central Pathological Laboratory of the L.C.C. Mental Hospitals and the Maudsley 
Hospital.) 


SINCE we do not yet know the real nature of Schilder’s disease nor see a 
direct way of investigating it, research on this problem can usefully be carried 
out in two ways: (I) careful description of cases in all possible clinical and 
pathological detail, and (2) broad comparative studies. That collection of 
further case-material is still useful was shown, we hope, in the description of a 
family by one of us (A. M.) in collaboration with Tennent (24). In this family 
there was a pronounced tendency to gastro-intestinal troubles preceding the 
nervous symptoms, and the same has been reported by Globus and Strauss 
(15), Globus (14), and F. Bielschowsky (2). Too much importance must not 
be attached to such findings, as the onset of the disease just as often follows 
measles, influenza and other acute infectious conditions; and there is the 
striking familial taint of tuberculosis in the families described by Symonds 
(45) and van Bogaert and Scholz (47), and atrophy of the suprarenals was 
associated with the disease in the latest case reported by R. Pfister (29). The 
great variety of such preceding illnesses makes us rather chary of regarding 
them as of direct ztiological or pathogenic significance. It is, on the other 
hand, of the greatest importance to keep such occurrences carefully in mind, 
because we do not know yet what common pathogenic factor may lie hidden 
behind these various initial symptoms. As regards gastro-intestinal troubles, 
their significance in various avitaminous and other deficiency conditions is 
generally known, and they have been a very obvious initial symptom in the 
demyelinizing disease of monkeys, the histopathological kinship of which to 
Schilder’s disease has already been shown in A. Meyer and Tennent’s paper, 
and which will be discussed later in this contribution. This kinship appears 
to us to be closer than was recognized by Schob (35), Spielmeyer (42), Scherer 
(33), and Davison (9). 

In mentioning the demyelinizing disease of monkeys and the deficiency 
diseases we have already touched on the importance of comparative research. 
The recent description of sway-back in sheep by Innes (20) is a further example 
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of the value of this type of research. It is also of great interest that selective 
lesions of the white matter can be produced by carbon monoxide poisoning 
(Grinker (17), A. Meyer (25)) and by cyanide poisoning (Ferraro (10)). The 
white matter affections, following birth trauma (Schwartz (38), (39), (40)), have 
been given comparatively little attention in the discussion of Schilder’s 
disease, although, as we shall see later, their importance as regards the patho- 
genesis of Schilder’s disease might be greater than hitherto realized. 

As in all comparative histopathological work, it is important that ztiological 
conclusions should not be drawn from histological similarities. The fallacies 
of making such deductions have so often been stressed by Spielmeyer that 
nothing further need be said in this connection. The most that can be said is 
that common histological features point to a common pathogenic mechanism, and 
it is for its elucidation that comparative work is important. It is also necessary 
to bear in mind that single features should never be compared, but always 
the whole of the pathological picture. On the other hand, apparent histological 
difference might sometimes be due more to the stage and the varying intensity 
of the process than to essential differences. 

It is necessary to stress these points also in considering the undoubted link 
between diffuse sclerosis (Schilder’s disease) and disseminate sclerosis. The 
importance of this link has been increasing of late, since combinations of both 
conditions and even “ transitional ’’ cases are being reported more and more 
often. Hallervorden and Spatz (19) used the common feature of demyelinization 
as the starting-point of an interesting theory concerning the path of distribution 
and the physico-chemical factors governing it. It 1s because of its bearing on 
some of the conceptions of Hallervorden and Spatz that we think the following 
case interesting enough to be published. 


L. W—, a boy, zt. 10, was admitted to the Maudsley Hospital on October 3, 
1933, his mother stating that he had been “‘ queer mentally for some time ” and 
that he was getting worse. 


History. 


Family history.—The family history was traced as fully as was possible and there 
was no evidence of any mental or nervous disease in the antecedents. The paternal 
grandparents were both dead; it was not known from what the grandfather had 
died, but the grandmother had died in childbirth. She had had two siblings; the 
cause of their deaths was not known, but they had both been healthy. The father 
himself is an only child and is quite healthy. On the maternal side the grandfather 
had died of old age at 82, and the grandmother had died of cancer at 74. She had 
had siblings, but nothing was known as tothe cause of their deaths. The mother had 
ten siblings, eight of whom are alive and healthy, one died from pneumonia and 
one died under an anesthetic. The mother herself is quite healthy. The patient 
was the sixth of seven siblings. The second of these* died of Schilder’s disease at 84 
years of age, eleven years before our patient’s admission to hospital. The brother’s 
illness was of at least eleven and probably twenty months’ duration. He first 
became dull, listless and rather deaf. The deafness became complete, and so also 
did blindness, which, however, was later in onset. He became weak in the legs 


* Case 1 in Stewart, Greenfield and Blandy’s paper to be discussed later. 
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and developed a hemiplegia. Both discs showed optic atrophy. The other five 
siblings are said to be healthy, but the parents were unwilling to have them 
examined. 

Past history.—The pregnancy, birth and his early development were quite normal. 
He did fairly well at school and was no problem until he was about 7, when he was 
noticed to be backward and did not mix well with other children. In class his 
teacher thought him “ unnaturally quiet” and considered he was ill. At 74 his 
tonsils were found to be large at a routine examination and were removed, though 
he had never suffered from coughs or tonsillitis. His mother said that normally 
he was full of life and would join in games quite happily with other children. He 
had had measles, chicken-pox and whooping-cough. 

History of present illness.—The mother considers that the onset of the illness 
dated from the tonsillectomy. He never seemed to be the same child after it. 
She noticed that he became unnaturally quiet, no longer mixed with children, nor 
took any interest in games. In the spring of 1933 he began to drag his left 
foot, and a little later he had difficulty in swallowing. In September, 1933, 
he lost control of his sphincters and his general behaviour began to deteriorate, 
e.g., he started to pull his coat over his head and kept repeating this action, and 
he would walk round and round the kitchen table for hours on end. Just before 
admission he practically ceased to speak, and his mother noticed that his legs 
seemed to give way under him. 


Clinical Features. 


Physical examination on admission.—This was very difficult, as the boy was 
quite unable to co-operate. His general condition was poor, he was thin and 
wasted. He apparently had no headache, nor any other pains. There was no 
evidence of defective hearing or impaired vision. The fundi were normal. The 
pupils were rather sluggish and the abdominal reflexes were not obtained, but there 
was nothing else abnormal in the nervous system at that time. He was doubly 
incontinent. Nothing wrong was found in the heart, lungs or abdomen. There 
were no stigmata of degeneration. 

General behaviour and mental state—He walked in an aimless, shuffling way 
and easily fell over. He made no effort to get up again. He ground his teeth 
continuously. He appeared very miserable and cried a good deal. He did not 
speak except for an occasional “ yes ” or “no ” in answer to a question, and he 
did not clearly understand what was said to him. He indulged in repetitive 
movements of his arms, moving each in turn in a mechanical way towards his nose. 
There was no evidence of delusions or hallucinations. 

Progress.—He slowly deteriorated. In December he began to have screaming 
attacks at night, which did not seem to be due to pain. By January his general 
condition was much worse and he had lost over half a stone since admission. He 
could hardly walk and had always to be spoon-fed. He was miserable, fretful 
and semi-stuporose. The deep reflexes in the right arm and right leg were 
now exaggerated and the right plantar gave an extensor response, whilst the left 
plantar was doubtful. There was a grasp reflex in both hands. There was some 
spasticity of the right arm and leg. In March he was still worse. He was now 
very emaciated, had one or two small bed-sores and was quite unable to get out of 
bed. He did not seem to be able to swallow, and occasionally it was necessary to 
give him rectal salines. Sometimes he made sucking movements and noises with 
his lips reminiscent of a baby taking the breast. He lay in bed taking no interest 
whatever in his surroundings. He never attempted to speak, but sometimes he 
screamed, and appeared to have a pain in the back of his head. He lay in 
bed in a position of flexion, with the hands tightly clenched. There was no evidence 
of blindness, as he sometimes followed the nurse round the room with his eyes. He 
would respond to a sudden noise. The fundi were still normal, there was no facial 
weakness, and the palate moved equally on both sides. The spasticity and retiexes 
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were as before, but now there was a definite Babinski response on both sides. He 
died on April 19, 1934, of exhaustion. He was afebrile throughout the illness. 

Investigations —The blood Wassermann was negative. The cerebro-spinal 
fluid was examined on three occasions, and each time was completely normal as 
regards pressure, Wassermann, cell-count, protein estimation and Lange. On the 
last occasion the percentage of cholesterol present was also estimated and was 
found to be normal. The blood cholesterol was estimated on February 14, 
1934, and was 296 mgrm. % (normal is 140/170). The radiograms of the skull 
taken on January 28, 1934 revealed no abnormalities. 


Pathological Examination. 


Macroscopic.—The weight of the brain was 1,320 grm. There was slight atrophy 
of both frontal lobes, although gross configuration was preserved. On coronal 
dissection complete softening of the white matter of the frontal lobes was seen, 
but the cortex and arcuate fibres remained intact. The extremely softened parts 
of the white matter were of yellowish gelatinous consistence. Within this 
softened area, centrally as well as peripherally, numerous small white islands, 
elongated oval or sometimes round, were to be seen. Closer inspection showed that 
most of these contained a blood-vessel in the centre. Only the margin was of 
white colour, the centre being yellow-brown, with the whitish part surrounding it 
like a ring. No other “ concentric” structures were seen, but immediately 
internal to the arcuate fibres there were many parallel white stripes of considerable 
length. 

The gross affection of the white matter stopped at a coronal plane through the 
widest part of the globus pallidus in each cerebral hemisphere. At first sight the 
rest of the hemisphere appeared to be intact. On closer examination, however, 
one found that throughout all the white matter there were very small brown patches 
slightly soft in consistency. These patches were well defined, and similar patches 
were also found in the sub-ependymal regions round the posterior horn. The 
“keel”, in addition, had a brownish discoloration. 

On both sides the thalamus, the posterior part of the caudate nucleus, the internal 
capsule and the medial part of the globus pallidus was softened, and on the left 
side the anterior parts of the putamen. 

Within the medulla oblongata and spinal cord the pyramidal tracts were degene- 
rated. The cerebellum, nucleus dentatus and olivary bodies were free from gross 
changes. 

As regards the bodily organs, the liver appeared to be rather congested. No 
changes elsewhere could be detected by naked-eye examination. Furthermore, 
histological examination of the organs did not reveal other than terminal changes. 

Microscopic.—The extent of histological change corresponds roughly to what 
was seen by macroscopical inspection. In the frontal lobe area there is pronounced 
demyelinization except for the cortex and the arcuate fibres, and a similar destruction 
of axis cylinders. The glial proliferation as a whole is rather feeble and of a 
spongiose type, except for the peripheral parts towards the arcuate fibres. It is 
interesting to note occasional stripes of myelin running parallel to the arcuate 
fibres (Fig. 1a). They run in spaces where there is no gliosis, so that in the glial 
picture these parallel waves are also visible. In some areas one finds these stripes 
containing intact myelin; in others there is a marked tendency for the myelin 
to be broken down, with the result that in the most advanced of these stripes 
only large granular compound cells containing lipoid material (stainable with 
hematoxylin) are to be found. Owing to the position and the wave-like con- 
figuration of these stripes, there is little doubt that they represent the outermost 
waves of the concentric structure. 

The most striking findings are the perivascular islands (Fig. 2), which lie 
within a diffuse zone of complete degeneration, which is poor in granular compound 
cells and glial cells, but rich in all kinds of debris, corpora amylacea, material 
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stainable with mucocarmine, a rather loose fibrous glial network. These 
islands stand out clearly demarcated when stained with hæmatoxylins (Fig. 1b). 
Intact myelin, however, is very rarely seen in these islands, and there are 


(b) 


Fic. 1.—Demyelinization of the white matter. (a) Weil’s stain; (b) Scharlach R stain. 


no axis cylinders left; the darker appearance is due to hæmatoxylin-stainable 
lipoids within numerous cells. In cell pictures particularly distinct in Sch.R. 
preparations (Fig. 1b), the outer ring or wall consists of large granular compound 
cells and plump cells filled with lipoids which stain brightly, whereas in the 
centre there are only small granular compound cells which chiefly contain pink 
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material. The central vessel is considerably infiltrated with lymphocytes and 
compound granular cells, which le within the well-limited sheaths. Infiltrated 
vessels are found also outside the islands, and there is occasionally more than one 


Fic. 2.—Perivascular islands within the white matter. Weil’s stain. 


(a) (b) 
(a) Spielmeyer’s stain ; (b) Scharlach R stain. 


Fic. 3.—Circumscribed area of demyelinization. 


inside the island. It is usually impossible, owing to the alteration of the wall, to 
determine whether these vessels are arteries or veins, especially as they are often 
of pre- or post-capillary size. There are only a few perivascular islands which 
contain well-preserved myelin. 
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Outside the large zone of degeneration there was a large number of small cir- 
cumscribed patches. The patch which is shown in Fig. 3a has a fairly sharp line 
of demarcation in the myelin picture. The axis cylinders, although better pre- 
served than in the diffuse frontal zone, are included in the degeneration. In the 
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Fic. 4.—Sub-ependymal area of demyelinization. Weil’s stain. 
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(a) (b) 
Fic. 5.—Circumscribed area of gliosis. (a) Weil’s stain; (b) Holzer’s stain. 


fat picture (Fig. 3b) masses of granular compound cells of varying size are seen, 
filled with brightly stained lipoids. 

Fig. 4 shows a slightly reduced staining reaction of myelin all round the 
posterior horn, corresponding to a considerable degree of gliosis. In the sub- 
ependymal region a vague shadow focus is seen which also contains brightly 
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stained lipoid material and compound granular cells lying in the meshes of a 
spongiose glial network. The axis cylinders are consideraby reduced in number 
and the ones still present show distinct signs of disintegration. Figs. 5a and b 
represent the myelin and Holzer pictures of two patches only visible in the myelin 
picture as a diffuse shadow, without accumulation of lipoidal substance and without 
loss of axis cylinders, but with a considerable dense and badly limited glial sclerosis. 
Figs. 3-5 represent three different kinds of circumscribed lesions, which are fairly 
often met with during histological examination in all parts of the white matter, viz., 
subependymal, central and beneath the arcuate fibres. Most of these patches in 
coronal sections appear elongated. 


Fic. 6.—Destruction of basal ganglia: Weil’s stain. 


The extent of the histological changes within the basal ganglia corresponds to 
that seen macroscopically (Fig. 6). The changes in the optic tract have already 
been described in the paper by A. Meyer and Tennent (Figs. 4c and d). It is note- 
worthy that the ventral parts of the optic tract are better preserved than the dorsal. 
The lesion appears to originate in the centre, and it is quite obvious from the situation 
of the wall that it is progressing towards the base, i.e. the, cerebro-spinal fluid, 
and not in the opposite direction. 

The pons, medulla oblongata and spinal cord show a marked degeneration of 
both the pyramidal tracts. Within the posterior tracts are to be observed occasional 
patches of very slight rarification of the myelin fibres, probably representing 
beginning shadow foci. These were also sometimes seen in the white matter of the 
cerebellum. 


DISCUSSION. 


The case described emphasizes the importance (as was suggested in the 
paper by A. Meyer and T. Tennent) of revising the family histories of the 
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sporadic cases of Schilder’s disease in order to assess more accurately 
the frequency of the familial group. The present patient was the brother of 
Case 1 in the paper published by Stewart, Greenfield and Blandy (44). 

Besides these two brothers no other hereditary or familial taint was 
discovered, although it must be admitted that the unco-operative attitude of 
the parents prevented any exhaustive inquiry being made. Nevertheless it is 
certain that gastro-intestinal disorders did not occur in this family. 

Some of the clinical features are accounted for by the localization of the 
main changes in both frontal lobes—for instance the absence of blindness and 
deafness. The changes in the optic tract were probably not sufficiently 
advanced to cause serious interference with vision. 

Whereas in the family previously described, striking similarity as to the 
localization of the process was noticed, there is no such concurrence in the 
central nervous system of this family. In Stewart, Greenfield and Blandy’s 
case the posterior parts of the white matter of the hemispheres were chiefly 
affected. 

Our case is particularly interesting by reason of its transitional features. 
This supports the opinion of Hallervorden and Spatz, who feel justified in 
considering that all the demyelinizing diseases are pathogenically related. 
Attention is particularly attracted to the perivascular islands which stand 
out in the complete degeneration of the white matter. Because of the ring-like 
wall which takes on myelin stains, they simulate foci of concentric sclerosis. 
Yet no further ‘‘ concentric’’ layers were detected except for rather scanty 
remnants in the most peripheral parts of the lesion immediately below the 
arcuate fibres. On the other hand, these islands are very like the peri- 
vascular myelin islands in the Pelizaeus-Merzbacher disease. In fact it is 
intriguing to regard them as a breakdown stage of such myelin islands, thus 
representing a transitional stage between diffuse sclerosis and the picture in 
Pelizaeus-Merzbacher disease. A tendency to breakdown of the perivascular 
myelin islands has already been reported by Liebers (23) and Bodechtel (5). 
Liebers found besides intact myelin islands those which he compared with 
shadow foci, the myelin already undergoing demyelinization. In our case 
very few perivascular shadow foci were seen, which indicated a less advanced 
breakdown of the islands. It is particularly interesting to note that these 
small islands are quite independent centres of the breakdown process. With 
wall-formation at the outer border they represent, as it were, ‘‘ miniature ”' 
images of the total process. It appears as if the disintegration of the myelin 
originates from the central vessel. 

The perivascular foci are also of further pathogenic significance. If they 
represent persisting foci of breakdown, it is difficult not to conclude that the 
tissue already destroyed has undergone disintegration in a similar focal and 
perivascular way. This is borne out by the appearance of the process in 
those areas of the posterior parts of the brain in which the process is still early 
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or else abortive. There one meets with plenty of small focal lesions, which 
spatially are quite independent. As to histological detail, these foci are of 
varying character. None of them had the characteristics of typical dissemi- 
nate sclerosis, the main difference being the destruction of the axis cylinders 
and the lack of a sharp line of demarcation. We could not detect wall forma- 
tion in the patches in the posterior parts, nor was the spatial relationship to 
the blood-vessels as obvious as in the patches described in the frontal area. 
There is another interesting histochemical difference. Whereas in the centre 
of the focal areas in the frontal lobe there was a large amount of the so-called 
pre-lipoid material, staining pink with Scharlach R., the amount is negligible 
in the foci of the posterior parts. If the pre-lipoid were due to more or less 
specific insufficiency of the glia, as is believed by many writers, it is very 
difficult to conceive of this being localized. This is another difficulty in 
interpreting the origin of the pre-lipoid substances in addition to those already 
referred to by Patrassi (27), Bouman (7), Hallervorden and Spatz, and Meyer 
and Tennent. 

All these differences between the lesions in the frontal area and the rest of 
the white matter are, in our opinion, insufficient to justify the assumption 
that two independent conditions are present—say a combination of Schilder’s 
disease with disseminate sclerosis. In spite of thorough search we have in 
no part of the central nervous system encountered a typical plaque of dissemi- 
nate sclerosis, nor have we found atypical ones outside the cerebral white 
matter. We are therefore inclined to the opinion that as a whole the lesions 
in the posterior parts represent an abortive stage of the lesion in the frontal 
area. The whole process appears to have developed out of many small lesions, 
some of them being quite similar in nature to atypical patches of disseminate 
sclerosis. 

It is interesting to find this coalescence of single patches in a familial case 
of Schilder’s disease. Bielschowsky and Henneberg (3) thought that this 
method of spread is particularly characteristic of the inflammatory group. 
It is again apparent that the subdivision into inflammatory and degenerative 
groups is quite superficial and, indeed, untenable. The appearance of focal 
lesions is by no means confined to the case described here. In Stewart, 
Greenfield and Blandy’s Case 3 and in a case of Neuburger (26) there are 
similar findings. The former case ran an acute course, lasting only about 
nine days. The majority of cases of Schilder’s disease come to post-mortem 
after a considerably longer time ; it is possible that if we had the opportunity 
of examining the post-mortem material from the cases that terminate rapidly, 
we should more often find focal patches gradually coalescing into areas of 
diffuse demyelinization. We do not suggest that this invariably occurs ; when 
the final stages of demyelinization are reached it is impossible to determine in 
what way it has developed. The more frequent description of ‘‘ concentric ”’ 
structures in cases of diffuse sclerosis (as instanced in this case as well as in 
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cases of Hallervorden-Spatz, Waggoner and Loewenberg (48), and Bouman) 
points to concentric sclerosis as being a temporary stage in many more cases of 
Schilder’s disease than has been realized hitherto. It is perhaps significant 
that some of the cases, published as concentric sclerosis, had a rather acute 
clinical course. Concentric sclerosis seems, according to Hallervorden and 
Spatz, to develop from the blood-vessels. 

Schob and Spielmeyer took the coalescing tendency of the demyelinization 
of the white matter in the well-known monkey disease as a characteristic 
which separated that condition from Schilder’s disease ; but again the monkey 
disease is an acute condition, fatal after a few days, and it is misleading 
to compare it with a much more advanced stage in Schilder’s disease. This 
is the more remarkable, as recently other changes like the peculiar lesions in 
the optic tract (Scherer (33)), the ‘‘ honeycombed ”’ lesions in the spinal cord and 
even initial gastro-intestinal symptoms have been observed in Schilder’s 
disease (A. Meyer and T. Tennent). If we understand Scherer rightly, even 
intermediary products in the myelin breakdown comparable to those found in 
Schilder’s disease occur in the monkeys. 

It is in the light of these data that the conception of Hallervorden and 
Spatz of the distribution of the lesion must be considered. These authors 
believe that in disseminate sclerosis demyelinization originates chiefly from 
the blood-vessels, whereas in Schilder’s disease they consider it starts from 
the cerebro-spinal fluid in the ventricular system. The demyelinization closely 
follows the physico-chemical law of diffusion within a colloidal medium, in- 
stanced by the phenomenon of the so-called Liesegang rings. There is indeed 
a striking similarity of Liesegang rings to the layer formation in concentric 
sclerosis. This interesting theory of diffusion will not be discussed here. 
It is with their theory of the spread by the blood-vessel system and the 
spinal fluid respectively that our considerations are concerned. 

The relationship between diffuse and disseminate sclerosis has been under 
consideration since Schilder (34) first described the diffuse condition. Since 
then cases have been reported—with increasing frequency—in which typical 
patches of disseminate sclerosis (particularly in the brain-stem and spinal 
cord) were found combined with typical Schilder’s disease. Much interest has 
been aroused by so-called transitional cases, as published by Gans (13), Kufs 
(22), Wertham (50), Benoit (1), Gozzano and Vizzioli (16), Bielschowsky and 
Maas (4), etc., in which affection of the white matter appears to be, as it were, 
an extension of the periventricular demyelinization, which is so characteristic- 
ally seen in disseminate sclerosis. It was these cases which Hallervorden 
and Spatz had in view when they put forward their theory that diffuse 
sclerosis originates primarily from the cerebro-spinal fluid within the 
ventricles. 

Although the importance of these cases is obvious, it is well to be aware 
of the histological differences from the majority of cases of Schilder’s disease. 
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There is often only a very slight degree of demyelinization, the principal abnor- 
mality being a very dense sclerosis. In hardly any of the cases are the typical 
lipoidal breakdown products in mobile scavenger cells observed. The axis 
cylinders are practically unimpaired. Such histological differences need not be 
of a fundamental nature ; they might be due to the chronicity of the process, 
although chronic cases (like those of Ferraro (11) and the recent ones, published 
by van Bogaert and Nyssen (46)) can themselves show quite different histological 
appearances. Even Bodechtel and Guttmann (6), who have a particularly 
wide conception of diffuse sclerosis, separate such cases of glial sclerosis from 
Schilder’s disease sensu stricto. A similar view has been taken by Bielschowsky 
and Maas. It is therefore doubtful whether these transitional cases, whatever 
may be their importance, are representative of the majority of cases of 
Schilder’s disease. 

The difficulties of Hallervorden-Spatz’s theory increase when we recall that 
the diffuse demyelinization in Schilder’s disease is possibly an end-effect, and 
that earlier stages might indicate quite a different method of distribution. The 
initial stages of the lesions in the posterior part of the white matter of our 
case contribute a particularly impressive example of this problem ; there are 
subependymal foci, but foci are independently found in other central and sub- 
cortical areas of the white matter. It will be necessary in future to study 
particularly those regions of the white matter in which no gross diffuse lesion 
is yet present. 

It is even necessary to question whether the sub-ependymal lesions in dis- 
seminate and diffuse sclerosis are inevitably caused by spread from the cerebro- 
spinal fluid. It is interesting that Spatz (41), three years before the publication 
of Hallervorden and Spatz’s paper, raised the same question. In fact, if the 
cerebro-spinal fluid contains the noxious agent, it is difficult to see why its 
action should be limited to the ventricular fluid, since no obstruction has ever 
been demonstrated in the passages communicating with the external fluid. 
The lesions in the optic tract, which is very near to the subarachnoid fluid, 
clearly indicate vascular origin (as already demonstrated by Meyer and 
Tennent in this and other cases of Schilder’s disease). 

The alternative to spread from the spinal fluid is from the vascular system. 
In a general way a vascular distribution of the lesions in the white matter has 
often been considered. Our knowledge of the arterial and venous supply 
(Testut, Poirier and Charpy, etc.) indicates that the central parts of the white 
matter have a blood-supply of their own, although according to R. A. Pfiefer 
and others this independence is only relative. Schwartz in particular in his 
various papers on birth trauma has given valuable information concerning the 
anatomical distribution of the vein of Galen and its tributaries. Although 
Schwartz's hypothesis of the mechanism of birth trauma has not been unchal- 
lenged (Ford, Crothers and Putnam (12), Rydberg (32)), there is unanimity of 
opinion that the system of the vein of Galen is a favourite site for hemorrhages 
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and softenings after birth trauma. Schwartz and Fink were able by means 
of injection experiments to show that most of the branches of the vena magna 
Galeni collect the blood chiefly from the central parts of the white matter 
(vide fig. 2 of their paper (40)). In this figure it can be noted that some of the 
veins close to the ventricle run parallel to the surface—a fact which deserves 
particular attention with regard to the peculiar localization of the periventri- 
cular lesions in disseminate sclerosis (so-called ‘‘ Mantelherde ’’ of Steiner 
(43)). Injection of the arteries was not, according to Schwartz, so instructive, 
but he admitted our limited knowledge on this point. 

It is unfortunate that Schwartz's work on the distribution of the central 
veins has never been repeated. Notwithstanding, it is intriguing that in con- 
ditions in which sub-ependymal lesions are a distinct feature a definite relation- 
ship to the veins has been established, as in birth trauma* and encephalopathy 
after measles or vaccination (Pette (28), Putnam (30), (31)). That there is a 
relationship of the lesions in disseminate sclerosis to veins has been claimed 
by Putnam. Schob, followed by Scherer, has discovered that the lesions of the 
demyelinizing disease in monkeys are also chiefly arranged around veins and, 
moreover, in earlier stages are particularly severe in the subependymal regions. 
It is surprising how little this finding has stimulated the consideration of 
the pathogenesis of the disease. 

From what we have said about the probable histopathological relation- 
ship of the monkey disease to Schilder’s disease, it is obvious that the 
findings of Schob and Scherer are of considerable interest. Unfortunately 
most of the cases of Schilder’s disease are too far advanced to provide informa- 
tion on this point. In our case, for instance, in spite of the persistence of small 
perivascular islands, it was impossible to determine the nature of the central 
vessels because their walls were greatly altered by inflammation and prolifera- 
tion, and also many of the smaller vessels approached the size of pre-capillaries. 
(It has already been noticed by Cobb (8) how difficult it is to distinguish between 
pre- and post-capillaries in the brain.) It was also impossible to establish the 
relationship to vessels of those earlier lesions which were found in the posterior 
parts of the white matter; even these lesions were too advanced. Through 
the great kindness of Dr. Greenfield we were able to study material from his 
early Case 3. Although many perivenous lesions could be seen, it is impossible 
to state that all the lesions were of this type for the same reasons as in our 
case. 

It is often mentioned (as indicated, for instance, in Spatz’s scheme (41)), 
that perivenous lesions betray themselves by their elongated shape in coronal 
section. This shape can often be seen in the focal lesions (reported in the 
Case 3 of Stewart, Greenfield and Blandy), in the persisting islands (Fig. 2), 

* Although Schwartz himself has already pointed to a connection between birth trauma and 
diffuse sclerosis, his suggestion has found little support for the reason that zxtiological connection 


with birth trauma could be seen, if at all, in only a very limited number of cases of diffuse sclerosis 
(E. Guttmann (18), Bodechtel and Guttmann (6)). 
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and in the early patches of our case (Fig. 3). We even noticed it in the photo- 
graphs of the myelin islands of cases of Pelizaeus-Merzbacher disease described 
by Liebers, Bodechtel and Schob (36). It would be of the greatest importance 
to find out whether the central vessels in these islands can be identified as 
veins. Unfortunately no material of this disease was available for examination. 

It is finally worth mentioning that lesions of the basal ganglia which are 
fairly often involved in birth trauma are not entirely foreign to Schilder’s 
disease ; in fact, evidence of thalamic lesions is accumulating (Scholz (37), 
Wertham, Bodechtel and Guttmann, Kufs, and Bielschowsky and Maas). The 
involvement of the thalamus is not of a secondary character, nor can it be 
accounted for by atrophy merely due to increased intraventricular pressure. 
It is interesting to find in our case a total symmetrical destruction not only 
of the thalamus, but also of the posterior parts of the caudate nucleus, of the 
internal capsule and of parts of the lenticular nucleus (Fig.6). One is reminded 
of a similar localization of lesions, described by Schwartz, following birth 
trauma. 

It would be premature at this point to put forward a new “‘ venous ” theory 
of the localization of lesions in Schilder’s disease. There are wide gaps in our 
present knowledge which it is hoped have not been concealed in the course of 
the discussion. All that 1s intended is to suggest an alternative to Hallervorden 
and Spatz’s explanation of the sub-ependymal lesions in the demyelinizing 
diseases. A distribution by way of the venous system would not fully explain 
the localization of the various conditions discussed above. There may be 
additional factors to account for the differences (vide the paper of Jaburek (21)). 
The venous supply may even constitute only one factor in a very complex 
pathogenesis. Yet it is safe to say that the evidence derived from comparative 
sources seems likely to throw so much light on the localization of Schilder’s 
disease that the point should be tested whenever material from early stages 
becomes available. 


SUMMARY. 


A familial case is presented which shows— 

1. Diffuse demyelinization together with circumscribed lesions, 
resembling atypical patches of disseminate sclerosis. 

2. Within the diffuse demyelinization, persisting perivascular islands 
which are regarded as breakdown stages of the islands known in the 
Pelizaeus-Merzbacher disease. 

3. Few remnants of ‘‘ concentric ” structures. 

The case invites discussion of the theory put forward by Hallervorden and 
Spatz with regard to the spread of diffuse and disseminate sclerosis from the 
spinal fluid and blood-vessels respectively. This view is criticized in the light 
of comparative facts which are in favour of the vascular and particularly the 
venous system governing the spread of diffuse sclerosis. 
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We are indebted to Dr. E. Mapother for permission to publish the case, to 
Dr. F. L. Golla for his interest in the investigation, and to Dr. J. G. Greenfield 
for the loan of pathological material. We also owe thanks to Mrs. A. Meyer 
for her histological and micro-photographic work. 
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Part II.—Epitome of Current Literature.* 


1. Neurology. 


Autonomic Facio-cephalgia. (Bull. Neur. Inst. New York, vol. tv, p. 422, Dec., 
1935.) Brickner, R. M., and Riley, H. A. 


The authors describe 4 cases, one from the literature and three new cases, in 
which attacks of pain in the head and face occurred in association with indisput- 
able autonomic effects. The pain was readily relieved by the administration 
of adrenaline in two cases and of ergotamine tartrate in the two others. The cases 
appear clinically similar to some types of atypical migraine, and identical with 
many of those of so-called atypical neuralgia. T. E. Burrows. 


Bitemporal Hemianopsia in Unilateral Cerebral Tumours, with Report of Two Cases. 
(Bull. Neur. Inst. New York, vol. iv, p. 531, Dec., 1935.) Collins, R.T. 


The author describes 2 cases of unilateral cerebral tumour giving rise to bitem- 
poral hemianopsia. In one case, a girl, æt. 10, the fundi showed a swelling of 5 dioptres 
with many striate hæmorrhages. There was a definite bitemporal hemianopsia. 
At operation a large cystic astrocytoma was found in the left frontal lobe, which 
extended very deeply towards the midline. The second case was a man, æt. 22. 
Papillædema of 4-5 dioptres and bitemporal hemianopsia were present. At 
operation a large fibrosarcoma attached to the dura of the under-surface of the 
right temporal lobe was found. The growth was very large, and extended to near 
the midline of tbe cranial cavity. T. E. BURROWS. 


Vestibular (Bárány) Tests in the Diagnosis and Localization of Intracranial Lesions. 
(Journ. Amer. Med. Assoc., vol. cvii, p. 413, Aug. 8, 1936.) Coates, G. M., 
Shuster, B. H., and Slotin, H. B. 


The authors present 16 cases confirmed at operation or autopsy : 3 with midline 
posterior fossa tumours involving the fourth ventricle, one tumour of the left 
cerebellar hemisphere, 3 cases of mass lesion involving the cerebello-pontine angle, 
5 cases of supratentorial tumours involving the olfactory groove, the temporo- 
parieto-occipital area, the temporal lobe, the fronto-parietal area and the supra- 
sellar region respectively ; and 4 cases of brain abscess, one in the temporo-parietal 
lobe as well as the cerebellum, one in the frontal lobe, and 2 with temporo-sphenoidal 
lobe involvement. 

The report emphasizes the usefulness of the vestibular examination as an aid 
in the diagnosis and localization of intracranial lesions, and illustrates the manner 
in which these tests may serve to confirm and elucidate data obtained by other 
observations. With some lesions, as with those involving the cerebello-pontine 
angle, they show that vestibular examination often makes diagnosis possible before 
the appearance of general clinical phenomena. T. E. Burrows. 


2. Pathology. 


The Examination by Routine Laboratory Methods of a Group of Patients Suffering 
from Migraine. (Bull. Neur. Inst. New York, vol. iv, p. 442, Dec., 1935.) 
Riley, H. A., et al. 

Nineteen cases of simple migraine and 7 cases of the ophthalmic form of this 


disorder were examined by routine laboratory methods. No consistent deviation 
from the normal in the constitution of the blood, urine, spinal fluid or gastric 
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secretion was shown by these methods. No confirmation was found for the state- 
ments that (a) pentosuria may frequently be present, (b) that an eosinophilia can 
often be demonstrated, (c) that the cholesterol content is materially elevated, or 
(d) that migraine is often associated with evidences of marked gastro-intestinal 
disorders. In one instance the cerebro-spinal fluid pressure was lowered during 
an attack by 40 mm. of water, and in one case there was an increase in the cells in 
the spinal fluid up to 14. T. E. Burrows. 


3. Pharmacology and Treatment. 


The Treatment of Delirium Tremens. (Journ. Amer. Med. Assoc., vol. cvii, p. 404, 
Aug. 8, 1936.) Cline, Jun., W. B., and Colemand, J. V. 


The authors base their results on 616 cases of alcoholism during the period 
1933-35, and compare them with those obtained in the case of 605 alcoholic patients 
treated during the two preceding years. Their therapy is that of cerebral dehy- 
dration based on the assumption that the increased spinal fluid pressure in delirium 
tremens is intimately concerned in its pathogenesis. 

The routine treatment employed consists of (1) spinal drainage of 50 c.c. to 
75 c.c. of fluid; (2) intravenous dextrose, 50 c.c. to 100 c.c. of a 50°% solution ; 
(3) magnesium sulphate, 1-2 oz. of saturated solution by mouth; (4) limitation of 
fluid intake to 1000 c.c. for a period of 24 hours; and (5) paraldehyde, 2-4 drm. 
for sedation. Treatment was given over a period of 24 hours to all cases in which 
there was active or impending delirium, as evidenced by tremor, apprehensiveness, 
motor restlessness and visual or auditory hallucinations. Most cases went to sleep 
immediately after treatment, sometimes without a sedative, and awoke after 
4 to 6 hours, shaky, but able to take liquid nourishment. There was a definite 
limitation of over-activity, and a number of patients returned later on their own 
initiative for treatment in the stage of impending delirium. 

The percentage of alcoholic deaths to the total deaths in the institution during 
the period 1933 to 1935 was 12:2%, compared with 25% in the two preceding years. 
In the delirium tremens group of 157 cases during the period 1933 to 1935 there 
were 6 deaths, and in each of these cases a serious illness complicated the delirium 
tremens. 

Various observations of the admissions, duration of residence and discharge of 
alcoholics generally in State Institutions support the authors’ opinion that there 
was very little essential ditference between the two periods compared other than 
the therapy employed. T. E. BURROWS. 


Dementia Paralytica: Results of Treatment with Diathermy Fever. (Journ. Amer. 
Med. Assoc., vol. cvi, p. 1527, May 2, 1936.) Epstein, S. H., Solomon, H. C., 
and Kopp, I. 


The authors present a series of 33 patients who were treated by diathermy 
between February, 1931, and February, 1934. According to their analysis, made 
in February, 1935, 8 patients were improved and working, and an additional 
7 patients were improved, but not self-supporting. Four patients, while remaining 
hospitalized, were known to be improved. Four patients were living, but unim- 
proved, and 10 patients had died. Of the 15 patients who were clinically improved, 
8 of them had normal or nearly normal spinal fluids. With regard to the duration 
and degree of fever productive of the best therapeutic results, it was not possible 
to draw any hard and fast conclusions. 27% of the deaths in this series occurred 
within two years after treatment, compared with 14:8% for the authors’ malaria 
series, and 13:5% for their tryparsamide series previously reported. 

Their results indicate that the best remissions are obtained in a little over 
45°% of the malarial treated cases, and 42% of the cases treated by tryparsamide, 
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contrasted with 27% of the cases treated by artificial pyrexia. 22% of the diathermy 
series showed a normal spinal fluid following treatment contrasted with 37% in the 
malarial and tryparsamide-treated cases. T. E. BURROWS. 


The Value of Psychoanalysis as a Therapeutic Procedure. (Journ. Amer. Med. 
Assoc., vol. cvii, p. 326, Aug. 1, 1936.) Hyman, H.T. 


The author reports on 43 cases treated by psychoanalysis. 15 patients suffered 
from profound psychiatric disease, 6 were manic-depressive, 5 were schizophrenic, 
2 homosexual, 1 constitutional inferior, and 1 chronic alcoholic. 

In this group 12 of the cases were dismal failures. In 2 patients the results 
are still questionable, 1 a manic-depressive, and 1 a schizophrenic who is 
apparently developing some insight into his condition as a result of treatment. 
In 1 case, that of a homosexual, there was a complete cure. Of the remaining 
28 cases, 4 cases made a complete recovery. They included 2 anxiety states, 
1 obsessional state, and 1 anxiety hysteria with asthma and duodenal ulceration. 
In the last case the physical symptoms were also cured. Another 13 patients were 
distinctly benefited by the treatment, although in every instance alteration in the 
life situation could have played a part. This group included 3 patients with 
behaviour problems (lying, petty thievery and masturbation), 5 cases of anxiety 
hysteria, 1 with claustrophobia, 1 with characterological defect, 2 with marked 
neuroses. 

Eleven patients experienced no significant benefit from their analyses. These 
included 1 patient with impotence, 1 with frigidity, 3 who were hypochondriac, 
5 with anxiety neuroses, and 1 with unclassifiable syndrome. 

Age and intelligence were factors in prognosis, the best results being obtained 
with patients between the middle twenties and forty to forty-five years of age 
who possessed a plastic and trained intelligence. T. E. BURROWS. 


The Treatment of Myasthenia Gravis by the Oral Administration of Prostigmin. (Bull. 
Neur. Inst. New York, vol. iv, p. 523, Dec., 1935.) Everts, W. H. 


Two cases of myasthenia gravis are reported in which the patients were relieved 
of symptoms and restored to health by the oral administration of prostigmin 
continued for a period of months. The oral administration of prostigmin was 
effective, and showed distinct advantages over the hypodermic use of the drug. 
The best results were obtained by doses of 30 mgrm. given three times daily. The 
oral administration of prostigmin produced no gastric or intestinal disturbances. 

T. E. BURROWS. 


The Use of Orally Administered Ergotamine Tartrate, Amniotin and Phenobarbital 
in the Treatment of Migraine. (Bull. Neur. Inst. New York, vol. iv, p. 432, 
Dec., 1935.) Soltz, S. E., at al. 


The authors report the results of the treatment of a group of migrainous patients. 
Forty-three were treated with oral ergotamine tartrate, 32 with amniotin, and 11 with 
phenobarbital. Oral ergotamine tartrate is effective in adult males and children 
of either sex who suffer with either simple or ophthalmic migraine. It is effective 
in adult females who suffer with the simple type of migraine, and is also useful in 
women who are in the menopause. Oral amniotin is frequently useful in women 
with either type of migraine, and its etfectiveness does not appear to be affected 
by the existence of the menopause. With both forms of treatment women who 
have never been pregnant respond better than other women. Phenobarbital was 
helpful in a small group of patients among whom the ophthalmic type of attack 
predominated. No facts connected with abnormalities of the sella or of menstrua- 
tion appeared to have any relation to success or failure with any of the modes of 
treatment, and the same statement is made with regard to age of onset, duration of 
the migraine and age at time of treatment. T. E. Burrows. 
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